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Commonly Used Abbreviations and Acronyms

Following is a list of abbreviations and acronyms used throughout this report.

o A&I—Audits and Investigations Division

o ACR—Al-Cause Readmissions

o AHRQ—Agency for Healthcare Research and Quality

s+ CAHPS®"—Consumer Assessment of Healthcare Providers and Systems'
¢ CANS—Child and Adolescent Needs and Strengths

o CAP——corrective action plan

+ CFR—Code of Federal Regulations

+ CMS—~Centers for Medicare & Medicaid Services

+ COHS—County Organized Health System

¢ CP—commercial plan

+ DHCS—California Department of Health Care Services

+ DMHC—California Department of Managed Health Care
+ EAS—External Accountability Set

+ EDV—encounter data validation

+ EQR—external quality review

o EQRO—external quality review organization

¢+ FFS—fee-for-service

¢  GMC—Geographic Managed Care

+ HEDIS®*—Healthcare Effectiveness Data and Information Set’
¢+ HPL—high performance level

o HSAG—Health Services Advisory Group, Inc.

o IOM—Institute of Medicine

¢+ IP—improvement plan

+ IQIP—internal quality improvement project

¢ IS—information systems

¢ LI—Local Initiative

¢+ MCMC—Medi-Cal Managed Care

U CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
2 HEDIS® is a registered tradematk of the National Committee for Quality Assurance NCQA).
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¢ MCP—Medi-Cal managed care health plan

¢ MPL—minimum performance level

¢ MY-—measurement year

+ NCQA—National Committee for Quality Assurance

¢+ Non-SPD—Non-Seniors and Persons with Disabilities

¢ PACES—Post Adjudicated Claims and Encounters System
¢ PCP—primary care provider

+ PDSA—Plan-Do-Study-Act

¢+ PIP—performance improvement project

¢+ Roadmap—HEDIS Record of Administration, Data Management, and Processes
¢ RY—reporting year

¢ QIP—quality improvement project

o SFY—State Fiscal Year

¢ SPD—Seniors and Persons with Disabilities

+ TOC—Transitions of Care

¢ TPM—Two-Plan Model
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Medi-Cal Managed Care External Quality Review Technical Report
July 1, 2014-June 30, 2015

7. EXECUTIVE SUMMARY

As required by the Code of Federal Regulations (CFR) at Title 42, Section (§) 438.364, the
California Department of Health Care Services (DHCS) contracts with Health Services Advisory
Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an annual,
independent, technical report that analyzes and evaluates aggregated information on the health
care services provided by California’s Medi-Cal Managed Care (MCMC) health plans (MCPs). This
report provides an assessment of MCPs’ strengths and weaknesses with respect to the quality and
timeliness of and access to the health care services they furnished to California’s Medicaid
beneficiaries; provides recommendations for improvement; and assesses the degree to which
MCPs addressed previous recommendations. The review period for this report is July 1, 2014,
through June 30, 2015.

MCMC provides managed health care services to more than 9.6 million beneficiaries (as of June
2015)” in the State of California through a combination of contracted full-scope and specialty
MCPs. During the review period, DHCS contracted with 22 full-scope MCPs and three specialty
MCPs to provide health care services in all 58 counties throughout California. Note: HSAG refers
to Kaiser NorCal and Kaiser SoCal as two separate MCPs in this report; however, DHCS only
holds one contract with Kaiser (KP Cal, LLC).

A summary of HSAG’s assessment of performance for the July 1, 2014, through June 30, 2015,

review period follows.

Medi-Cal Managed Care Quality Strategy Annual Assessment

DHCS’s annual assessment, dated November 2015, focused on performance in three areas critical
for the health of MCMC beneficiaries:

¢ Maternal and child health: timely postpartum care and immunizations of 2-year-olds
+ Chronic disease management: hypertension control and diabetes care

¢ Prevention: tobacco cessation

3 Medi-Cal Managed Care Enrollment Report—]June 2015. Available at:

http://www.dhcs.ca.gov/dataandstats/reports/Pages/ MMCDMonthlyEnrollment.aspx. Accessed on: January 24, 2016.
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Managed Care Health Plan Compliance

+ For compliance review findings reported on in the previous review period, DHCS followed up
on all outstanding findings and MCPs resolved the findings, resulting in DHCS closing any

open corrective action plans (CAPs) from the reviews.

+ HSAG assessed whether DHCS had conducted compliance reviews with all full-scope and
specialty MCPs within the three-year period of the review dates for this report and found that
DHCS conducted reviews with all but one specialty MCP. As part of the process for
completing this report, DHCS provided information to HSAG indicating that it implemented
a policy change to ensure that DHCS conducts comprehensive reviews of all MCPs at least

every other year and follow-up audits in off years.

+ Asin previous review periods, while MCPs experienced challenges meeting all requirements
assessed by DHCS through the compliance reviews, MCPs generally had appropriate resources
and written policies and procedures to support their quality improvement programs. Findings

were MCP-specific, and HSAG identified no specific areas for improvement across all MCPs.

o HSAG noted that DHCS issued final reports several months or longer after the related on-site

audits or surveys.

Performance Measure Validation

The full-scope MCP performance measure results for reporting year (RY) 2015, which represent
calendar year 2014 data, indicate overall improvement across the State. DHCS held 43 MCP
reporting units accountable to meet the minimum performance levels (MPLs) in RY 2015 and 44
MCP reporting units accountable in RY 2014 for 22 measures each year. In RY 2015, 81 percent
of the reporting unit rates for which a comparison could be made to the MPLs were above the
MPLs as compared to RY 2014 when 80 percent of the reporting unit rates were above the MPLs.
Further, in RY 2015, 11 percent of the reporting unit rates were above the high performance
levels (HPLs); this is an improvement from the prior year.

Notable Performance Measures—Full-scope Managed Care Health Plans

Full-scope MCPs’ performance was best for the following measures:

¢ Use of Imaging Studies for Low Back Pain
¢ All three Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents

measures

HSAG identified several measures for DHCS to consider as priority areas for improvement based
on declining performance and the number of rates below the DHCS-established MPLs, which are
set as the national Medicaid 25th percentiles. Some rates below the MPLs were for
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counties/regions reporting rates for the first time. DHCS does not hold MCPs accountable to

meet MPLs in the first reporting year because the first year serves as a baseline.

HSAG identified the following measures as having the most opportunities for improvement:
¢ All-Cause Readmissions

¢ Annual Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs and Diuretics
¢ Cervical Cancer Screening

¢ All four Children and Adolescents’ Access to Primary Care Practitioners measures

¢ Both Medication Management for People with Asthma measures

¢ Both Prenatal and Postpartum Care measures

¢ Child Immunization Status—~ Combination 3

¢ Comprebensive Diabetes Care—Eye Excam (Retinal) Performed

HSAG identified potential areas for improvement related to the Seniors and Persons with
Disabilities (SPD) population based on rates for performance measures stratified by the SPD and
non-SPD populations. For the third consecutive year, the SPD population had a significantly
higher rate of hospital readmissions than the non-SPD population. While a higher rate of hospital
readmissions is expected for the SPD population, in the MCP-specific evaluation reports HSAG
recommended that MCPs with significantly higher SPD readmissions rates assess the factors
leading to the higher readmissions, such as beneficiary level of acuity, to ensure that they are

meeting the needs of the SPD population.

Performance Measure Results—Specialty Managed Care Health Plans

The three specialty MCPs (AIDS Healthcare Foundation, Family Mosaic Project, and SCAN

Health Plan) had mixed performance measure results. Notable results include:

¢ AIDS Healthcare Foundation’s rate for the Colorectal Cancer Screening measure improved
significantly from RY 2014 to RY 2015, resulting in the rate moving from below the MPL in
RY 2014 to above the MPL in RY 2015. The MPL for this measure is based on the national
commercial 25th percentile as no Medicaid benchmarks exist for this measure.

¢ SCAN Health Plan’s rate for the Breast Cancer Screening measure improved significantly from
RY 2014 to RY 2015 and remained above the HPL (which is based on the national Medicaid
90th percentile) for the third consecutive year.
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Quality Improvement Projects

During the reporting period, 45 statewide A/-Cause Readmissions (ACK) quality improvement
projects (QIPs) and 25 internal (MCP-specific) QIPs (IQIPs) progressed to the Outcomes stage.

¢ Only six ACR QIPs and three IQIPs achieved statistically significant improvement over
baseline for at least one of the QIP study indicators.

¢ Three QIPs progressed to the point of being assessed for sustained improvement, and all three
achieved sustained improvement by maintaining or increasing the statistically significant
improvement over baseline achieved in the previous measurement period.

For MCPs testing Plan-Do-Study-Act (PDSA) cycles as part of their rapid-cycle quality

improvement strategies, HSAG made the following observations:
¢ A majority of the 13 ACR PDSA cycles did not meet their goals.
¢ A majority of the 14 IQIP PDSA cycles did achieve their goals.

¢ MCPs indicated that they adopted more than half of the interventions tested through PDSA
cycles for both ACR and IQIP topics.

¢ Opverall, MCPs provided adequate documentation regarding the PDSA cycles, but still have the
opportunity to improve the level of detail provided for describing PDSA cycle activities and

reporting lessons learned.

Consistent with last year’s review, the validation results suggest that many interventions MCPs
implemented through the QIP process did not result in positive outcomes. Thus, DHCS made a
decision to transition to HSAG’s rapid-cycle performance improvement project (PIP) approach
starting July 1, 2015. HSAG’s redesigned PIP approach places greater emphasis on improving
both health care outcomes and processes through the integration of quality improvement science.
As a result, all QIPs were closed as of June 30, 2015; and MCPs will no longer submit QIPs to
HSAG for validation and, instead, will submit PIP documentation to HSAG.

Encounter Data Validation

The results and analyses for the State Fiscal Year (SFY) 2013—14 encounter data validation (EDV)
study were not available when HSAG produced the 2013—14 external quality review (EQR)
technical and MCP-specific evaluation reports. Therefore, HSAG provides a summary of the SFY
2013-14 and SFY 2014-15 EDV studies in this report.

The goal of the SFY 2013-14 EDV study was to examine the completeness and accuracy of the
encounter data submitted to DHCS by MCPs through a review of the medical records. For SFY
2014-15, HSAG assisted DHCS in understanding operational and infrastructure changes
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implemented by MCPs in support of DHCS’s transition to the new Post Adjudicated Claims and
Encounters System (PACES).

SFY 2013-14 Encounter Data Validation Study

For the SFY 2013-14 EDV study, HSAG evaluated MCMC encounter data completeness and

accuracy via the review of medical records for physician services rendered in calendar year 2012.

HSAG identified the following related to encounter data completeness:
¢ DHCS encounters were moderately supported by the documentation in beneficiaries’ medical
records.

¢ While DHCS encounters included supporting documentation in the medical records at a
moderate level, not all services documented in the medical records were submitted to DHCS

(encounter data omission).

¢ Omissions identified in the medical records (services located in the encounter data but not
supported in the medical record) and omissions in the encounter data (services located in the
medical record but not in the encounter data) illustrated discrepancies in the completeness of

DHCS’s encounter data. Data completeness at the MCP-level varied considerably.

HSAG identified the following related to encounter data accuracy:
¢ Among the data elements evaluated for accuracy, the following were supported by medical
record documentation identified in the electronic encounter data:
= 83.6 percent of diagnosis codes
= 77.6 percent of procedure codes
= 99.5 percent of procedure code modifiers
= 03.0 percent of rendering provider names
®  68.6 percent of billing provider names

¢ Less than 5 percent of the dates of service present in both data sources accurately represented all
five data elements (i.e., Diagnosis Code, Procedure Code, Procedure Code Modifier, Rendering Provider

Name, and Billing Provider Name) when compared to beneficiaries’ medical records.

SFY 2014-15 Encounter Data Validation Study

In SFY 2014-15, DHCS began transitioning its encounter data system, with the goal that most
MCPs would be actively submitting to PACES by early 2015. As a component of EDV, HSAG
assisted DHCS in understanding operational and infrastructure changes implemented by MCPs in
support of the transition to the new PACES.
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From HSAG’s desk review of MCPs’ information systems (IS) and encounter data processing and
submission, HSAG determined that transition to PACES has addressed some concerns HSAG
identified in prior EDV studies regarding areas of inconsistency in the encounter data processes
among MCPs. DHCS has addressed the recommendations from the SFY 2012—-13 Encounter
Data Validation study regarding moving to standardized data formats and requiring MCPs to

notify DHCS of system changes. However, MCPs approached the PACES transition process in

different ways; and some MCPs had a more difficult transition process, based on the data systems

and procedures available at the beginning of the transition.

Recommendations Across All Assessed Activities

Based on its assessment, HSAG provides the following recommendations for DHCS:

*

Establish a specific time frame for DHCS to produce and deliver all compliance review reports
to ensure that MCPs are able to take action to resolve all findings as soon as possible to be

fully compliant with federal and State requirements.

Issue CAPs to MCPs demonstrating poor performance on multiple measures over consecutive
years. Rather than require MCPs to address poor performance on all measures at once, work
with MCPs to prioritize areas in need of improvement to increase the likelihood of positive
outcomes.

Assess whether DHCS should add any measures to the list of priority areas in the Medi-Cal
Managed Care Program Quality Strategy moving forward. Following are measures HSAG
recommends for DHCS’s consideration:

= _Al-Canse Readmissions, including focusing on reducing readmissions for the SPD
population

»  Annnal Monitoring for Patients on Persistent Medications—ACE Inbibitors or ARBs and Diuretics

= Cervical Cancer Screening

*  Both Medication Management for People with Asthma measures

*  Prenatal and Postpartum Care— Timeliness of Prenatal Care

To support accurate and complete encounter data from MCPs, review the Encounter Data
Validation Study Aggregate Report—]July 1, 2013—June 30, 2014 and Encounter Data 1 alidation Study
Aggregate Report—[uly 1, 2014—June 30, 2015 and identify strategies to address recommendations
not already addressed by DHCS to ensure accuracy and completeness of encounter data.

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 6
California Department of Health Care Services Health Services Advisory Group, Inc.




2. INTRODUCTION

Purpose of Report

In the State of California, DHCS administers the Medicaid program (Medi-Cal) through its fee-
for-service (FFS) and managed care delivery systems. DHCS is responsible for assessing the
quality of care delivered to beneficiaries through its MCPs, making improvements to care and

services and ensuring that contracted MCPs comply with federal and State standards.

As required by 42 CFR §438.364," DHCS contracts with HSAG, an EQRO, to prepare an annual,
independent, technical report that analyzes and evaluates aggregated information of the health care
services provided by California’s Medi-Cal MCPs. The technical report provides an assessment of
MCPs’ strengths and weaknesses with respect to the quality and timeliness of and access to the
health care services the MCPs furnished to enrolled Medi-Cal beneficiaries, provides
recommendations for improvement, and assesses the degree to which MCPs addressed any

previous recommendations.

HSAG’s performance evaluation centers on federal and State-specified criteria that fall into one or
more domains of care: quality, access, and timeliness—for each part of the compliance review,
performance measure, and QIP. While not required, the State may elect to include optional EQR

activities such as EDV results.

This report provides:
+ A description of MCMC.

o A description of MCMC’s assessment of its quality strategy and quality improvement

objectives.

+ A description of the scope of EQR activities for the period of July 1, 2014, through June 30,
2015, including the methodology used for data collection and analysis and a description of the
data for each activity.

+ An aggregate assessment of health care timeliness, access, and quality across organizational
structure and MCP compliance based on performance measures and QIPs. The report also
assesses encounter data validation, an optional EQR monitoring activity that helps evaluate
MCPs’ infrastructure to collect and report on services received so that these data may be used

to inform quality improvement activities.

4 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Federal Register/Vol. 68, No.
16/Friday, January 23, 2003 /Rules and Regulations, p. 3597. 42 CFR Patts 433 and 438 Medicaid Program; External
Quality Review of Medicaid Managed Care Organizations, Final Rule.

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 7
California Department of Health Care Services Health Services Advisory Group, Inc.




INTRODUCTION

¢ MCP-specific evaluation reports are included in the technical report as appendices (see
appendices A through Z). Each MCP-specific evaluation report provides an assessment of the
MCP’s strengths and opportunities for improvement regarding the quality and timeliness of,
and access to, health care services, as well as recommendations to the MCP for improving

quality of health care services for its beneficiaries.

The technical report and MCP-specific evaluation reports all align to the same review period—]July
1, 2014, through June 30, 2015. The reports include summaries and assessments of results from
State compliance reviews, performance measure validation, QIP validation, and encounter data

validation.

Medi-Cal Managed Care Overview

MCMC provides managed health care services to more than 9.6 million beneficiaries (as of June
30, 2015)” in the State of California through a combination of contracted full-scope and specialty
MCPs. During the review period, DHCS contracted with 22 full-scope MCPs and three specialty
MCPs to provide health care services in all 58 counties throughout California. DHCS operates
MCMC through a service delivery system that encompasses six models of managed care for its full-
scope services, as well as a model for specialty MCPs. DHCS monitors MCP performance across
model types. A link to the Medi-Cal managed care county map, which depicts the location of each
model type, may be found at http://www.dhcs.ca.gov/setrvices/Pages/Medi-CalManagedCare.aspx.

Following is a description of each model type.

County Organized Health System (COHS) model. A COHS is a nonprofit, independent
public agency that contracts with DHCS to administer Medi-Cal benefits through a wide network
of health care providers. Each COHS MCP is established by the County Board of Supervisors and
governed by an independent commission. A COHS model has been implemented in 22 counties
and operates in each as a single, county-operated health plan. This model does not offer FFS
Medi-Cal. As of June 30, 2015, the COHS model was serving about 2.08 million MCMC

beneficiaries through six health plans in 22 counties; six of those counties were added in 2013.°

Two-Plan Model (TPM). Under TPM, beneficiaries may choose between two MCPs; typically,
one MCP is a local initiative (LI) and the other a commercial plan (CP). DHCS contracts with
both plans. The LI is established under authority of the local government with input from State
and federal agencies, local community groups, and health care providers to meet the needs and

concerns of the community. The CP is a private insurance plan that also provides care for
Medi-Cal beneficiaries. As of June 30, 2015, the TPM was serving about 6.17 million MCMC

5 Medi-Cal Managed Care Enrollment Report—]June 2015. Available at:
http://www.dhcs.ca.gov/dataandstats/reports/Pages/ MMCDMonthlyEnrollment.aspx. Accessed on: January 24, 2016.
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beneficiaties through 12 health plans in 14 counties.” Note that Anthem Blue Cross Partnership

Plan serves as an LI in Tulare County and a CP in all other TPM counties.

Geographic Managed Care (GMC) model. Under a GMC model, DHCS allows Medi-Cal
beneficiaries to select from several MCPs within a specified geographic area (county). As of June
30, 2015, the GMC model had seven health plans serving about 1.02 million MCMC beneficiaries

in Sacramento and San Diego counties.’

Regional model. This model consists of three commercial health plans that provide services to
beneficiaries in the rural counties of the State, primarily in northern and eastern California. The
Regional model was implemented in November 2013, bringing MCMC to counties that historically
offered only FFS Medi-Cal. As of June 30, 2015, the Regional model was serving close to 300,000
MCMC beneficiaries in 18 counties.’

Imperial model. This model operates in Imperial County with two commercial health plans. As
of June 30, 2015, this model was serving close to 70,000 MCMC beneficiaries.’

San Benito model. This model operates in San Benito County and provides services to
beneficiaries through a CP and FFS Medi-Cal. As of June 30, 2015, the San Benito model was
serving morte than 7,000 MCMC beneficiaties.” San Benito is California’s only county where

enrollment in managed care is not mandatory.

Specialty Managed Care Health Plans. Specialty MCPs provide health care services to
specialized populations. During the review period, DHCS held contracts with three specialty
MCPs:

+ AIDS Healthcare Foundation—provides services in Los Angeles County primarily to
beneficiaries living with human immunodeficiency virus (HIV) or acquired immunodeficiency
syndrome (AIDS). As of June 30, 2015, AIDS Healthcare Foundation was serving 852 MCMC

beneficiaries.’

+ TFamily Mosaic Project—provides intensive case management and wraparound services in San
Francisco County for MCMC children and adolescents at risk of out-of-home placement. As
of June 30, 2015, Family Mosaic Project was serving 37 MCMC beneficiaries.”

¢ SCAN Health Plan—is a Medicare Advantage Special Needs Plan that provides services for
the dual-eligible Medicare/Medi-Cal population subset residing in Los Angeles, Riverside, and
San Bernardino counties. According to DHCS, as of June 30, 2015, SCAN Health Plan was
serving 10,706 MCMC beneficiaries.

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 9
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Table 2.1—Medi-Cal Managed Care Health Plans by Model Type as of December 31, 2014

Model Type MCP Name

Anthem Blue Cross Partnership Plan

Counties

Alameda, Contra Costa,
Fresno, Kings, Madera, San
Francisco, Santa Clara

Commercial
Health Net Community Solutions, Inc.

Kern, Los Angeles, San
Joaquin, Stanislaus, Tulare

Molina Healthcare of California Partner Plan, Inc.

Riverside, San Bernardino

Alameda Alliance for Health

Alameda

Two-Plan Anthem Blue Cross Partnership Plan

Tulare

CalViva Health

Fresno, Kings, Madera

Contra Costa Health Plan

Contra Costa

Local Health Plan of San Joaquin San Joaquin, Stanislaus
Initiative Inland Empire Health Plan Riverside, San Bernardino
Kern Health Systems Kern
LA Care Health Plan Los Angeles
San Francisco Health Plan San Francisco
Santa Clara Family Health Plan Santa Clara
Anthem Blue Cross Partnership Plan
Health Net Community Solutions, Inc.
KP Cal, LLC Kaiser NorCal (Kaiser NorCal)* Sacramento
Molina Healthcare of California Partner Plan, Inc.
Geographic Managed Care Carelst Partner Plan
Community Health Group Partnership Plan
Health Net Community Solutions, Inc. San Diego
KP Cal, LLC Kaiser SoCal (Kaiser SoCal)
Molina Healthcare of California Partner Plan, Inc.
CalOptima Orange

CenCal Health

San Luis Obispo, Santa Barbara

Central California Alliance for Health

Merced, Monterey, Santa Cruz

Gold Coast Health Plan

Ventura

County-Organized Health Plan of San Mateo

San Mateo

Health System

Partnership HealthPlan of California

Del Norte, Humboldt, Lake,
Lassen, Marin, Mendocino,
Modoc, Napa, Shasta,
Siskiyou, Solano, Sonoma,
Trinity, Yolo

Molina Healthcare of California Partner Plan, Inc.

Imperial
P California Health & Wellness

Imperial

San Benito Anthem Blue Cross Partnership Plan

San Benito
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Model Type MCP Name ‘ Counties

Anthem Blue Cross Partnership Plan Butte, Colusa, Glenn, Plumas,
Sierra, Sutter, Tehama (MCPs
will report a single, multi-
California Health & Wellness Plan county rate for these counties,
which are collectively referred
to as Region 1.)

Alpine, Amador, Calaveras, El
. Anthem Blue Cross Partnership Plan pine, ' veras,
Regional Dorado, Inyo, Mariposa,

Mono, Nevada, Placer,
Tuolumne, Yuba (MCPs will
report a single, multi-county
rate for these counties, which
are collectively referred to as

California Health & Wellness Plan

Region 2.)
Kaiser NorCal* Amador, El Dorado, Placer
AIDS Healthcare Foundation Los Angeles
. Family Mosaic Project San Francisco
SRR Los Angeles, Riverside, San
SCAN Health Plan gees, ’
Bernardino

* Kaiser NorCal provides Medi-Cal services in Sacramento County as a GMC model type and in Amador, El Dorado, and
Placer counties as a Regional model type; however, the MCP reports performance measure rates for all counties
combined. DHCS's decision to have the MCP report the combined rates ensures that Kaiser NorCal has a sufficient sample
size to compute accurate performance measure rates that represent the availability and quality of care provided for the
population in the region and assists Kaiser NorCal with maximizing operational and financial efficiencies by reducing the
number of encounter data validation, improvement plans, QIPs, and Consumer Assessment of Healthcare Providers and
Systems (CAHPS®)® survey activities. Since RY 2015 is the first year that Kaiser NorCal is reporting a rate for the combined
counties, no comparisons to previous years’ rates can be made.

For enrollment information on each county, go to
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDMonthlyEnrollment.aspx.

Medi-Cal Expansion

As part of the expansion authority under Section 1115 of the Social Security Act,” MCMC
expanded into all rural counties of California effective November 1, 2013. Anthem Blue Cross
Partnership Plan and California Health & Wellness Plan contracted with DHCS to provide
MCMC services for 18 rural counties—Alpine, Amador, Butte, Calaveras, Colusa, El Dorado,
Glenn, Inyo, Mariposa, Mono, Nevada, Placer, Plumas, Sierra, Sutter, Tehama, Tuolumne, and
Yuba. Anthem Blue Cross Partnership Plan also expanded into San Benito County to provide
MCMC services, and California Health & Wellness Plan contracted with DHCS to provide MCMC
services in Imperial County. Also as part of the expansion authority, Kaiser NorCal contracted
with DHCS to provide MCMC services in Amador, El Dorado, and Placer counties beginning
November 1, 2013; Molina Healthcare of California Partner Plan, Inc., contracted with DHCS to

6 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
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provide MCMC services in Imperial County beginning September 1, 2013; and Partnership
HealthPlan of California contracted with DHCS to provided MCMC services in Del Norte,
Humboldt, Lake, Lassen, Modoc, Shasta, Siskiyou, and Trinity counties beginning September 1,
2013.

Domains of Care

The Centers for Medicare & Medicaid Services (CMS) chose the domains of quality, access, and
timeliness as keys to evaluating the performance of MCPs. HSAG used the following definitions

to evaluate and draw conclusions about the performance of the MCPs in each of these domains.

Quality

The quality domain of care relates to the degree to which an MCP increases the likelihood of
desired health outcomes of its beneficiaries through its structural and operational characteristics
and through the provision of health services that are consistent with current professional
knowledge in at least one of the six domains of quality as specified by the Institute of Medicine
(IOM)—efficiency, effectiveness, equity, patient-centeredness, patient safety, and timeliness.”

Access

In the preamble to the CFR,” CMS discusses access to and the availability of services to Medicaid
beneficiaries as the degree to which health plans implement the standards set forth by the state to
ensure that all covered services are available to enrollees. Access includes the availability of an
adequate and qualified provider network that reflects the needs and characteristics of the enrollees

served by the plan.

Timeliness

The National Committee for Quality Assurance (NCQA) defines timeliness relative to utilization
decisions as follows: “The organization makes utilization decisions in a timely manner to
accommodate the clinical urgency of a situation.”" NCQA further discusses the intent of this
standard to minimize any disruption in the provision of health care. HSAG extends this definition

of timeliness to include other managed care provisions that impact services to beneficiaries and

8 This definition of quality is included in Department of Health and Human Setvices, Centers for Medicate & Medicaid
Services. EQR Protocols Introduction: An Introduction to the External Quality Review (EQR) Protocols, Version 1.0, September
2012. The deﬁnmon is in the context of Medlcald/ Children’s Health Insurance Program MCOs, and was adapted from

% view.html. Accessed on: January 24, 2016.

9 Department of Health and Human Services Centers for Medicare & Medicaid Setrvices. Federal Register, Vol. 67, No.
115, June 14, 2002.

10 National Committee for Quality Assurance. 2006 Standards and Guidelines for MBHOs and MCOs.
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that require timely response by the MCP—e.g., processing expedited appeals and providing timely
follow-up care. The Agency for Healthcare Research and Quality (AHRQ)) indicates “timeliness is
the health care system’s capacity to provide health care quickly after a need is recognized.”"
Timeliness includes the interval between identifying a need for specific tests and treatments and

actually receiving those services.'

Table 2.2 shows HSAG’s assignment of the compliance review standards, performance measures,
and QIPs into the domains of quality, timeliness, and access. Unless indicated otherwise, all full-

scope MCPs report all performance measures listed in Table 2.2.

Table 2.2—Assignment of Activities to Performance Domains

Compliance Review Standards* Quality  Timeliness | Access
Enrollee Rights and Protections Standards v v
Access Standards Vv Vv
Structure and Operations Standards Vv Vv
Measurement and Improvement Standards Vv
Grievance System Standards v Vv
Performance Measures Quality  Timeliness | Access
All-Cause Readmissions (Statewide Collaborative QIP Measure) \' Vv
Ambulatory Care—Emergency Department (ED) Visits* ok ok ok
Ambulatory Care—Outpatient Visits* ok *ok *x
Annual Monitoring for Patients on Persistent Medications— Vv
ACE Inhibitors or ARBs
Annual Monitoring for Patients on Persistent Medications—Digoxin v
Annual Monitoring for Patients on Persistent Medications—Diuretics v
Avoidance of Antibiotic Treatment in Adults With Acute Bronchitis Vv
Breast Cancer Screening (specialty MCP measure) Vv Vv
Cervical Cancer Screening Vv V'
Childhood Immunization Status—Combination 3 Vv Vv Vv
Children and Adolescents’ Access to Primary Care Practitioners— v
12 to 24 Months
Children and Adolescents’ Access to Primary Care Practitioner— v
25 Months to 6 Years
Children and Adolescents’ Access to Primary Care Practitioners— v
7 to 11 Years
Children and Adolescents’ Access to Primary Care Practitioners— v
12 to 19 Years
Colorectal Cancer Screening (specialty MCP measure) Vv Vv
1 Agency for Healthcare Research and Quality. National Healthcare Quality Report 2007. AHRQ Publication No.
08-0040. February 2008.
12 Thid.
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Performance Measures

Comprehensive Diabetes Care (CDC)—Blood Pressure Control
(<140/90 mm Hg)

INTRODUCTION

Quality  Timeliness | Access

Comprehensive Diabetes Care—Eye Exam (Retinal) Performed

Comprehensive Diabetes Care—Hemoglobin Alc (HbA1c) Control
(< 8.0 Percent)

Comprehensive Diabetes Care—HbA1c Poor Control (> 9.0 Percent)

Comprehensive Diabetes Care—HbA1c Testing

Comprehensive Diabetes Care—Medical Attention for Nephropathy

Controlling High Blood Pressure (full-scope and specialty MCP
measure)

Immunizations for Adolescents—Combination 1

Medication Management for People with Asthma—Medication
Compliance 50% Total

< L <L R L= L] <
<

Medication Management for People with Asthma—Medication
Compliance 75% Total

<

Osteoporosis Management in Women Who Had a Fracture (specialty
MCP measure)

Out-of-Home Placements (specialty MCP measure)

Prenatal and Postpartum Care—Timeliness of Prenatal Care

Prenatal and Postpartum Care—Postpartum Care

School Attendance (specialty MCP measure)

Use of Imaging Studies for Low Back Pain

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

Weight Assessment and Counseling for Nutrition and Physical Activity
for Children/Adolescents—BMI| Assessment: Total

L S A R R N S

Weight Assessment and Counseling for Nutrition and Physical Activity
for Children/Adolescents—Nutrition Counseling: Total

Weight Assessment and Counseling for Nutrition and Physical Activity
for Children/Adolescents—Physical Activity Counseling: Total

Quality Improvement Projects

All-Cause Readmissions

Quality  Timeliness | Access

Internal QIPs

Domain varied by MCP QIP. This
information is included in
appendices A through Z in the QIP
section of each MCP-specific
evaluation report.

*This is a utilization measure, which measures the volume of services used.

*The compliance review standards related to managed care health plans are defined at 42 CFR 438.

**Domains of care are not assigned to utilization measures.
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3. MeDI-CAL MANAGED CARE QUALITY STRATEGY

Medi-Cal Managed Care Quality Strategy Annual Assessment

42 CFR §438.200 and §438.202 require that state Medicaid agencies develop and implement a
written quality strategy for assessing and improving the quality of health care services offered to
their beneficiaries. The written strategy must describe the standards the state and its contracted
plans must meet. The state must conduct periodic reviews to examine the scope and content of its

managed care quality strategy, evaluate the strategy’s effectiveness, and update it as needed.

In November 2015, DHCS submitted to CMS its annual assessment update of the baseline report,
2012 Medi-Cal Managed Care Program Quality Strategy Report. The annual assessment provides
DHCS’s evaluation of MCPs’ performance, updates progress toward measurable objectives for key
indicators, assesses past interventions to improve future performance, includes future
interventions, describes changes in service delivery and contractual standards, and outlines
enhancements in DHCS’s oversight and monitoring of MCMC. The annual assessment focused on

performance in three areas critical for the health of MCMC beneficiaries:

+ Maternal and child health: timely postpartum care and immunizations of 2-year-olds

+ Chronic disease management: hypertension control and diabetes care

+ Prevention: tobacco cessation

Throughout the November 2015 annual assessment document, DHCS identified opportunities to

engage in quality improvement activities with MCPs and the EQRO to ensure that quality,
accessible, and timely health care is delivered to MCMC beneficiaries.

The detailed annual assessment may be found through the following link:
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDQualPerfMsrRpts.aspx.

Note: Although the November 2015 annual assessment was released outside the review dates for
this report, HSAG references information from the report at the request of DHCS and because

the information was available at the time this report was produced.

Follow-up on Prior Year’s Recommendations

In the 2073—14 Medi-Cal Managed Care Technical Report, HSAG recommended that DHCS report
outcomes achieved through strategies outlined in the 2074 Medi-Cal Managed Care Program Qunality
Strategy Report and indicate whether strategies will be expanded, modified, or eliminated to achieve
improvement in key focus areas. As part of the process for producing the 2074—15 Medi-Cal

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 15
California Department of Health Care Services Health Services Advisory Group, Inc.



http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDQualPerfMsrRpts.aspx

MEDI-CAL MANAGED CARE QUALITY STRATEGY

Managed Care Technical Report, DHCS provided the following information on the actions it took to

address this recommendation:

+ DHCS submitted its 2075 Medi-Cal Managed Care Quality Strategy Report Annual Assessment to
CMS on November 5, 2015. This report is available online:
http://www.dhcs.ca.gov/dataandstats/reports/Pages/ MMCDQualPerfMsrRpts.aspx. The
report outlines in detail outcomes achieved through strategies from the 2074 Medi-Cal Managed
Care Program Quality Strategy Report Annual Assessment. In evaluating the performance of MCPs,
the report updates progress toward measurable objectives for key indicators, assesses past
interventions to improve performance, includes future interventions, describes changes in
service delivery and contractual standards, and outlines enhancements in DHCS oversight and
monitoring of the MCMC program and its MCPs.

DHCS provided in its November 2015 annual assessment detailed outcomes information and
documentation of strategies that DHCS intends to implement to ensure that quality, accessible,
and timely care is provided to MCMC beneficiaries. Therefore, HSAG has no recommendations

for DHCS related to its implementation and assessment of the Medi-Cal Managed Care Program
Quality Strategy.
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4. MANAGED CARE HEALTH PLAN COMPLIANCE

Compliance Standards

According to 42 CFR §438.358, the state or its EQRO must conduct a comprehensive review
within a three-year period to determine a Medicaid MCP’s compliance with standards established
by the state related to beneficiary rights and protections, access to services, structure and
operations, measurement and improvement, and grievance system standards. DHCS conducts this
review activity through an extensive monitoring process that assesses MCPs’ compliance with
State and federal requirements at the point of initial contracting and through subsequent, ongoing
monitoring activities.

Conducting the Review

The 2015 Medi-Cal Managed Care Quality Strategy Report Annual Assessment is DHCS’s most recent
update to its Medi-Cal Managed Care Program Baseline Quality Report—April 2012. The quality strategy
report describes the standards and processes DHCS uses to evaluate the operational structure and
procedures MCPs use as required by the CFR. Contracts between DHCS and MCPs include
provisions for the standards—including the frequency of reporting, monitoring, and enforcement

of corrective actions.

For this review period, DHCS performed multiple assessments including, DHCS Audits &
Investigations Division (A&I) medical performance audits, A&I State Supported Services audits,
and California Department of Managed Health Care (DMHC) 1115 Waiver Seniors and Persons
with Disabilities (SPD) Enrollment Surveys (referred to in this report as “SPD medical surveys”).

While some areas of these reviews are similar, the results are separate and distinct.

Medical Audits and SPD Medical Surveys

Historically, DHCS conducted medical audits of MCPs once every three years—sometimes in
collaboration with DMHC. These medical audits assessed MCPs’ compliance with contract
requirements and State and federal regulations.

DHCS received an authorization “1115 Waiver” from the federal government to conduct
mandatory enrollment of SPD beneficiaries into managed care to achieve care coordination, better
manage chronic conditions, and improve health outcomes. DMHC entered into an interagency
agreement with DHCS to conduct health plan medical surveys (DMHC SPD medical surveys)
every three years to ensure that beneficiaries affected by this mandatory transition are assisted and
protected under California’s strong patients’ rights laws. Mandatory enrollment began in June
2011.
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In January 2015, California Welfare and Institutions Code § 14456 became law. This regulation
mandates annual audits for full-service MCPs. Through June 2015, DHCS audited approximately
half of the MCPs. Additionally, by June 2015, DHCS had scheduled comprehensive audits for all
contracted full-service MCPs. These audits were scheduled to be conducted before August 2016.
Ongoing, a comprehensive audit of MCPs will occur every other year. In the off year, DHCS will
conduct a focused audit of the full-service MCP.

Under the monitoring protocols, until MCPs achieve full resolution, DHCS actively and
continuously monitors deficiencies identified in A&I medical audits, DMHC SPD medical surveys,
and other monitoring-related MCP examinations. Some deficiencies are provisionally closed in
order to ensure that all issues are correctly ameliorated. Monitoring activities include follow-up
communications with MCPs augmented by DHCS technical assistance to MCPs to develop
meaningful CAPs to address all deficiencies. The CAP is not satisfied and remains provisionally
closed until all issues are resolved. At that time, DHCS issues a final closeout letter to the MCP.

Objectives

DHCS’s primary objective of monitoring organizational assessment and structure performance

standards is to assess MCPs’ compliance with federal regulations and State-specified standards.

Methodology

During the review period for this report, DHCS conducted monitoring of MCPs’ compliance with
federal and State-specified standards through the various types of audits and surveys listed below

(with review areas indicated for each type of audit and survey):

DHCS A&I Medical Performance Audits

+ Access and Availability of Care

+ Case Management and Coordination of Care
¢ Member’s Rights

+ Administrative and Organizational Capacity
¢ Quality Management

+ Utlization Management

DHCS A&l State Supported Services Audits

DHCS’s A&I conducts audits of each MCP that holds a State Supported Services contract to
determine if the MCP is meeting the terms of its contract, which covers contracted abortion

services.
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DMHC Triannual SPD and Rural Medical Surveys

+ Availability and Accessibility
+ Continuity of Care

+ Member Rights

¢ Quality Management

+ Utilization Management

MCP-specific Focus Area Medical Reviews

DHCS A&I conducted a focused medical review of CalOptima that included assessment of the

following areas:

¢ Delegation of Utilization Management
¢ Fraud and Abuse Program

+ Grievances and Appeals

+ Pharmaceutical Services

¢ Prior Authorization Procedures

¢ Referral Tracking System

+ Utlization Management

Specialty Plan reviews included the following:

+ DHCS’s Long-Term Care Division evaluated Nursing Facility Level of Care certifications
completed by SCAN Health Plan.

+ DHCS completed a Program Oversight and Compliance Branch review of Family Mosaic

Project. The following areas were assessed:

* Access

= Authorization

* Beneficiary Protection

* Tunding, Reporting, and Contracting Requirements
= Target Populations and Array of Services
= Interface with Physical Health Care

®= Provider Relations

® Program Integrity

®  Quality Improvement

* Mental Health Services Act

® Chart Review—Non-Hospital Services

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 19
California Department of Health Care Services Health Services Advisory Group, Inc.




MANAGED CARE HEALTH PLAN COMPLIANCE

Assessment of MCP Monitoring

HSAG organized, aggregated, and analyzed results from DHCS’s compliance monitoring reviews
to assess whether DHCS conducted a comprehensive audit with all MCPs at least once within
three years of the review dates for this report and to draw conclusions about overall MCP
performance in providing quality, accessible, and timely health care and services to MCMC

beneficiaries.

To determine if DHCS conducted compliance reviews with all MCPs within a three-year time
period of the review dates for this report, HSAG assessed the dates of each MCP’s reviews to
determine which reviews were conducted no eatrlier than three years prior to the start of the
review period for this report (July 1, 2014) and no later than the end of the review period for this
report (June 30, 2015). HSAG reviewed the most current DHCS compliance reports available as
of June 30, 2015. In some instances, the audit took place in the prior review period; however, the
report was not available until the current review period. When review of a report reflected full
resolution of deficiencies, HSAG included results and follow-up information from compliance
reports issued by DHCS outside the review period for this report. Finally, HSAG reviewed
opportunities for improvement from the previous review period and assessed whether DHCS

followed up with MCPs to ensure that MCPs met requirements.

Compliance monitoring standards fall primarily under the timeliness and access domains of care;
however, standards related to measurement and improvement fall under the quality domain of

care.

Compliance Results

In accordance with Welfare & Institutions § 19130(b)(3), DHCS conducts the compliance reviews
for MCPs rather than contracting with the EQRO to conduct the compliance reviews. DHCS
submits audit reports and other compliance-related documentation to HSAG. DHCS uses the
Generally Accepted Government Auditing Standards (GAGAS), also known as the Yellow Book,
which requires that auditing tools be proprietary. Thus, DHCS could not provide HSAG with
information for the 201415 review period that would allow HSAG to determine whether DHCS

assessed MCPs’ compliance with all federal and State requirements.

MCP-specific compliance review results, including HSAG’s recommendations, are included in

appendices A through Z.

DHCS Follow-up on 2013-14 Monitoring Results

In the 2013-14 MCP-specific evaluation reports, HSAG reported on outstanding compliance
review findings. In its assessment of the compliance reports submitted by DHCS to HSAG for the
2014-15 review period, HSAG found that DHCS followed up on all findings outstanding at the
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time that HSAG produced the 2013—14 reports. Additionally, MCPs resolved all outstanding
tindings, resulting in DHCS closing all open CAPs from the reviews.

Monitoring Results for 2014-15

DHCS conducted a compliance review no earlier than three years from the start of the review
period for this report (July 1, 2014) and no later than the end of the review period for this report
(June 30, 2015) for all but the one specialty MCP referenced below.

+ AIDS Healthcare Foundation—the most recent review was conducted in June 2010. (DHCS
indicated to HSAG that it plans to conduct an audit for AHF in the State fiscal year 2016-17.)

The following is a summary of HSAG’s assessment of the compliance review information
provided by DHCS to HSAG for production of the 2014—15 MCP-specific evaluation reports and
this EQR technical report. The summary includes new information not reported on in previous

review periods.

+ DHCS did not issue final reports to MCPs in a timely manner after the on-site visits—DHCS
issued final reports several months (and in a few instances more than a year) after the related
on-site audits or surveys. Receiving formal documentation of findings from DHCS promptly is
important to ensure that MCPs are able to take action to resolve all findings as soon as

possible to be fully compliant with federal and State requirements.

+ For the medical performance audits, SPD medical surveys, and focused medical review, DHCS
identified findings in most or all of the review areas (e.g., Member Rights). Findings were
MCP-specific, with no findings cutting across most or all MCPs.

¢+ Most MCPs were fully compliant with the State Supported Services contract requirements.

+ Ininstances where findings were not fully resolved, it was either because the follow-up
information was not yet available or because the follow-up occurred well outside the review

dates for this report.

Conclusions—Managed Care Health Plan Compliance

As in previous years, while MCPs had challenges meeting all requirements assessed by DHCS,
MCPs generally had appropriate resources and written policies and procedures to support their
quality improvement programs. Findings cut across all domains of care; and in instances where
follow-up information was reviewed, all MCPs resolved the compliance review findings to
DHCS’s satisfaction. Since the findings within the assessed areas were MCP-specific, HSAG

identified no specific areas for improvement across all MCPs.
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Recommendations—Managed Care Health Plan Compliance

Based on the compliance review results, HSAG provides the following recommendation to DHCS

regarding the compliance review process:

+ Establish a specific time frame for DHCS to produce and deliver all compliance review reports
to ensure that MCPs are able to take action to resolve all findings as soon as possible to be

fully compliant with federal and State requirements.

Follow-up on Prior Year’s Recommendations

In the 2073—14 Medi-Cal Managed Care Technical Report, HSAG recommended that DHCS ensure
that a comprehensive audit is conducted at least once within a three-year period for all MCPs. As
part of the process for producing the 2074—15 Medi-Cal Managed Care Technical Report, DHCS

provided the following information about the actions it took to address this recommendation:

+ California Welfare and Institutions Code § 144506, which became law in January 2015,
mandates annual audits for full-service MCPs. Through June 2015, DHCS audited
approximately half of the MCPs. Additionally, by June 2015 DHCS had scheduled all
contracted, full-service MCPs’ comprehensive audits to be conducted before August 2016.

Ongoing, a comprehensive audit of MCPs will occur at least every other year.

In the time frame if this report, it is too soon for HSAG to assess whether DHCS’s change in
policy will result in DHCS conducting a comprehensive audit for all MCPs at least once every
three years, HSAG will reassess the status of this recommendation as part of the process for
producing the 2075—16 Medi-Cal Managed Care Technical Report.
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5. PERFORMANCE MEASURES

Performance Measure Validation

Validating performance measures is one of the three mandatory external quality review activities
described at 42 CFR §438.358(b)(2). This requirement allows states, agents (not MCOs or PHIPs),
or an EQRO to conduct the mandatory activity. Performance results may be reported to the state
by the plan (as required by the state), or the state may calculate the plan’s performance on the
measures for the preceding 12 months. Performance must be reported by each plan—or
calculated by the state—and validated annually. In accordance with 42 CFR §438.240(b), DHCS
contractually requires MCPs to have a quality improvement program that calculates and submits

performance measure data.

DHCS annually selects a set of performance measures for the Medi-Cal full-scope MCPs to
evaluate the quality of care delivered by the contracted MCPs to MCMC beneficiaries. DHCS
consults with contracted MCPs, the EQRO, and stakeholders to determine what measures MCPs
will be required to report. The DHCS-selected measures are referred to as the External
Accountability Set (EAS). DHCS requires that MCPs collect and report EAS rates, which provides
a standardized method for objectively evaluating MCPs’ delivery of services.

CMS requires that states (1) conduct performance measure validation of their contracted health
plans to ensure that health plans calculate performance measure rates according to state
specifications, and (2) assess the extent to which the health plans’ IS provide accurate and complete

information.

To comply with the CMS requirements, DHCS contracts with HSAG to conduct validation of the
selected EAS performance measures. HSAG evaluates two aspects of performance measures for
each MCP. First, HSAG assesses the validity of each MCP’s data using protocols required by CMS."
This process is referred to as performance measure validation. Then, HSAG organizes, aggregates,
and analyzes validated performance measure data to draw conclusions about the MCP’s

performance in providing quality, accessible, and timely care and services to its MCMC beneficiaries.

Conducting the Review

DHCS’s RY 2015 EAS for full-scope MCPs consisted of 14 Healthcare Effectiveness Data and
Information Set (HEDIS®) measures and one measure originally developed by DHCS and the
MCPs (with guidance from the EQRO) to be used for the statewide collaborative QIP. Several of

13 The CMS EQR Protocols may be found at http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html.
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the 15 required measures include more than one indicator, bringing the total performance measure
rates required for MCPs reporting to 30. In this report, “performance measure” or “measure”
(rather than indicator) is used to describe the required EAS measures. The performance measures
fall under all three domains of care—quality, access, and timeliness. Each full-scope MCP calculated
and reported MCP-specific data for the following DHCS-selected measures in the RY 2015 EAS:

o All-Canse Readmissions (DHCS-developed measure for use in the A/-Cause Readmissions
Statewide Collaborative QIP)

o Ambulatory Care—Emergency Department (ED) VVisits

o Ambulatory Care—OQutpatient Visits

o Annual Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs
o Annual Monitoring for Patients on Persistent Medications—Digoxin

o Annual Monitoring for Patients on Persistent Medications—Dinretics

o Avoidance of Antibiotic Treatment in Adults With Acute Bronchitis

o Cervical Cancer Screening

o Childhood Immunization Status—Combination 3

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

o Children and Adolescents’ Access to Primary Care Practitioners—25 Months to 6 Y ears
o Children and Adolescents’ Access to Primary Care Practitioners—7 to 11 Years

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

o Comprebensive Diabetes Care (CDC)—Blood Pressure Control—(< 140/ 90 mm Hg)
o Comprebensive Diabetes Care—Eye Excam (Retinal) Performed

o Comprebensive Diabetes Care—Hemoglobin A1c (HbATc) Control (<8.0 Percent)

o Comprebensive Diabetes Care—HDbATc Poor Control (>9.0 Percent)

o Comprebensive Diabetes Care—HbAT ¢ Testing

o Comprebensive Diabetes Care—>Medical Attention for Nephropathy

o Controlling High Blood Pressure

o Immunizations for Adolescents—Combination 1

o Medication Management for People with Asthma—=Medication Compliance 50% Total
o Medication Management for People with Asthma—a~Medication Compliance 75% Total
o Prenatal and Postpartum Care— Timeliness of Prenatal Care

o Prenatal and Postpartum Care—Postpartum Care
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o Use of Imaging Studies for Low Back Pain

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents—BMI
Assessment: Total

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents—
Nutrition Counseling: Total

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents—Physical
Activity Counseling: Total

o Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
Each specialty MCP calculated and reported MCP-specific data for two measures approved by
DHCS. The measures varied by MCP based on the demographics of each MCP’s population and

are listed below.

AIDS Healthcare Foundation

AIDS Healthcare Foundation reported rates for the following HEDIS measures:

o Colorectal Cancer Screening

o Controlling High Blood Pressure

Family Mosaic Project

Family Mosaic Project reported rates for the following non-HEDIS measures, which were

designed in collaboration with HSAG to measure elements specific to this specialty MCP.

o Out-of-Home Placements: The percentage of Medi-Cal managed care beneficiaries enrolled in
Family Mosaic who are discharged to an out-of-home placement during the measurement

period.

o School Attendance: The number of capitated Medi-Cal managed care beneficiaries enrolled into
Family Mosaic Project with a 2 or 3 in school attendance on the initial Child and Adolescent
Needs and Strengths (CANS) outcome/assessment tool and a 2 or 3 in school attendance on

the most recent closing CANS during the measurement period.

SCAN Health Plan

SCAN Health Plan reported rates for the following HEDIS measures:

o Breast Cancer Screening

o Osteoporosis Management in Women Who Had a Fracture
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Seniors and Persons with Disabilities Performance Measure Stratification

In addition to reporting the EAS in 2015, full-scope MCPs were required to report a separate rate
for their SPD population for a selected group of measures. MCPs reported the rates for the SPD
population separately via a Microsoft Excel reporting template. The SPD rates were compared to

the non-SPD rates to identify statistically significant differences between the two populations.

For RY 2015, DHCS made the following CMS-approved changes to the SPD stratification

requirements:

¢ DHCS no longer required MCPs to stratify for the SPD population for the:

*  Comprebensive Diabetes Care—I_DI_-C Control (<100 mg/dL) and L.DL-C Sereening indicators
because NCQA removed these indicators from the HEDIS measures.

*  Comprebensive Diabetes Care—Blood Pressure Control (<140/90 mm Hg) indicator based on the
difference between the stratified populations being small and feedback from MCPs that the

stratification results were minimally beneficial for MCPs’ quality improvement efforts.

= Comprebensive Diabetes Care—HbATc Control (<8.0 Percent) and Comprebensive Diabetes Care—
HbATe Poor Control (>9.0 Percent) indicators based on DHCS’s research that found the rate
tor the Comprebensive Diabetes Care—IHb.AT¢ Testing indicator is highly correlated with HbAlc

control/poor control.
¢ DHCS calculated the SPD rates using encounter data for the following indicators:
*  Comprebensive Diabetes Care—Eye Exam (Retinal) Performed
= Comprebensive Diabetes Care—HbATc Testing
»  Comprebensive Diabetes Care—>Medical Attention for Nephropathy

DHCS required the full-scope MCPs to report SPD and non-SPD rates for the following

measures:

¢ All-Canse Readmissions—originally developed for the Statewide Collaborative QIP
¢ Ambulatory Care—Outpatient Visits

¢ Awmbulatory Care—Emergency Department 1 isits

¢ Annnal Monitoring for Patients on Persistent Medications—ACE Inbibitors or ARBs

¢ Annual Monitoring for Patients on Persistent Medications—Digoxin

¢ Annual Monitoring for Patients on Persistent Medications—Diuretics

¢ Children and Adolescents’ Access to Primary Care Practitioners—12 to 24 Months

¢ Children and Adolescents’ Access to Primary Care Practitioners—25 Months to 6 Years

¢ Children and Adolescents’ Access to Primary Care Practitioners—7 to 11 Years

¢ Children and Adolescents’ Access to Primary Care Practitioners—12 to 19 Years
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Performance Measure Requirements and Targets

MCMC’s quality strategy describes the program’s processes to define, collect, and report
MCP-specific performance data, as well as overall MCMC performance data, on DHCS-required
measures. MCPs must report county/regional rates unless otherwise approved by DHCS.

To create a uniform standard for assessing MCPs on DHCS-required performance measures,
DHCS established a minimum performance level (MPL) and a high performance level (HPL) for
each measure except for utilization measures, first-year measures, or measures that had significant
specifications changes impacting comparability. Additionally, DHCS did not establish an MPL or
HPL for the A/-Cause Readmissions measure, which is 2 non-HEDIS measure used for the
All-Canse Readmissions collaborative QIP.

DHCS based the MPLs and HPLs on NCQA'’s national percentiles. MPLs and HPLs align with
NCQA'’s national Medicaid 25th percentile and 90th percentile, respectively. For the Comprebensive
Diabetes Care—HbAT ¢ Poor Control (>9.0 Percent) measure, a lower rate indicates better performance
and a higher rate indicates worse performance. For this measure only, the established MPL is
based on the Medicaid 75th percentile, and the HPL is based on the national Medicaid 10th
percentile.

MCPs not meeting the MPLs must submit an improvement plan (IP) or a PDSA cycle to DHCS
that outlines actions and interventions the MCP will take to achieve acceptable performance.
DHCS uses the established HPLs as a performance goal and recognizes MCPs for outstanding
performance.

Objectives

HSAG conducted an NCQA HEDIS Compliance Audit™'* (or a performance measure validation
audit for non-HEDIS measures) to evaluate the accuracy of performance measure results reported
by MCPs and to ensure that MCPs followed specifications established by DHCS.

To assess performance related to quality, access, and timeliness of care, HSAG presents the
audited rates for each MCP for 2012—15 (as available) and compares the current year’s rates to the
ptior yeat’s rates and the DHCS-established MPLs/HPLs.

Methodology

To assist MCPs in standardized reporting, NCQA develops and makes available technical
specifications that provide information on how to collect data for each measure, with general
guidelines for sampling and calculating rates. DHCS’s EAS requirements for 2015 indicate that
MCPs are responsible for adhering to the most current HEDIS specifications.

4 NCQA HEDIS Compliance Audit™ is a trademark of the National Committee for Quality Assurance (NCQA).
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To ensure that MCPs calculate and report performance measures consistent with HEDIS
specifications and that the results can be compared to other MCPs” HEDIS results, MCPs must
undergo an independent audit. NCQA publishes HEDIS Compliance Audit Standards, Policies, and
Procedures, V'olume 5, which outlines the accepted approach for auditors to use when conducting an
IS capabilities assessment and an evaluation of compliance with HEDIS specifications for a plan.
DHCS requires that MCPs undergo an annual compliance audit conducted by its contracted
EQRO.

The HEDIS process begins well in advance of MCPs reporting their rates. MCPs typically
calculated their 2015 HEDIS rates with measurement data from January 1, 2014, to December 31,
2014, with the exception of some measures that deviated slightly from this measurement period.
Performance measure calculation and reporting typically involves three phases: off-site,

on-site, and post-on-site."’

Off-site Activity (October through March)
¢ MCPs prepare for data collection and the on-site audit.

¢  MCPs complete the HEDIS Record of Administration, Data Management, and Processes
(Roadmap), a tool used by MCPs to communicate information to the auditor about MCPs’
systems for collecting and processing data for HEDIS.

¢ The EQRO conducts kick-off calls with MCPs to provide guidance on HEDIS audit processes
and to ensure that MCPs are aware of important deadlines.

¢ The EQRO reviews MCPs’ completed Roadmaps to assess compliance with the audit
standards and provides MCPs with an IS standard tracking report that lists outstanding items
and areas that require additional clarification.

¢ The EQRO reviews MCPs’ source code used for calculating the EAS measures to ensure

compliance with the technical specifications, unless MCPs use a vendor whose measures are
certified by NCQA.

¢ MCPs prepare for medical record review validation for EAS measures that require the hybrid
method for data collection.

¢ The EQRO conducts supplemental data validation for all supplemental data sources that
MCPs intend to use for reporting.

¢ The EQRO conducts preliminary rate review to assess MCPs’ data completeness and accuracy
early in the audit process.

15 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 2: 1V alidation of
Peifomm/m Measures Repm‘ed by the MC O A Mandatory Protocol for External Quality Reweu/ (EQR), Verslon 2 0, September
: i £
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On-site Activity (January through April)

¢ MCPs conduct data capture and data collection.

¢ The EQRO conducts on-site audits to assess MCPs’ capabilities to collect and integrate data
from internal and external sources.

¢ The EQRO provides preliminary audit findings to MCPs and DHCS.

Post On-site Activity (May through October)

¢ MCPs submit final audited rates to DHCS (June).
¢ The EQRO provides final audit reports to MCPs and DHCS (July).

¢ The EQRO analyzes data and generates the HEDIS aggregate report in coordination with
DHCS.

Data Collection Methodology

NCQA specifies two methods for data capture: the administrative method and the hybrid method.

Administrative Method

The administrative method requires health plans to identify the eligible population (i.e., the
denominator) using administrative data such as enrollment, claims, and encounters. In addition,
health plans derive the numerator(s), or services provided to beneficiaries in the eligible
population, from administrative data sources and auditor-approved supplemental data sources.
Health plans cannot use medical records to retrieve information. When using the administrative
method, the entire eligible population is used as the denominator because NCQA does not allow

sampling.

Following are the DHCS-selected EAS measures for which NCQA methodology requires the
administrative method to derive rates:

¢ All-Cause Readmissions (statewide collaborative QIP measure)
¢ Ambulatory Care

¢ Annnal Monitoring for Patients on Persistent Medications

¢ Avoidance of Antibiotic Treatment in Adults With Acute Bronchitis
¢ Breast Cancer Screening*

*  Children and Adolescents" Access to Primary Care Practitioners

¢ Medication Management for People with Asthma

¢ Osteoporosis Management in Women Who Had a Fracture*

¢ Use of Imaging Studies for Low Back Pain

*A specialty MCP measure
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The administrative method is cost-efficient, but it can produce lower rates due to incomplete data
submission (often by capitated providers) as well as data typically not submitted as part of a claims
or encounter submission such as Current Procedural Terminology (CPT) II codes, or as a result of

global billing practices.

Hybrid Method

The hybrid method requires health plans to identify the eligible population using administrative
data and then extract a systematic sample of beneficiaries from the eligible population, which

becomes the denominator. Health plans use administrative data to identify services provided to
those Medi-Cal beneficiaries. When administrative data do not show evidence that a service was

provided, health plans then review medical records for those beneficiaries.

The hybrid method generally produces higher rates but is considerably more labor-intensive. For
example, a health plan that has 10,000 beneficiaries who qualify for the Prenatal and Postpartum Care
measure may use the hybrid method. After randomly selecting 411 eligible beneficiaries, the health
plan finds that 161 beneficiaries have evidence of a postpartum visit using administrative data. The
health plan then obtains and reviews medical records for the 250 beneficiaries who do not have
evidence of a postpartum visit using administrative data. Of those 250 beneficiaries, the health
plan finds 54 additional beneficiaries who have a postpartum visit recorded in the medical record.
The final rate for this measure, using the hybrid method, would be (161 + 54)/411, or 52 percent.

In contrast, using the administrative method, if the health plan finds that 4,000 of the 10,000

beneficiaries had evidence of a postpartum visit using only administrative data, the final rate for
this measure would be 4,000/10,000, or 40 percent.

Following are the DHCS-selected EAS measures for which NCQA methodology allows hybrid

data collection:

¢ Cervical Cancer Screening

& Childhood Immunization Status—Combination 3

¢ Colorectal Cancer Screening™

¢ Comprebensive Diabetes Care

¢ Controlling High Blood Pressure**

¢ Immunizations for Adolescents—Combination 1

¢  Prenatal and Postpartum Care

¢ Weight Assessment and Counseling for Nutrition and Physical Activity for Children and Adolescents
¢ Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
* A specialty MCP measure

** A full-scope MCP and specialty MCP measure
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MCPs that have complete and robust administrative data may choose to report measures using
only the administrative method and avoid labor-intensive medical record review; however,
currently only two of the MCMC-contracted MCPs report rates in this manner, Kaiser NorCal and
Kaiser SoCal. The Kaiser MCPs have IS capabilities, primarily due to their closed-system model
and electronic medical records that support administrative-only reporting because medical record
review does not generally yield additional data beyond what the MCP had already captured

administratively.

Performance Measure Validation Results

HSAG conducted performance measure validation with 26 MCPs. Twenty-five of the MCPs had
an NCQA HEDIS Compliance Audit. Family Mosaic Project, a specialty MCP, reported non-
HEDIS measures; therefore, it underwent a performance measure validation audit consistent with
the CMS protocol for conducting performance measure validation. All audits were conducted by
NCQA-certified HEDIS compliance auditors, regardless which audit methodology/protocol was
followed.

For the RY 2015, 23 of the 26 audited MCPs used vendors to calculate and produce rates; and all
of these vendors achieved full measure certification status by NCQA for the reported HEDIS
measures. For Family Mosaic Project and the two MCPs that developed source code internally for
measure calculation (Kaiser NorCal and Kaiser SoCal), HSAG reviewed and approved the source
code. Since A/N-Cause Readmissions was a DHCS-defined measure, HSAG also reviewed and

approved the source code for adherence to DHCS’s measure specifications.

Strengths—Performance Measure Validation

HSAG auditors identified the following strengths during the performance measure validation

process:

¢ All MCPs followed NCQA’s specifications in calculating their rates for the DHCS-required
measures. MCPs had sufficient transactional systems and processes that captured the required
data elements for producing valid rates.

¢ Despite notable increases in the number of Medicaid memberships as a result of the
Affordable Care Act during the measurement year, most MCPs experienced no significant
backlogs in processing membership or enrollment data and claims data that would impact
HEDIS reporting.

¢ MCPs continued using more standard supplemental data sources to supplement their rates.
The majority of MCPs are capturing a large volume of data electronically, which reduces the
burden of medical record abstraction.

¢ With a few exceptions, HSAG found MCPs fully compliant with the applicable IS standards.
For the seven MCPs that did not achieve full compliance with all IS standards during the audit

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 31
California Department of Health Care Services Health Services Advisory Group, Inc.




PERFORMANCE MEASURES

process, the auditors determined that the issues occurred in these areas: ensuring complete and
accurate claims/encounters data from service partners and integrating data for measure
calculation. Nonetheless, these deficiencies were resolved before the MCPs reported their
rates.

Opportunities for Improvement—Performance Measure Validation

HSAG auditors identified the following challenges during the performance measure validation

process.

¢ Most challenges and opportunities were MCP-specific, and few challenges were applicable to
all or most MCPs. HSAG identified several challenges experienced by MCPs while reporting
for HEDIS 2015.

¢ Several MCPs sub-contracted with one MCP to provide services for Medi-Cal beneficiaries. In
late 2014, this full-service partner suggested a new data format as an alternative to the monthly
encounter files submitted to these MCPs for HEDIS reporting. MCPs encountered several
challenges in processing the new service data files. Although the issues were eventually
resolved for most MCPs, the late introduction of this change by the full-service partner
hindered MCPs’ abilities to assess data completeness and accuracy and to properly monitor
this partner’s performance.

¢ A few MCPs also encountered some issues in processing claims internally. One MCP changed
its claims system during 2014 and found significant claims processing backlogs with its
providers. The MCP necessarily reverted to using its original system, and the auditor noted no
concerns regarding this change. Nonetheless, due to multiple data challenges, the MCP
necessarily requested an extension in submitting its hybrid rates to DHCS.

¢ Several MCPs had challenges in providing complete and accurate responses in their Roadmap.
A few identified supplemental data sources after the initial Roadmap submission deadline and
submitted the corresponding Section 5 portions of the Roadmap late. As MCPs are exploring
the use of additional supplemental databases, it is critical to ensure that adequate coordination,
oversight, and validation are implemented in a timely manner before these databases are
considered for reporting.

Full-scope Managed Care Health Plans Performance Measure
Results

Using the validated performance measure rates, HSAG organized, aggregated, and analyzed the
data to draw conclusions about full-scope MCP performance in providing accessible, timely, and

quality care and services to MCMC beneficiaries.

Table 5.1 provides the MCMC weighted averages for the required EAS measures for RYs 2012
through 2015. Note that data may not be available for all years.
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Understanding Table 5.1

The reader should note the following regarding Table 5.1:
¢ The MCMC weighted averages compared to the DHCS-established MPLs and HPLs are shown

for each year.

*= DHCS based the MPLs and HPLs on NCQA’s national percentiles. MPLs and HPLs align
with NCQA’s national Medicaid 25th percentile and 90th percentile, respectively, except for
the Comprebensive Diabetes Care—IHbATc Poor Control (>9.0 Percent) measure, for which a low
rate indicates better performance, and a high rate indicates worse performance. For this
measure, the established MPL is based on the Medicaid 75th percentile, and the HPL is
based on the national Medicaid 10th percentile.

¢ The A/-Cause Readmissions measure is a non-HEDIS measure originally developed for DHCS’s
All-Cause Readmissions collaborative QIP; therefore, no MPL or HPL is established for this
measure. For the A/-Cause Readmissions measure, a lower rate indicates better performance (i.e.,

fewer readmissions).

¢ The Ambulatory Care—Emergency Department Visits and Ambulatory Care—CQuipatient Visits
measures are utilization measures, which measure the volume of services used. DHCS does not
establish MPLs or HPLs for utilization measures. Additionally, HSAG did not compare
performance for these measures since high and low rates do not necessarily indicate better or

worse performance.

¢ Although MPL and HPL information is provided, as applicable, for the following measures,
DHCS did not hold MCPs accountable to meet the MPLs for the measures for RY 2015:

*  Annual Monitoring for Patients on Persistent Medications— Digoxin—Denominators are small for
this indicator, and each individual counted toward the denominator would be expected to be
counted toward the ACE Inhibitors or ARBs and Diuretics denominators since these patients
generally receive all three medications. Furthermore, serum digoxin concentration
measurement as part of routine monitoring is not evidence-based and is not recommended
by the American College of Cardiology or American Heart Association (see
http://circ.ahajournals.org/content/113/21/2556.full. pdf+html).

0 Note: NCQA made several changes to the Annual Monitoring for Patients on Persistent
Medications—Digoxin measure specifications for HEDIS 2015. The specifications no
longer allow a blood urea nitrogen therapeutic monitoring test to count as evidence of
annual monitoring. In addition, the specifications added monitoring of serum digoxin
level to meet the numerator criteria. The additional requirement is more restrictive and
may be directly related to all MCPs with rates that could be compared to the previous
year’s rates experiencing statistically significant decline in their rates. Despite the
specification changes, NCQA did not consider the Annunal Monitoring for Patients on
Persistent Medications—Digoxin measure to be a first-year measure in RY 2015; however,

based on the potential negative impact the specification changes had on the rates for this

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 33
California Department of Health Care Services Health Services Advisory Group, Inc.



http://circ.ahajournals.org/content/113/21/2556.full.pdf+html

PERFORMANCE MEASURES

measure, HSAG draws no conclusions from the comparative analysis on this measure
for RY 2015 and does not include this measure in its assessment of MCP performance.
*  All four Children and Adolescents’ Access to Primary Care measures—Due to the small range of
variation between the MPL and HPL threshold for each measure, DHCS did not hold MCPs

accountable to meet the MPLs for these four measures.

Table 5.1—Multi-year Statewide Medi-Cal Managed Care Weighted Average Performance Measure
Results for Full-scope Managed Care Health Plans

RYs 2014-15
Domain RY RY RY RY Rate
Measure! of Care? 20123 Difference’
//?ﬂ”e-gg,jrs: Readmissions—Statewide Collaborative QIP QA _ 14.43% | 14.17% | 17.72% v
?”gggﬁ:gbi‘:rl\i’;:[;::gency Department Visits per % 39.64 43.15 | 42.06 | 40.45 Not Tested
ﬁ/’"’og t“,ﬁ‘:iory Care—Outpatient Visits per 1,000 Member | 273.09 | 283.14 | 29816 | 272.82 | Not Tested
Annual Monitoring for Patients on Persistent o o o o
Medications—ACE Inhibitors or ARBs Q 81.49% | 80.77% |84.15% | 86.12% t
ﬁe” d‘;‘c’; :‘:7 ‘;’;’fgl';ii ‘,)nr Patients on Persistent Q 86.44% | 86.91% |87.78% | 51.78% !
/:ﬂ"e” d‘g :\Z ‘,’g’f’ gi:’ﬁ gt ‘I’,gspat’e”ts on Persistent Q 80.44% | 80.54% |83.86% | 85.77% 0
Q\C/Zga;rf;zzft\irsltlblotlc Treatment in Adults With Q 2532% | 2006% |27.94% | 28.81% -
Cervical Cancer Screening QA — — 63.69% | 59.26% 2
Childhood Immunization Status—Combination 3 QAT 78.15% | 77.25% | 75.07% | 73.84% A
Ch/ldr'e'n and Adolescents' Access to Primary Care A 9574% | 94.42% |95.25% | 93.54% .
Practitioners—12 to 24 Months
Ch/ldr'e'n and Adolescents' Access to Primary Care A 8713% | 84.89% |86.27% | 85.39% .
Practitioners—25 Months to 6 Years
,SZIZ il ::r‘i f‘;otlzslcj”;;afsccess to Primary Care A 86.88% | 85.89% |86.08% | 87.24% 1
gf"] Igg;’;::g f‘;‘;’izcjgt;;;‘rcscess to Primary Care A 85.82% | 85.62% |82.90% | 84.19% 1
(C:lrzg;;gergf;v:;/abetes Care—Blood Pressure Control Q 67.49% | 63.20% |60.25% | 62.63% -
g:;;:rr;f:;nswe Diabetes Care—Eye Exam (Retinal) QA 5552% | 51.32% |5069% | 53.34% p
Comprehensive Diabetes Care—HbAIc Testing QA 84.20% | 83.19% | 83.13% | 85.81% T
Comprehensive Diabetes Care—HbA1c Control Q 50.79% | 4935% |46.64% | 49.08% -
(<8.0 Percent)
If;:::fr;:;;s;ve Diabetes Care—Medical Attention for QA 31.90% | 81.80% |82.65% | 84.45% -
Comprehensive Diabetes Care—HbA1c Poor Control Q 38.04% | 4035% |43.73% | 39.35% A
(>9.0 Percent)
Controlling High Blood Pressure Q - 58.30% |56.34% | 61.22% ()
Immunizations for Adolescents—Combination 1 QAT 62.99% | 72.66% |74.44% | 73.51% Lo
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RYs 2014-15

Domain RY RY RY RY Rate
Measure! of Care? Difference’

Medication Management for People with Asthma—

—_ 0, 0, 0,
Medication Compliance 50% Total Q >8.85% | 53.48% | 49.08% l
Medication Management for People with Asthma— o o o
Medication Compliance 75% Total Q 36.52% | 32.23% | 26.99% l
Prenatal and Postpartum Care—Postpartum Care QAT 61.74% | 58.61% |56.99% | 59.35% And
Z;erzata/ and Postpartum Care—Timeliness of Prenatal QAT 33.77% | 83.17% |81.33% | 81.80% -
Use of Imaging Studies for Low Back Pain Q 81.03% | 80.84% |80.35% | 79.54% )

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—BMI Q 68.33% | 71.55% |71.17% | 77.47% T
Assessment: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Nutrition Q 72.08% | 72.53% |71.37% | 73.42% Lo
Counseling: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Physical Q 56.04% | 58.28% |59.53% | 63.64% T
Activity Counseling: Total

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

. QAT 76.77% | 74.50% | 73.29% | 72.78% Lad
Years of Life

1DHCS-selected HEDIS performance measures developed by the National Committee for Quality Assurance (NCQA), with the
exception of the All-Cause Readmissions measure, which was originally developed by DHCS for the statewide collaborative QIP.

2HSAG's assignment of performance measures to the domains of care for quality (Q), access (A), and timeliness (T).

3 RY 2012 rates reflect MY data from January 1, 2011, through December 31, 2011.

4RY 2013 rates reflect MY data from January 1, 2012, through December 31, 2012.

5RY 2014 rates reflect MY data from January 1, 2013, through December 31, 2013.

6RY 2015 rates reflect MY data from January 1, 2014, through December 31, 2014.

7 Performance comparisons are based on comparing the 95-percent confidence levels associated with RY 2014 and RY 2015 rates.

* Member months are a member's "contribution" to the total yearly membership.

¥ This is a utilization measure, which is not assigned a domain of care.

— Indicates the rate is not available.

J = Statistically significant decline.

= No statistically significant change.

T = Statistically significant improvement.

AV are used to indicate performance differences for the All-Cause Readmissions and Comprehensive Diabetes Care—HbA1c Poor
Control (>9.0%) measures, where a decrease in the rate indicates better performance. A downward triangle (¥) denotes a
significant decline in performance, as denoted by a significant increase in the RY 2015 rate from the RY 2014 rate. An upward
triangle (A) denotes significant improvement in performance, as indicated by a significant decrease of the RY 2015 rate from the RY
2014 rate.

For most measures, the reported rate is bolded if the rate is below the national Medicaid 25th percentile (i.e., the minimum
performance level [MPL]), and is shaded if the rate is above the 90th percentile (i.e., the high performance level [HPL]) for that year).
For the Comprehensive Diabetes Care—HbA1c Poor Control measure, the reported rate is bolded if the rate is above the 75th
percentile and shaded if the rate is below the 10th percentile, since a lower rate indicates better performance.

Full-scope Managed Care Health Plan Performance Measure Findings

The full-scope MCP performance measure results for reporting year (RY) 2015, which represent
calendar year 2014 data, indicate overall improvement across the State. DHCS held 43 MCP

reporting units accountable to meet the minimum performance levels (MPLs) in RY 2015 and 44
MCP reporting units accountable in RY 2014 for 22 measures each year. In RY 2015, 81 percent

of the reporting unit rates (for which a comparison could be made to the MPLs) were above the
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MPLs as compared to RY 2014, when 80 percent of the reporting unit rates were above the MPLs.

Further, in RY 2015, 11 percent of the reporting unit rates were above the high performance

levels (HPLs). While this is an improvement since the prior year, variability in MCP performance

continues.

Top Performance Measures

Full-scope MCPs performed best on the following measures:

¢ Use of Imaging Studies for Low Back Pain

For the fifth consecutive year, the MCMC weighted average for this measure exceeded the
MPL.

Of the 53 MCP counties/regions with reportable rates in RY 2015, 14 MCP
counties/regions (26 percent) had rates above the HPL. The rates for eight MCP
counties/regions have been above the HPL for three or mote consecutive years.

Of the 41 MCP counties/regions for which comparisons can be made, the rate for one
MCP county (2 percent) improved significantly from RY 2014 to RY 2015. Additionally,
the rates for two other MCP counties improved; and although the improvement was not
statistically significant, the change resulted in the rates moving from below the MPL in RY
2014 to above the MPL in RY 2015.

¢ Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents—BMI
Assessment: Total

For the fifth consecutive year, the MCMC weighted average was higher than the MPL.

All 53 MCP reporting units had reportable rates for this measure in RY 2015. The rates for
15 MCP counties/regions (28 percent) were above the HPL, and no MCP county/regional
rates were below the MPL. The rates for five MCP counties have been above the HPL for

three or more consecutive years.

Of the 42 MCP counties/regions for which comparisons can be made, the rates for 29
MCP counties/regions (69 percent) improved significantly from RY 2014 to RY 2015.

o Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents—
Nutrition Counseling: Total

For the fifth consecutive year, the MCMC weighted average for this measure exceeded the
MPL.

All 53 MCP reporting units had reportable rates for this measure in RY 2015. The rates for
11 MCP counties/regions (21 percent) were above the HPL for this measure. The rates for
tive MCP counties have been above the HPL for three or more consecutive years.

Of the 42 MCP counties/regions for which comparisons can be made, the rates for 18
MCP counties/regions (43 percent) improved significantly from RY 2014 to RY 2015,
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resulting in the rates for six MCP counties/regions improving from below the MPL in RY
2014 to above the MPL in RY 2015.

¢ Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents—Physical
Activity: Total

® For the fifth consecutive year, the MCMC weighted average for this measure was above
the MPL.

= All 53 MCP reporting units had reportable rates for this measure in RY 2015. The rates for
nine MCP counties/regions (17 percent) were above the HPL for this measure. The rates

for five MCP counties have been above the HPL for three or more consecutive years.

*  Of the 42 MCP counties/regions for which comparisons can be made, the rates for 16
MCP counties/regions (38 percent) improved significantly from RY 2014 to RY 2015,
resulting in the rates for two MCP counties moving from below the MPL in RY 2014 to
above the MPL in RY 2015.

In addition to the measures noted above, the rates for multiple MCP counties/regions improved
significantly from RY 2014 to RY 2015 for the following measures:

& Children and Adolescents’ Access to Primary Care Practitioners—7 to 11 Years (15 of 41 MCP
counties/regions for which comparisons could be made between RY 2014 and RY 2015 [37
percent])

¢ Children and Adolescents’ Access to Primary Care Practitioners—12 to 19 Years (14 of 41 MCP
counties/regions for which comparisons could be made between RY 2014 and RY 2015 [34
percent])

¢ Comprebensive Diabetes Control—HbATc Testing (12 of 42 MCP counties/regions for which
comparisons could be made between RY 2014 and RY 2015 [29 percent])

¢ Comprehensive Diabetes Contro)—HbATc Control (<8.0 Percent) (11 of 42 MCP counties/regions
for which comparisons could be made between RY 2014 and RY 2015 [26 percent])

¢ Comprebensive Diabetes Control—Hb.AT¢ Poor Control (>9.0 Percent) (13 of 42 MCP
counties/regions for which comparisons could be made between RY 2014 and RY 2015 [31
percent])

¢ Controlling High Blood Pressure (19 of 42 MCP counties/regions for which compatisons could be
made between RY 2014 and RY 2015 [45 percent])

Opportunities for Improvement

Although many opportunities for improvement exist, HSAG identified several measures for
DHCS to consider as priority areas for improvement based on the number of rates below the
DHCS-established MPLs. Some of the rates below the MPLs were for counties/regions teporting
rates for the first time or for measures for which DHCS does not hold MCPs accountable to meet

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 37
California Department of Health Care Services Health Services Advisory Group, Inc.




PERFORMANCE MEASURES

the MPLs. However, since DHCS establishes MPLs for the measures, HSAG recommends that
DHCS encourage continued improvement on the measures for MCPs with rates below the
established MPLs.

HSAG identified the following measures as having the most opportunities for improvement:

¢ All-Canse Readmissions (Note that although DHCS establishes no MPL or HPL for this
measure, based on the number of MCP counties/regions with a significant increase in
readmissions, HSAG identified this measure as one on which MCPs should focus
improvement efforts.)

¢ Annnal Monitoring for Patients on Persistent Medications—ACE Inbibitors or ARBs and Diuretics
¢ Cervical Cancer Screening

* All four Children and Adolescents’ Access to Primary Care Practitioners measures

¢ Both Medication Management for People with Asthma measures

¢ Both Prenatal and Postpartum Care measures

¢ Child Immunization Status—Combination 3

¢ Comprebensive Diabetes Care—Eye Exam (Retinal) Performed

Full-scope Managed Care Health Plan High and Low Performers

Three of the 53 MCP counties/regions (6 percent) demonstrated high performance, exceeding the
HPLs for 13 or more of the 26 measures for which comparisons were made to benchmarks for

analysis:
¢ Kaiser SoCal—San Diego County: 21 measures with rates above the HPLs, and no measures
with rates below the MPLs.

¢ Kaiser NorCal—KP North: 18 measures with rates above the HPLs, and one measure with a
rate below the MPL.

¢ San Francisco Health Plan—San Francisco County: 13 measures with rates above the HPLs,

and two measures with rates below the MPLs.

Twenty-two of the 53 MCP counties/regions (42 percent) showed the greatest opportunity for
improvement by having 10 or more measures below the DHCS-established MPLs:

¢ Alameda Alliance for Health—Alameda County (13 measures).

¢ Anthem Blue Cross Partnership Plan—Alameda County (13 measures), Fresno County (10
measures), Kings County (15 measures), Region 2 (13 measures), Sacramento County (13
measures), and San Benito (13 counties). (Note: RY 2015 was the first year that Anthem Blue
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Cross Partnership Plan reported rates for Region 2 and San Benito County. Therefore, DHCS
did not require the MCP to submit IPs for rates below the MPLs for the region/county.)

¢ California Health & Wellness Plan—Region 1 (12 measures) and Region 2 (12 measures)
(Note: RY 2015 was the first year that California Health & Wellness Plan reported rates for
Region 1 and Region 2. Therefore, DHCS did not hold the MCP accountable to meet the
MPLs for these regions [i.e., the MCP was not required to submit IPs for rates below the
MPLs for the regions]).

¢ (Cal Viva Health—Kings County (11 measures).
¢ Carelst Partner Plan—San Diego County (10 measures).

¢ Health Net Community Solutions, Inc.—Los Angeles County (10 measures), Sacramento
County (11 measures) San Diego County (10 measures), San Joaquin County (10 measures),

and Stanislaus county (10 measures).
¢ Health Plan of San Joaquin—Stanislaus County (11 measures).

¢ Molina Healthcare of California Partner Plan, Inc.—Riverside/San Bernardino counties (14
measures), Sacramento County (13 measures), and Imperial County (13 measures) (Note: RY
2015 was the first year that Molina Healthcare of California Partner Plan, Inc., reported rates
for Imperial County. Therefore, DHCS did not hold the MCP accountable to meet the MPLs
for this county [i.e., the MCP was not required to submit IPs for rates below the MPLs for the
county]).

¢ Partnership HealthPlan of California—Northwest (11 measures) and Northeast (13 measures)
(Note: RY 2015 was the first year that Partnership HealthPlan of California reported rates for
these two regions. Therefore, DHCS did not hold the MCP accountable to meet the MPLs for
these regions [i.e., the MCP was not required to submit IPs for rates below the MPLs for the
regions]).

Full-scope Managed Care Health Plan Seniors and Persons with Disabilities
Result Findings

As in RY 2013 and RY 2014, most MCP counties/regions had SPD rates significantly higher than
the non-SPD rates for the Annual Monitoring for Patients on Persistent Medications—ACE Inbibitors or
ARBs and Diuretics measures. The better rates for these measures may be attributed partially to
SPD beneficiaries having more health care needs, resulting in them being seen more regularly by

providers and leading to better monitoring of care.

For the third consecutive year, the SPD population had a significantly higher rate of hospital
readmissions than the non-SPD population. While a higher rate of hospital readmissions is
expected for the SPD population, in the MCP-specific evaluation reports HSAG recommended
that MCPs with significantly higher SPD readmissions rates assess the factors leading to the higher
readmissions to ensure that the MCPs are meeting the needs of the SPD population.
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For most Children and Adolescents’ Access to Primary Care Practitioners measures wherein a comparison
between the SPD and non-SPD rates could be calculated, no statistically significant difference
between the SPD and non-SPD rates was identified. For several MCP counties, SPD rates were
significantly lower than the non-SPD rates. The lower SPD rates for these measures may be
attributed partially to children and adolescents in the SPD population relying on specialist
providers as their care sources, based on complicated health care needs, rather than accessing care

from primary care providers (PCPs).

As of RY 2015, DHCS received CMS approval to calculate and report a subset of SPD rates using
encounter data submitted by MCPs for the following indicators: Comprebensive Diabetes Care—Ejye
Escam (Retinal) Performed, Comprebensive Diabetes Care—HbAT¢ Testing, and Comprebensive Diabetes
Care—DMedical Attention for Nephropathy. The results showed that most MCP counties/regions had
SPD rates higher than the non-SPD rates for the three indicators. These findings are consistent
with those that MCPs reported and HSAG audited in RY 2013 and RY 2014.

Specialty Managed Care Health Plan Performance Measure Results

The three specialty MCPs had mixed results. A summary of the results follows:

¢ AIDS Healthcare Foundation’s rate for the Colorectal Cancer Screening measure improved
significantly from RY 2014 to RY 2015, resulting in the rate moving from below the MPL in
RY 2014 to above the MPL in RY 2015. The MPL for this measure is based on the national

commercial 25th percentile since there are no Medicaid benchmarks for this measure.

¢ TFamily Mosaic Project’s rates for both measures—Ouz-of-Home Placements and School
Attendance—remained stable from RY 2014 to RY 2015.

¢ SCAN Health Plan’s rate for the Breast Cancer Screening measure improved significantly from
RY 2014 to RY 2015 and remained above the HPL (which is based on the national Medicaid
90th percentile) for the third consecutive year.

HEDIS Improvement Plans

Function of Improvement Plans

MCPs are contractually required to perform at or above DHCS-established MPLs. DHCS assesses
each MCP’s rates against the MPLs and requires that MCPs with rates below these minimum
levels submit IPs, which include PDSA cycles, to DHCS. The purpose of an IP is to identify a set
of strategies intended to improve the individual MCP’s performance for the particular measure
that had a rate below the MPL.
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Improvement Plan Process

For each rate that falls below the MPL, the MCP must submit an IP with a detailed description of
the highest priority barriers; the steps the MCP will take to improve care and the measure’s rate;
and the specific, measurable target for the next PDSA cycle.

DHCS reviews each IP for design soundness and anticipated intervention effectiveness. To avoid
redundancy, if an MCP has an active QIP that addresses a measure with a rate below the MPL,
DHCS allows the MCP to combine its QIP and IP.

Throughout the reporting year, DHCS engaged in monitoring activities with MCPs to assess
whether MCPs were regularly (at least quarterly) assessing progress toward achieving desired IP
outcomes. For the 2014-15 MCP-specific evaluation reports, DHCS reviewed IPs for each MCP
with rates below the MPLs for RY 2014 (measurement year 2013). DHCS then reviewed the RY
2015 rates (measurement year 2014) to assess whether the MCP was successful in achieving the
MPLs or progressing toward the MPLs. Finally, DHCS assessed whether the MCP would need to

continue existing IPs and/or develop new IPs.

For MCPs with existing IPs and for those requiring new IPs, DHCS provided HSAG with a
summary of each IP that included the barriers the MCP experienced which led to the measure’s
rate being below the MPL, the interventions the MCP implemented to address the barriers, and
outcome information. Additionally, DHCS provided HSAG with PDSA cycle information as
applicable.

The IP process is one way DHCS and MCPs engaged in efforts to improve the quality of care for
Medi-Cal managed care beneficiaries, including targeting key quality improvement areas as
outlined in California’s Medi-Cal Managed Care Program Quality Strategy (i.e., immunization,
diabetes care, controlling hypertension, tobacco cessation, and postpartum care). MCPs used a
rapid-cycle approach (including the PDSA cycle process) to strengthen these key quality
improvement areas and structured quality improvement resources accordingly. As a result, DHCS
may not have required an MCP to submit IPs for all measures with rates below the MPLs. MCPs

continue to be contractually required to meet MPLs for all EAS measures.

HEDIS Improvement Plan Results

DHCS provided HSAG with summaries of each IP and PDSA cycle submitted to DHCS by
MCPs for rates below the MPLs in the previous reporting year. Each summary included the
barriers the MCP experienced which led to the measure’s rate being below the MPL, the
interventions the MCP implemented or tested to address the barriers, and outcome information.
Additionally, the summaries for the PDSA cycles indicated whether the MCP planned to adapt,

adopt, or abandon the tested intervention.
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In comparing RY 2014 and RY 2015 results, HSAG found that in the previous year (RY 2014),
most IPs and PDSA cycles for rates below the MPLs were not successful at bringing the rates to
above the MPLs. HSAG assessed the results of the IPs and PDSA cycles implemented by MCPs
during the review period for this report (RY 2015) and found that slightly more than half of the
IPs and PDSA cycles resulted in the rates moving from below the MPLs in RY 2014 to above the
MPLs in RY 2015. While the rates remained below the MPLs for almost half of the measures
included in IPs and PDSA cycles, MCPs appear to be making efforts to identify successtul
strategies to improve performance on all measures to meet or exceed DHCS’s minimum

performance requirements.

HEDIS Corrective Action Plans

DHCS requires a HEDIS CAP on any MCP demonstrating poor performance on multiple
measures over consecutive years. DHCS had one plan under a HEDIS CAP during this reporting
period. The MCP continued to implement its CAP to address its poor performance on many
measures across all counties. As part of the CAP, the MCP was required to implement QIPs, IPs,
and PDSA cycles. The MCP met its annual CAP improvement requirements; however,

opportunities for improvement remain.

Conclusions—Performance Measures

DHCS’s EAS includes measures that cut across all domains of care (i.e., quality, access, and
timeliness), which provides DHCS with the opportunity to assess and monitor the quality,
accessibility, and timeliness of care being delivered to MCMC beneficiaries. The DHCS-
established MPLs make DHCS’s performance expectations clear for MCPs and provide a
framework for prioritizing improvement efforts.

DHCS continued to support MCPs in their quality improvement efforts, including:

¢ Provided technical assistance in tandem with HSAG on the implementation of rapid-cycle
improvement strategies for measures with rates below the DHCS-established MPLs.

¢ Assisted MCPs in selecting performance measures for formal QIPs to help structure
improvement efforts to increase the likelihood of positive outcomes.

¢ Provided more intensive oversight and required more frequent reporting on progress and
outcomes for MCPs with multiple years of poor performance on several measures.

¢ Offered increased incentive for TPM and GMC model MCPs to perform well by rewarding
higher-performing MCPs with increased default membership through DHCS’s auto-
assignment program.
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Recommendations—Performance Measures

Based on the review of the 2015 HEDIS results, HSAG provides the following recommendations
to DHCS to support MCPs in their continued efforts to improve performance on measures:

+ Although DHCS issues CAPs to MCPs demonstrating poor performance on multiple
measures over consecutive years, HSAG recommends that rather than require MCPs to
address poor performance on all measures at once, that DHCS work with MCPs to prioritize
areas in need of improvement to increase the likelihood of positive outcomes.

+ Assess whether DHCS should add any measures to the list of priority areas in the Medi-Cal
Managed Care Program Quality Strategy moving forward. Following are measures HSAG
identified for DHCS’s consideration based on declining performance and the number of rates
below the DHCS-established MPLs, which are the national Medicaid 25th percentiles.

= Al-Canse Readmissions, including focusing on reducing readmissions for the SPD
population

*  Annnal Monitoring for Patients on Persistent Medications—ACE Inbibitors or ARBs and Dinretics
= Cervical Cancer Screening
*  Both Medication Management for People with Asthma measures

*  Prenatal and Postpartum Care— Timeliness of Prenatal Care

MCP-specific performance measures results, including HSAG’s recommendations, are included in
appendices A through Z.
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Quality Improvement Projects

Validating performance improvement projects (referred to by DHCS as “QIPs”) is one of the
three mandatory external quality review activities described at 42 CEFR §438.358(b)(1). This
requirement allows states, agents (not MCOs or PHIPs), or an EQRO to conduct the mandatory
activity.

In accordance with 42 CFR §438.240(d), DHCS contractually requires MCPs to have a quality
program that (1) includes ongoing QIPs designed to have a favorable effect on health outcomes
and beneficiary satisfaction and (2) focuses on clinical and/or nonclinical areas that involve the

following:

¢ Measuring performance using objective quality indicators

+ Implementing system interventions to achieve quality improvement
+ Evaluating effectiveness of the interventions

+ Planning and initiating activities for increasing and sustaining improvement

DHCS contracted with HSAG to conduct the functions associated with the validation of QIPs.

Conducting the Review

The purpose of a QIP is to achieve, through ongoing measurements and interventions, significant
improvement sustained over time in clinical and nonclinical areas. HSAG reviews each QIP using

the CMS validation protocol"’

to ensure that MCPs design, conduct, and report QIPs in a
methodologically sound manner and that MCPs meet all State and federal requirements. As a
result of this validation, DHCS and interested parties can have confidence in reported
improvements resulting from a QIP. In addition to HSAG’s validation of each QIP, DHCS
reviews each QIP to identify areas for technical assistance. DHCS uses the QIP information to

guide its discussions with MCPs and to monitor MCPs’ progress on quality improvement goals.

Full-scope MCPs must conduct a minimum of two QIPs. They must participate in the DHCS-led
statewide collaborative QIP and conduct an MCP-specific (internal) QIP or an MCP-led small
group collaborative QIP. MCPs holding multiple MCMC contracts or with a contract which
covers multiple counties/regions must conduct two QIPs for each county/region. Specialty MCPs

must conduct a minimum of two QIPs; however, because specialty MCPs serve unique populations

16 The CMS Protocols may be found at http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html. Accessed on: January 22, 2016.
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limited in size, DHCS does not require specialty MCPs to participate in the statewide collaborative
QIP. Rather, specialty MCPs are required to design and maintain two internal QIPs (IQIPs) with the
goal to improve health care quality, access, and/or timeliness for the specialty MCPs” MCMC

beneficiaries.

MCPs submit QIP topic proposals to DHCS for review and approval. DHCS reviews each QIP
topic to determine its relevance to the MCMC population; whether the topic addresses a key
performance gap; and whether the project has the ability to improve beneficiary health, functional
status, or satisfaction. Once DHCS approves the QIP topic, the MCP submits the QIP study
design to HSAG for validation.

MCPs perform data collection and analysis for baseline and remeasurement periods and report
results to DHCS and to HSAG for QIP validation at least annually. Once a QIP is complete, the
MCP must submit a new topic proposal to DHCS within 90 days to remain compliant with having
two QIPs underway at all times.

Objectives

The purpose of a QIP is to achieve, through ongoing measurements and interventions, statistically
significant improvement sustained over time in both clinical and nonclinical areas. For the projects
to achieve real improvement in health care and for interested parties to have confidence in the
reported results, the QIPs must be designed, conducted, and reported using sound methodology

and must be completed in a reasonable time frame.

HSAG evaluates two aspects of MCPs” QIPs: (1) the validity of each QIP’s study design,
implementation strategy, and study outcomes using CMS-prescribed protocols (QIP validation); and
(2) the efficacy of the interventions in achieving and sustaining improvement of MCPs” QIP
objectives (QIP results). HSAG’s methodology places emphasis on health care outcomes and
ensures that statistically significant improvement has been achieved before HSAG assesses for
sustained improvement. Placing emphasis on improving QIP outcomes increases the likelihood

that beneficiary health, functional status, and/or satisfaction will be positively affected.

HSAG organized, aggregated, and analyzed MCPs’ validated QIP data to draw conclusions about
each MCP’s performance in providing quality, accessible, and timely care and services to its
MCMC beneficiaries.

Methodology

HSAG reviewed and assessed MCP compliance with the following 10 CMS activities:
¢ Activity .~ Appropriate Study Topic
¢ Activity II.  Clearly Defined, Answerable Study Question(s)
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¢ Activity III.  Clearly Defined Study Indicator(s)

¢ Activity IV.  Correctly Identified Study Population

¢ Activity V. Valid Sampling Techniques (if sampling was used)
¢ Activity VI.  Accurate/Complete Data Collection

¢ Activity VII. Sufficient Data Analysis and Interpretation

¢ Activity VIII. Appropriate Improvement Strategies

¢ Activity IX. Real Improvement Achieved

¢ Activity X.  Sustained Improvement Achieved

Each required protocol activity consists of evaluation elements necessary to complete a valid QIP.
HSAG’s QIP Review Team scored the evaluation elements within each activity as Me#, Partially
Met, or Not Met. The scoring methodology also includes a Noz_Applicable (INA) designation for
situations in which the evaluation element does not apply to the QIP and a No# Assessed scoring
designation to be used when the QIP has not progressed to certain activities in the CMS protocol.
To ensure a sound and effective review, HSAG designates some elements as critical elements. All

critical elements must achieve a Me# score for the QIP to produce valid and reliable results.

Plan-Do-Study-Act Cycle Requirements

DHCS has historically required that QIPs achieve an overall Mez validation status, which
demonstrates compliance with CMS’s protocol for conducting QIPs."” Starting July 1, 2014,
DHCS required that each MCP with a QIP that did not achieve a Mes validation status on the
annual QIP submission provide DHCS with a PDSA cycle related to that QIP topic rather than
resubmitting the QIP for validation. The decision was made, in part, because DHCS is
transitioning to a new EQRO contract beginning July 1, 2015, and, in part, because of DHCS’s

focus on rapid-cycle improvement as a way to increase the likelihood of positive outcomes.

DHCS provided a PDSA Cycle Worksheet for MCPs to submit and HSAG, with input from
DHCS, developed a review process and feedback form. DHCS instructed MCPs to focus on a
small test of change for the PDSA cycle. The PDSA process allows for MCPs to implement rapid-
cycle strategies and determine quickly if the interventions are effective or not. Once an MCP
determines the interventions’ effectiveness, the MCP can adopt, adapt, or abandon the
interventions. MCPs required to implement a PDSA cycle could target the entire eligible
population in all counties, identify a subset population (in one or more counties), target providers,

or focus on a systemic problem.

17 Department of Health and Human Services, Centers for Medicare & Medicaid Services. EQR Protocol 7: Implementation
of Performance Inmprovement Projects: A Voluntary Protocol for External Quality Review (EQR), Version 2.0, September 2012.
Available at: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-

of-Care-External-Quality-Review.html. Accessed on: January 22, 2016.
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Quality Improvement Projects Results

HSAG first presents QIP validation findings related to the overall study design and structure to
support a valid and reliable QIP and then presents QIP outcomes achieved during the review
period of July 1, 2014, through June 30, 2015. HSAG also includes a summary of PDSA cycles for
QIPs that did not achieve a Me# validation status on the annual submissions. MCP-specific analysis
of QIP validation and outcomes, as well as PDSA cycles (where appropriate), can be found in the
MCP-specific evaluation reports in appendices A through Z.

Quality Improvement Project Validation Findings

During the review period of July 1, 2014, through June 30, 2015, HSAG validated 47 ACR
statewide collaborative QIP annual submissions and 75 IQIP annual submissions. While the
majority of MCPs with a QIP that did not achieve a Me# validation status were required to submit
a PDSA cycle related to their QIP topic, DHCS made some exceptions based on DHCS and MCP
priorities. For example, DHCS required some MCPs to resubmit their IQIPs until they achieved
an overall Mez validation status. As a result, HSAG validated 34 QIP resubmissions.

Table 6.1 summarizes the validation results for all ACR statewide collaborative QIP and IQIP

annual submissions and resubmissions across CMS protocol activities during the review period.

Table 6.1—Validation Results from July 1, 2014, through June 30, 2015*
(Number = 156 QIP Submissions from 25 MCPs)

QIP Study Activit Met Partially Met = Not Met
Stages y Elements Elements Elements
K Appropriate Study Topic 100% 0% 0%
I: CIearIY Defined, Answerable Study 94% 6% 0%
Question(s)
lll:  Clearly Defined Study Indicator(s) 97% 3% 0%
Design IV: Correctly Identified Study Population 100% 0% 0%
V: ::allli:'lej?mpling Techniques (if sampling 97% 2% 1%
VI: Accurate/Complete Data Collection 90% 5% 5%
Design Total 95% 3% 2%
‘ VII: Sufficient D'ata Analysis and 829% 11% 7%
Implementation Interpretation
VIII: Appropriate Improvement Strategies 74% 21% 5%
Implementation Total 80% 14% 6%
Outcomes IX: Real Improvement Achieved 42% 6% 52%
X: Sustained Improvement Achieved 100% 0% 0%
Outcomes Total** 43% 6% 52%

*The activity average rate represents the average percentage of applicable elements with a Met, Partially Met, or Not Met
finding across all the evaluation elements for a particular activity across all submissions for each QIP.
**The stage and/or activity totals may not equal 100 percent due to rounding.
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Design

The Design stage includes QIP validation findings for Activities I through VI. MCPs
demonstrated a strong application of the Design stage, meeting 95 percent of the requirements for
all applicable evaluation elements within this study stage. MCPs demonstrated an excellent
application of Activities I through V by selecting appropriate topics, clearly defining their study
questions and indicators, correctly identifying the study populations, and using valid sampling
techniques. As in previous years, the activity with the greatest opportunity for improvement was
Activity VI, with MCPs meeting 90 percent of the requirements for all applicable evaluation
elements for this activity. However, the deficiencies within this activity were related to one MCP
not providing a complete data collection plan and not including a description of a defined and

systematic process for collecting data.

Implementation

The Implementation stage includes QIP validation findings for Activities VII and VIII. MCPs
demonstrated a sufficient application of the Implementation stage, meeting 80 percent of the

requirements for all applicable evaluation elements within this study stage.

Activity VII assesses whether the MCP’s data analysis techniques comply with industry standards,
appropriate statistical tests are used, and accurate/reliable information is obtained. The average
percentage of applicable elements in Activity VII with a Me# score was 82 percent. The main

deficiencies within this activity were related to some MCPs not including the following:

¢ An interpretation of the findings
¢ TFactors that threatened the internal or external validity of the findings

¢ Factors that affected the ability to compare the baseline measurement period and the

Remeasurement period

Activity VIIT assesses whether the causal/bartier analysis is adequate to identify barriers to
improvement, the MCP has developed appropriate improvement strategies, and the timeline for
implementation of interventions is reasonable. For the initial QIP submissions, the average
percentage of the applicable elements in Activity VIII with a Mef score was 74 percent. The
lowered score for this activity was due to some MCPs not documenting the annual causal/bartier
analysis conducted, not prioritizing the barriers to improvement, and not evaluating the

interventions to determine if the improvement strategies were effective.

Outcomes

Activity IX assesses whether statistically significant improvement (i.e., real improvement) over
baseline is achieved, reflecting a positive effect on the beneficiaries’ care. Forty-five ACR QIPs
and 25 IQIPs progressed to the Outcomes stage during this reporting period. However, only six
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ACR QIPs and six IQIPs achieved statistically significant improvement over baseline for at least
one of the QIP study indicators. The validation results suggest that the interventions that many
MCPs are implementing are not resulting in positive outcomes. As mentioned previously, MCPs
are not evaluating each intervention or conducting new causal/battier analyses. Without a method
to evaluate the effectiveness of interventions, MCPs are limited in ability to revise, standardize, or
discontinue improvement strategies, which ultimately limits success in affecting change in

subsequent measurement periods.

Activity X assesses whether sustained improvement was achieved. Sustained improvement is
defined as statistically significant improvement in performance over baseline that is maintained or
increased for at least one subsequent measurement period. All three QIPs that progressed to this

Activity achieved sustained improvement.

Opverall, most QIPs were not successful at achieving the desired improved health outcomes for the

QIPs’ targeted beneficiaries.

Quality Improvement Project Outcomes Findings

HSAG organized, aggregated, and analyzed QIP outcome data to draw conclusions about MCPs’
performance in providing quality, accessible, and timely health care and services to MCMC

beneficiaries.

Statewide Collaborative Quality Improvement Projects

The ACK QIP falls into the quality and access domains of care. Of the 47 ACR QIPs validated
during the review period, 45 ACR QIPs progressed to the Outcomes stage and therefore could be
assessed for statistically significant improvement over baseline. Since Health Net Community
Solutions, Inc.—San Joaquin County and Health Plan of San Joaquin—Stanislaus County were
newly added to provide MCMC services as of January 1, 2013, their ACR QIP did not progress to

the point of being assessed for real improvement.

Despite the statewide collaborative effort, only six QIPs achieved statistically significant
improvement (represented by a decline in their readmissions rates) from baseline to
Remeasurement 1. Following is a summary of the interventions implemented by the six MCPs that

achieved statistically significant improvement for their ACR QIPs.

¢ Anthem Blue Cross Partnership Plan—The MCP implemented the Anthem Case Management
Stabilization Program in all nine counties during the Remeasurement 1 time period, and one of
the MCP’s counties (Kings County) achieved a statistically significant decline in its
readmissions rate. The Anthem Case Management Program assigned beneficiaries with risk of
30-day readmissions to either Geocare Case Management or Complex Care Management,

based on the level of need. Beneficiaries in Complex Care Management were contacted prior
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to or immediately following discharge for case managers to implement the Four Pillars of

Care:

»  Perform medication reconciliation/self-management education.

= Identify root cause of admission and conduct education.

= Identify the treating physician for beneficiary’s post-discharge follow-up care.
=  Develop beneficiary-centric medical documentation.

¢ CalOptima—The MCP implemented the Transitions of Care (TOC) program based on Eric
Coleman’s Care Transitions Intervention Program. Beneficiaries in the target population were
invited to participate in the no-cost program, which included a home visit, follow-up calls, and
referrals as needed. Beneficiaries who declined or were not eligible for participation in the
TOC program were sent a discharge kit that included a personal health record, medication list,

medication pillbox, and resources.

¢ Contra Costa Health Plan—The MCP’s nurses worked on-site at the hospitals with discharge
staff to ensure that all required services and follow-up care were arranged before beneficiaries
were discharged. The nurses also called beneficiaries post discharge to ensure that all care
needs were met. Additionally, the MCP implemented a new initiative to provide a family nurse
practitioner to be available to skilled nursing facilities when potential needs to prevent

readmissions were identified.

¢ Gold Coast Health Plan—The MCP staff called beneficiaries within 72 hours of discharge to
ensure the beneficiaries made and kept their post-discharge follow-up appointments. During
the call, the staff asked if the discharge instructions were understood and explained the
discharge instructions further, as needed. The beneficiaries were also asked if their
prescriptions were filled and taken appropriately. Lastly, the staff offered additional

educational materials.

¢ Kaiser SoCal—The MCP staff scheduled follow-up visits within seven days of discharge for
beneficiaries at high risk of readmissions. For high-risk beneficiaries residing within the San
Diego central quadrant area, the MCP staff scheduled an appointment with a bridge clinic
consisting of a hospitalist and a social worker. Additionally, for high-risk beneficiaries who
were home-bound, the MCP ordered expedited home health visits within 24 hours after

discharge, when needs are highest.

¢ L.A. Care Health Plan—The MCP launched the TOC program by hiring additional staff to
make phone calls and evaluate beneficiaries for risk stratification prior to beneficiaries’
discharges. High-risk beneficiaries received additional calls post discharge and were placed in
case management after 30 days if they remained at a high risk for readmissions. Beneficiaries at
moderate or low risk for readmissions were connected to internal L.A. Care resources and
community services. The TOC program also notified the PCPs that the beneficiaries had been
in the hospital and assisted the beneficiaries in getting timely appointments or specialty

referrals.

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 50
California Department of Health Care Services Health Services Advisory Group, Inc.




Internal Quality Improvement Projects

QUALITY IMPROVEMENT PROJECTS

Of the 75 IQIPs validated during the review period, 22 IQIPs progressed to the Outcomes stage

and therefore could be assessed for statistically significant improvement over baseline. Three IQIPs

achieved statistically significant improvement in the previous year and therefore could be assessed

for sustained improvement. Of the 22 IQIPs that could be assessed for statistically significant

improvement over baseline, only three achieved statistically significant improvement over the

baseline period for at least one of the QIP study indicators. All three QIPs assessed for sustained

improvement maintained or increased the statistically significant improvement achieved over

baseline during the current measurement period.

Table 6.2 displays the QIPs assessed for improvement during the review period by MCP, QIP name,

domains of care (i.e., quality, access, and timeliness) the QIP addresses, and whether the outcomes

demonstrated statistically significant improvement and/or sustained improvement. Please note that

in cases where sustained improvement was assessed the statistically significant improvement over

baseline was achieved in a previous measurement period.

Table 6.2—Internal Quality Improvement Projects Assessed for Project Outcomes from
July 1, 2014, through June 30, 2015

MCP Name

QIP Name

Domain
of

Statistically
Significant

Sustained
Improvement?

Improving Anti-Hypertensive

Care!

Improvement?

Alameda Alliance for Health Medication Fills Among Members with QA Yes Yes
Hypertension

CalViva Health—Fresno County Retinal Eye Exam QA No Not Assessed
CalViva Health—Kings County Retinal Eye Exam QA No Not Assessed
CalViva Health—Madera County Retinal Eye Exam QA No Not Assessed
Carelst Partner Plan Comprehensive Diabetic Care QA No Not Assessed
CenCal Health—San Luis Obispo Annqal Momtormglfor Patients on Q No Not Assessed
County Persistent Medications
CenCal Health—Santa Barbara Anm.m/ Momtor.'/ng.for Patients on Q No Not Assessed
County Persistent Medications
Central California Alliance for .
Health—Merced County Improving Asthma Health Outcomes QA Yes Not Assessed
Central California Alliance for
Health—Monterey/Santa Cruz Improving Asthma Health Outcomes QA No Not Assessed
counties
Community Health Group Increasing Postpartum Care Visits

T N Not A d
Partnership Plan within 6 Weeks of Delivery @ ° Ot Assesse
Gold Coast Health Plan Increase Rate of Annual Diabetic Eye QA No Not Assessed

Exam

Health Plan of San Joaquin—San lmpr.ovmg the Percentage of HbA1c QA No Not Assessed
Joaquin County Testing
Health Plan of San Mateo Increasing Timeliness of Prenatal Care QAT No Not Assessed
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Domain Statistically

MCP Name of Significant Sustained 3
1 , Improvement
Care Improvement
Kaiser NorCal Childhood Immunizations QAT No Not Assessed
Kaiser SoCal Chlldr.e.n s Access to Primary Care QA Yes Not Assessed
Practitioners
Kern Family Health Care Comprehensive Diabetic Quality QA No Not Assessed
Improvement Plan
L.A. Care Health Plan Improving HbA1c and Diabetic Retinal QA No Not Assessed

Exam Screening Rates

Molina Healthcare of California
Partner Plan, Inc.—Riverside/San Improving Hypertension Control QA No Not Assessed
Bernardino counties

Molina Healthcare of California

Partner Plan, Inc.—Sacramento Improving Hypertension Control QA No Not Assessed
County

Molina Healthcare of California

Partner Plan, Inc.—San Diego Improving Hypertension Control QA No Not Assessed
County

Partnership HealthPlan of Improving Access to Primary Care for A Ves Yes
California—Napa/Solano/Yolo Children and Adolescents

Partnership HealthPlan of Improving Access to Primary Care for A Yes Yes
California—Sonoma County Children and Adolescents

Par.tners.hlp Hea.lth Plan of Improving Timeliness of Prenatal and QAT No Not Assessed
California—Marin County Postpartum Care

Partnership HealthPlan of Childhood Immunization Status—

California—Mendocino County Combo 3 QA No Not Assessed
San Francisco Health Plan Improving the Patient Experience QA Yes Not Assessed

1HSAG's assignment of QIPs to the domains of care for quality (Q), access (A), and timeliness (T).

2 Statistically significant improvement is defined as improvement over the baseline (p value < 0.05).

3Sustained improvement is defined as statistically significant improvement in performance over baseline that is maintained or
increased for at least one subsequent measurement period.

Yes = (1) Statistically significant improvement over the baseline period was noted for at least one QIP study indicator, or (2)
sustained improvement was achieved for at least one study indicator.

No = (1) No indicators demonstrated statistically significant improvement over the baseline period, or (2) sustained
improvement was not achieved for any study indicators.

Not assessed = The QIP was not able to be assessed for sustained improvement because (1) the QIP had not yet achieved
statistically significant improvement over the baseline period for at least one QIP study indicator, or (2) the current
measurement period is the first measurement period wherein statistically significant improvement over the baseline period
was achieved.
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Following is a summary of the interventions implemented for the IQIPs that achieved positive

outcomes for at least one study indicator:

Asthma Health

*

Central California Alliance for Health—At Remeasurement 1, the Improving Asthma Health
Outcomes QIP achieved statistically significant improvement over baseline for the asthma
controller medication compliance rate study indicator in Merced County. The MCP
implemented multiple interventions to increase providers’ use of the Asthma Action Plan to

ensure that appropriate treatments are provided to beneficiaries living with asthma.

Children’s and Adolescents’ Health

*

Kaiser SoCal—At Remeasurement 2, the Children’s Access to Primary Care Practitioners QIP
achieved statistically significant improvement over baseline for the well-child visit rate study
indicator. During the Remeasurement 2 time period, the MCP implemented a monthly rounding
intervention wherein the State Programs project manager rounded with clinic staff, reviewed
monthly performance, observed processes, and provided verbal instructions with written
reference materials. The MCP concluded that the intervention was very successful in

standardizing outreach efforts, messaging, consistent documentation, and accountability.

Partnership HealthPlan of California—For Napa/Solano/Yolo counties, the Improving Access to
Primary Care for Children and Adolescents QIP achieved statistically significant improvement over
baseline for all four study indicators at Remeasurement 1 and achieved sustained improvement
at Remeasurement 2. For Sonoma County, the QIP achieved statistically significant
improvement at Remeasurement 1 for three study indicators, all of which achieved sustained
improvement at Remeasurement 2. The fourth indicator for Sonoma County achieved
statistically significant improvement over baseline at Remeasurement 2. During the
Remeasurement 2 time period, the MCP continued to implement the appointment reminder
intervention initiated in Remeasurement 1. Based on Remeasurement 1 recommendations, the
MCP modified the intervention to prevent duplication of calls to households with more than
one child. The MCP standardized this intervention and will monitor ongoing performance to

ensure sustainability.

Controlling High Blood Pressure

¢ Alameda Alliance for Health—For the Improving Anti-Hypertensive Medication Fills Among Members
with Hypertension QIP, the MCP reported an incorrect Remeasurement 1 rate for the anti-
hypertensive medication fill study indicator in the 2013—14 QIP submission due to applying a
past methodology. Once the rate was corrected, the rate for the study indicator achieved
statistically significant improvement at Remeasurement 1 and sustained improvement at
Remeasurement 2. However, the MCP did not provide an evaluation of individual interventions;
so HSAG was unable to determine which improvement strategies were successful at impacting
the study indicator.
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Patient Experience

¢ San Francisco Health Plan—At Remeasurement 1, the Improving the Patient Experience QIP
achieved statistically significant improvement over baseline for both study indicators, which
measured beneficiaries’ satisfaction with their overall health care and personal doctor. The
MCP continued the Rapid Dramatic Performance Improvement program, which assisted
clinics to track real-time data and ultimately decrease the appointment no-show rate. The MCP
also worked with the Institute for Healthcare Communication to lead three all-day training
sessions for providers on how to improve communication and patient-centeredness while
effectively using an electronic health record during the patient visit.

Plan-Do-Study-Act Cycle Findings

During the review period of July 1, 2014, through June 30, 2015, HSAG reviewed and provided
feedback and recommendations on 13 statewide collaborative AACKR PDSA cycle worksheets and
14 internal PDSA cycle worksheets for QIPs that did not achieve a Mez validation status during

the initial submission.

All-Cause Readmissions Plan-Do-Study-Act Cycle

Each of the following MCPs submitted a PDSA Cycle Worksheet for its ACR QIP:
¢ Alameda Alliance for Health—Alameda County

¢ Anthem Blue Cross Partnership Plan—Fresno County

¢ CalViva Health—Fresno, Kings, and Madera counties

¢ Carelst Partner Plan—San Diego County

¢ CenCal Health—San Luis Obispo and Santa Barbara counties
¢ Contra Costa Health Plan—Contra Costa County

¢ Gold Coast Health Plan—Ventura County

¢ Health Net Community Solutions, Inc.—Tulare County

¢ Health Plan of San Mateo—San Mateo County

¢ Inland Empire Health Plan—Riverside/San Bernardino counties
¢ Kern Family Health Care—Kern County

¢ L.A. Care Health Plan—ILos Angeles County

¢ Santa Clara Family Health Plan—Santa Clara County

As a result of the ACKR PDSA cycle:
¢ Three MCPs met or exceeded their goals.

¢ Seven MCPs did not meet their goals; however, of those MCPs, one MCP saw some
improvement.

¢ Three MCPs were unable to determine if their goals were met.
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All but one MCP summarized what was learned as a result of the PDSA cycle. Regarding whether

to adopt, adapt, or abandon the changes:

¢ Six MCPs indicated plans to adopt the changes.

¢  Four MCPs indicated plans to adapt the changes.

¢ Two MCPs indicated plans to both adopt and adapt the changes.

¢ One MCP indicated plans to abandon the change.

Some MCPs indicated plans to adopt changes without evidence that the test of change was
successful. HSAG advised these MCPs to adopt a change only after results of the PDSA cycle

demonstrate that the change was successful.

Internal Plan-Do-Study-Act Cycle

Table 6.3 includes MCPs that submitted PDSA Cycle Worksheets for their IQIPs and the counties

and name of each internal PDSA cycle.

Table 6.3—Medi-Cal Managed Care Quarterly Internal PDSA Cycle Submissions
April 1, 2015, through June 30, 2015

MCP Name and County

Name of Internal PDSA Cycle

Alameda Alliance for Health—Alameda

Anti-Hypertensive Medication Fills Among
Members with Hypertension

Anthem Blue Cross Partnership Plan—Rural Expansion
Region 1, Rural Expansion Region 2, and San Benito

Childhood Immunizations Combo 3

California Health and Wellness—Imperial

Postpartum

CalOptima—Orange

Improvement of Prenatal Visit Rates for Pregnant
Members

Carelst Partner Plan—San Diego

Comprehensive Diabetes Care

CenCal Health—San Luis Obispo

Annual Monitoring for Patients on Persistent
Medications

Gold Coast Health Plan—Ventura

Diabetic Eye Exam Member Incentive Project

Health Plan of San Joaquin—San Joaquin and Stanislaus

HbAlc Testing

Health Plan of San Mateo—San Mateo

Increase Timely Prenatal Care in Postpartum
Compliance

Inland Empire Health Plan—Riverside/San Bernardino

Diabetes

Kaiser—San Diego County

Well Visits for 3—6-year-old Medi-Cal Members

Kern Family Health Care—Kern

Diabetes Management

Molina Healthcare of California Partner Plan, Inc.—
Imperial, Riverside/San Bernardino, Sacramento, and
San Diego

Controlling Blood Pressure

Partnership HealthPlan of California—Shasta

Immunizations
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As a result of the internal PDSA cycle:

¢ FEight MCPs met or exceeded their goals. Note: For one MCP, the goal was met in two of the
three counties targeted.

¢ Four MCPs did not meet their goals; however, of those MCPs, one MCP saw some
improvement.

¢ TFor two MCPs, HSAG was unable to determine if the MCPs met their goals; however, one of
the two MCPs saw some improvement.

Regarding whether to adopt, adapt, or abandon the changes:

¢ Seven MCPs indicated plans to adopt the changes.

¢  Four MCPs indicated plans to adapt the changes.

¢ One MCP indicated plans to both adopt and adapt the change.
¢ One MCP indicated plans to abandon the change.

¢ One MCP is completing additional testing before deciding whether to adopt, adapt, or abandon
the change.

Conclusions—Quality Improvement Projects

QIP validation results showed that MCPs demonstrated a strong application of the Design stage,
meeting 95 percent of the requirements for all applicable evaluation elements within this study
stage. The majority of MCPs established an excellent understanding of activities I through IV,
with a few MCPs contributing to the lowered aggregated score for the study stage.

MCPs demonstrated a sufficient application of the Implementation stage, meeting 80 percent of
the requirements for all applicable evaluation elements within this study stage. The main
deficiencies for Activity VII related to some MCPs not providing interpretations of the findings,
factors that threatened the internal or external validity of findings, or factors that affected the
ability to compare the baseline measurement period to the Remeasurement period. The lowered
aggregated score for Activity VIII was due to some MCPs not documenting the annual
causal/barrier analysis conducted, not prioritizing the batriers to improvement, and not evaluating

the interventions to determine if improvement strategies were effective.

During the reporting period, 45 ACR QIPs and 22 IQIPs progressed to the Outcomes stage.
However, only six ACR QIPs and three IQIPs achieved statistically significant improvement over
baseline for at least one of the QIP study indicators. Three QIPs progressed to the point of being
assessed for sustained improvement, and all three achieved sustained improvement by maintaining
or increasing the statistically significant improvement over baseline achieved in the previous

measurement period.
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While most of the 13 .ACR PDSA cycles HSAG reviewed did not meet their goals, the majority of
the 14 IQIP PDSA cycles did achieve their goals. MCPs indicated adopting more than half of the
interventions tested through PDSA cycles for both ACR and IQIP topics. Overall, MCPs
provided adequate documentation regarding the PDSA cycles but still have the opportunity to
improve the level of detail provided for describing the PDSA cycle activities and reporting the

lessons learned.

Consistent with last year’s review, the validation results suggest that many interventions MCPs
implemented through the QIP process did not result in positive outcomes. Thus, DHCS made a
decision to transition to HSAG’s rapid-cycle PIP approach starting July 1, 2015. HSAG’s
redesigned PIP approach places greater emphasis on improving both health care outcomes and
processes through the integration of quality improvement science. As a result, all QIPs were
closed as of June 30, 2015; and MCPs will no longer submit QIPs to HSAG for validation.

Recommendations—Quality Improvement Projects

Based on review of the QIP validation and PDSA cycle results, HSAG provided MCP-specific
recommendations, which are included in appendices A through Z. Since DHCS made a decision
to transition the QIPs to the rapid-cycle PIP approach, HSAG has no recommendations to DHCS
related to QIPs.

MCP-specific performance measures results, including HSAG’s recommendations, are included in
Appendices A—Z.

Follow-up on Prior Year’s Recommendations

In the 2073—14 Medi-Cal Managed Care Technical Report, HSAG recommended that DHCS explore
with the EQRO a redesigned QIP process that supports MCPs in conducting QIPs using rapid-
cycle techniques and a validation process that facilitates greater technical assistance and feedback
to MCPs throughout the rapid-cycle QIP process. As part of the process for producing the 2074—
15 Medi-Cal Managed Care Technical Report, DHCS provided the following information on the

actions it took to address this recommendation:

+ Under the terms of a new EQR contract (which began July 2015), DHCS requires that the
EQRO incorporate rapid-cycle techniques and greater technical assistance to MCPs for QIPs,
now referred to as PIPs. Additionally, DHCS continues to incorporate rapid-cycle techniques
into other quality improvement work, including PDSA IPs. For HEDIS performance
measures wherein DHCS holds MCPs accountable to an MPL, for each area not already being
addressed through a PIP, DHCS requires that MCPs complete PDSA IPs for all measures that
fall below the MPL.
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Conducting the EQRO Review

Accurate and complete encounter data are critical to assessing quality, monitoring program
integrity, and making financial decisions for a managed care program. Therefore, DHCS requires
its contracted MCPs to submit high-quality encounter data. DHCS relies on the quality of these
MCP encounter data submissions to accurately and effectively monitor and improve MCMC’s
quality of care, establish appropriate performance metrics, generate accurate and reliable reports,
and obtain complete and accurate utilization information. The completeness and accuracy of these

data are essential to the success of DHCS’s overall management and oversight of MCMC.

Beginning in SFY 2012—13, DHCS contracted with HSAG to conduct an EDV study. During the
first contract year, the EDV study focused on an IS review and a comparative analysis between the
encounter data in the DHCS data warehouse and the data in MCPs’ data systems. For SFY 2013—
14, the goal of the EDV study was to examine the completeness and accuracy of the encounter
data submitted to DHCS by MCPs through a review of the medical records. For SFY 2014-15,
HSAG assisted DHCS in understanding operational and infrastructure changes implemented by
MCPs in support of DHCS’s transition to the new PACES.

The results and analyses for the SFY 2013-14 medical record review activities were not available
when the 2013-14 EQR technical and MCP-specific evaluation reports were produced. Therefore,
HSAG provides a summary of the SFY 2013-14 and SFY 2014-15 EDV studies in this report.

SFY 2013-14 Encounter Data Validation Study—Medical Record
Review

The Encounter Data 1V alidation Study Aggregate Report—July 1, 2013—June 30, 2074 includes the
detailed methodology, study results, and recommendations; and the individual July 1, 2013—June
30, 2014, MCP-specific EDV study reports include the detailed MCP-specific results and
recommendations.'® Below is a brief summaty of the methodology, study results, and
recommendations. Summaries of the MCP-specific results and recommendations from the SFY

2013-14 EDV study are found in the MCP-specific evaluation reports in appendices A through Z.

18 The Encounter Data 1V alidation Study Aggregate Report—|uly 1, 2013—June 30, 2014 can be accessed at:
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDQualPerfMsrRpts.aspx#. Accessed on: January 18, 2016.
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Methodology

Medical and clinical records are considered the “gold standard” for documenting access to and the
quality of health care services. For the SFY 2013—-14 EDV study, HSAG evaluated MCMC
encounter data completeness and accuracy via the review of medical records for physician services

rendered in calendar year 2012. The study answered the following question:

¢ Are the data elements Date of Service, Diagnosis Code, Procedure Code, Procedure Code Modifier, Rendering
Provider Name, and Billing Provider Name found on the professional encounters complete and

accurate when compared to information contained within the medical records?

HSAG conducted the following steps to answer the study question:

¢ Identified the eligible population and generated random samples from the data extracted from
the DHCS data warehouse.

¢ Procured medical records from providers.
¢ Reviewed medical records against the submitted encounter data.

¢ Calculated study indicators.

The following MCPs were included in the study:

¢ AIDS Healthcare Foundation

¢ Alameda Alliance for Health

¢ Anthem Blue Cross Partnership Plan

¢  CalOptima

¢ (CalViva Health

¢ Carelst Partner Plan

¢ CenCal Health

¢ Central California Alliance for Health
¢ Community Health Group Partnership Plan
¢ Contra Costa Health Plan

¢ Gold Coast Health Plan

¢ Health Net Community Solutions, Inc.
¢ Health Plan of San Joaquin

¢ Health Plan of San Mateo

¢ Inland Empire Health Plan

¢ Kaiser NorCal

¢ Kaiser SoCal
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Kern Family Health Care

L.A. Care Health Plan

Molina Healthcare of California Partner Plan, Inc.
Partnership HealthPlan of California

San Francisco Health Plan

Santa Clara Family Health Plan

SCAN Health Plan

SFY 2013-14 Encounter Data Validation Study Results

Encounter Data Completeness

HSAG identified the following related to encounter data completeness:

*

DHCS encounters were moderately supported by the documentation in beneficiaries’ medical
records. Statewide, 20.3 percent of the dates of service, 31.6 percent of diagnosis codes, 43.8
percent of procedure codes, 58.5 percent of procedure code modifiers, 25.0 percent of the
rendering provider names, and 35.0 percent of the billing provider names identified in the

electronic encounter data were not found in the corresponding medical records.

While DHCS encounters had supporting documentation in the medical records at a moderate
level, not all services documented in the medical records were submitted to DHCS (encounter
data omission). For instance, 9.2 percent of the dates of service, 34.6 percent of diagnosis codes,
22.5 percent of procedure codes, 46.0 percent of procedure code modifiers, 68.1 percent of the
rendering provider names, and 8.6 percent of the billing provider names identified in

beneficiaries’ medical records were not found in DHCS’s encounter data.

Omissions identified in the medical records (services located in the encounter data but not
supported in the medical record) and omissions in the encounter data (services located in the
medical record but not in the encounter data) illustrated discrepancies in the completeness of

DHCS’s encounter data. Data completeness at the MCP level varied considerably.

Encounter Data Accuracy

HSAG identified the following related to encounter data accuracy:

*

Among the data elements that were evaluated for accuracy, 83.6 percent of diagnosis codes, 77.6
percent of procedure codes, 99.5 percent of procedure code modifiers, 63.0 percent of the
rendering provider names, and 68.6 percent of the billing provider names identified in the

electronic encounter data were supported by medical record documentation.

Less than 5 percent of the dates of service present in both data sources accurately represented all
five data elements (i.e., Diagnosis Code, Procedure Code, Procedure Code Modifier, Rendering Provider

Name, and Billing Provider Name) when compared to beneficiaries’ medical records.

Medi-Cal Managed Care Technical Report: July 1, 2014—June 30, 2015 Page 60
California Department of Health Care Services Health Services Advisory Group, Inc.




ENCOUNTER DATA VALIDATION

SFY 2013-14 Encounter Data Validation Study Recommendations

Based on the study findings, HSAG recommended that DHCS:

¢ Review its processes and procedures to ensure that no system issues impact the acceptance of

encounter data submitted by MCPs.

¢ Work with MCPs to identify the reasons for data incompleteness and/or inaccuracy, and

develop strategies for encounter data quality improvement.

¢ Consider requiring MCPs to develop encounter-related education programs and subsequent

audits for providers.

SFY 2014-15 Encounter Data Validation Study—Assessing MCPs’
Operational and Infrastructure Changes in Support of DHCS’s
Transition to PACES

In SFY 2014-15, DHCS began transitioning its encounter data system, with the goal that most
MCPs would be actively submitting to PACES by early 2015. As a component of encounter data
validation, HSAG assisted DHCS in understanding operational and infrastructure changes
implemented by MCPs in support of the transition to the new PACES. Specifically, HSAG sought
to determine whether the changes applied by MCPs support the creation, processing, and
submission of complete, accurate, and timely encounter data to DHCS. HSAG assessed the
encounter data systems in place among MCPs operating under the TPM—both LI and CP, GMC
model, the COHS model, the Regional model, and select specialty plans. Table 7.1 shows MCPs
included in this study as well as each MCP’s PACES transition status as of March 5, 2015.

Table 7.1—MCPs Included in the SFY 2014-15 EDV Study

PACES Transition Status

G G (as of March 5, 2015)

AIDS Healthcare Foundation Testing*
Alameda Alliance for Health Testing
Anthem Blue Cross Partnership Plan Production**
California Health & Wellness Plan Production
CalOptima Production
CalViva Health Testing
Carelst Partner Plan Testing
CenCal Health Testing
Central California Alliance for Health Testing
Community Health Group Partnership Plan Testing
Contra Costa Health Plan Testing
Gold Coast Health Plan Production
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PACES Transition Status

P NEE (as of March 5, 2015)
Health Net Community Solutions, Inc. Testing
Health Plan of San Joaquin Testing
Health Plan of San Mateo Production
Inland Empire Health Plan Testing
KP Cal, LLC*** Production
Kern Family Health Care Testing
L.A. Care Health Plan Testing
Molina Healthcare of California Partner Plan, Inc. Production
Partnership HealthPlan of California Testing
San Francisco Health Plan Production
Santa Clara Family Health Plan Testing
SCAN Health Plan Testing

*  “Testing” means that the MCP was in process of completing all testing requirements and was
preparing to submit encounter data to DHCS using national standard transactions through PACES.

**  “Production” means that the MCP had received DHCS approval to submit encounter data to DHCS
using national standard transactions through PACES.

*¥** KP Cal, LLC, consists of two MCPs: Kaiser NorCal and Kaiser SoCal. These MCPs use the same data
system; therefore, they were treated as a single entity for the purposes of this study.

Methodology

HSAG conducted a desk review of MCPs’ IS and encounter data processing and submission.
HSAG obtained the HEDIS Roadmap completed by MCPs during their NCQA HEDIS
Compliance Audits. The Roadmap is an MCP-specific set of documents that traces the flow of
claims submissions from providers to MCPs and details MCP-specific regulations for claims
submission. In the Roadmaps, MCPs generally included information on the proportion of facility
(institutional) and provider claims submitted electronically, versus on paper, and the proportion of

claims submitted to MCPs as encounters.

In addition to using information from the Roadmap, HSAG prepared a supplemental
questionnaire that focused on how MCPs prepare data files for submission to the State in light of
new transmission standards and expectations. HSAG prepared two variations of the questionnaire
based on the status of MCPs’ transitions to submitting encounter data to PACES. HSAG
distributed the production version of the questionnaire to the eight MCPs submitting encounter
data to PACES as of March 5, 2015, and provided the transition questionnaire to the 16 remaining
MCPs. Each questionnaire contained three sections focusing on each of encounter data sources
and systems, the MCP’s transition to PACES, and the MCP’s awareness of the DHCS Quality
Measures for Encounter Data (QMED). Corresponding items in the production and transition

versions of the questionnaire were similarly worded to allow for comparison across all MCPs.
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HSAG distributed the supplemental questionnaire to MCPs in March 2015, with follow-up
questions based on MCPs’ questionnaire responses distributed in April 2015.

Study Limitations

¢ Information gathered from MCPs” HEDIS Roadmap submissions was self-reported by MCPs;
HSAG did not validate the responses for accuracy. As a result of the timing of the study,

finalized (i.e., audited) Roadmap submissions were not available for HSAG’s review.

¢ Information gleaned from MCPs’ supplemental questionnaire responses was self-reported by
MCPs; HSAG did not validate the responses for accuracy.

SFY 2014-15 Encounter Data Validation Study Conclusions

Although each MCP has a defined encounter data system/data warehouse and processes for
receiving inbound claims/encounters and submitting encounter data to DHCS, Roadmap and
questionnaire responses revealed a wide range of third parties responsible for steps in the claims
processing pathway. This study provided descriptive information about MCP vendors, and DHCS
should review the types of vendor information that MCPs are required to review under their
contracts with DHCS. DHCS should consider a special study in the future to compile information

on the roles and responsibilities of MCP vendors and on MCPs’ oversight of their vendors.

DHCS requires MCPs to implement policies and procedures that define MCPs’ internal processes
for encounter data submission to DHCS and that help MCPs build a robust, transferable
knowledge base about their encounter data systems. Very few MCPs submitted such
documentation; however, other MCPs indicated that such policies and procedures are undergoing
updates to reflect new processes for PACES and QMED; therefore, follow-up activities with
MCPs are needed to ensure that updates are completed. It is unclear from MCP responses
whether the lack of supporting documentation provided with the questionnaires reflects an MCP’s
incomplete processing of the questionnaire or the general unavailability of such documents. Both
outcomes highlight a lack of systematic documentation (e.g., policies and procedures, monitoring
mechanisms) and likely contribute to inconsistency in the processing and quality of encounter

data.

The transition to PACES has addressed some concerns HSAG identified in prior EDV studies
regarding areas of inconsistency in the encounter data processes among California’s Medi-Cal
MCPs. DHCS has addressed the recommendations from the SFY 2012—13 Encounter Data
Validation study regarding moving to standardized data formats and requiring MCPs to notify
DHCS of system changes. However, MCPs approached the PACES transition process in different
ways, and some MCPs had a more difficult transition process based on the data systems and
procedures available at the beginning of the transition. One MCP noted that it used the transition
to PACES as an opportunity to overhaul its data system, and another noted that its choice to
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bridge a legacy system with a new ANSI X12-compliant system has resulted in difficulties passing
PACES testing requirements.

SFY 2014-15 Encounter Data Validation Study Recommendations

The following is a brief summary of HSAG’s recommendations to DHCS to strengthen encounter

data quality:

¢+ DHCS should incorporate a re-review of all encounter data policies and procedures as part of
ongoing encounter data quality reviews or annual operational reviews. HSAG suggests that
DHCS consider conducting reviews on-site at MCPs to observe the degree to which
documented policies and procedures are implemented within the organizations and

understood by staff.

¢+ DHCS should monitor encounter data submissions to determine if adjusted encounters are
processed in a way that meets DHCS’s expectations. Once this area is fully implemented under
PACES, DHCS should consider providing additional technical assistance to MCPs regarding

retrospectively adjusted claims/encounters.
¢+ DHCS should provide technical assistance to MCPs regarding the processing of provider data.

¢+ DHCS should work with MCPs to better document the expected process for communicating
membership changes and to ensure that the most up-to-date and accurate beneficiary files are

supplied for use by vendors.

¢ For MCPs that indicated using internally developed codes, work with those MCPs to
determine whether claims associated with these internal codes are submitted to DHCS. If not,
DHCS should determine whether this represents an area of potential misalignment between

MCPs’ internal encounter data and the encounter data supplied to DHCS.

¢+ DHCS should leverage MCPs’ awareness and advanced planning regarding QMED standards
to share best practices and reporting techniques among MCPs while communicating with

MCPs using methods proven successful during the transition to PACES.
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8. OVERALL FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS

RELATED TO DOMAINS OF CARE

CMS chose the domains of quality, access, and timeliness as keys to evaluating the performance of

Medicaid MCPs. For each domain of care, HSAG provides overall findings, conclusions, and

recommendations regarding MCPs’ aggregate performance during the review period.

For this report, to assess MCMC’s performance related to the quality, access, and timeliness

domains of care, HSAG used the results from compliance review standards related to

measurement and improvement, the MCMC performance measure weighted average rates, and

QIP outcome results for QIPs falling into each domain of care.

MCMC’s compliance monitoring review findings during the review period revealed that, similar to

prior years, while MCPs had challenges meeting all requirements assessed by DHCS, MCPs

generally had appropriate resources and written policies and procedures to support their quality

improvement programs. Findings cut across all domains of care; and in instances where DHCS

provided follow-up information to HSAG for review, the documentation showed that all MCPs

resolved the compliance review findings to DHCS’s satisfaction.

All MCPs were able to report valid HEDIS 2015 performance measure rates. Table 8.1 provides

notable aggregated weighted performance measure results with the applicable domains of care

identified.

Table 8.1—Notable Aggregate Performance Measure Results Including Assigned Domains of Care

Domain Notable Results for Medi-Cal Managed Care
Measure! of Care? Weighted Average Performance
All-Cause Readmissions—Statewide QA Statistically significant decline in performance from RY
Collaborative QIP Measure ’ 2014 to RY 2015.
Annual Monitoring for Patients on Statistically significant improvement from RY 2014 to
Persistent Medications—ACE Inhibitors or Q RY 2015.
ARBs Rate moved from below the MPL in RY 2014 to above
the MPL in RY 2015.
Annual Monitoring for Patients on Q Statistically significant improvement from RY 2014 to
Persistent Medications—Diuretics RY 2015.
. . Statistically significant decline in performance from RY
Cervical Cancer Screening Q,A 2014 to RY 2015.
Children and Adolescents' Access to igaltzilsz)cil\l(yzs(i)glr;ificant decline in performance from RY
Primary Care Practitioners—12 to 24 A . ) .
Rate remained below the MPL for the third
Months .
consecutive year.
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Domain

Notable Results for Medi-Cal Managed Care
Measure?! of Care? Weighted Average Performance
. , Statistically significant decline in performance from RY
e tsto | 4| 0MToRI203
y Rate remained below the MPL for the third
6 Years .
consecutive year.
Statistically significant improvement from RY 2014 to
Children and Adolescents' Access to A RY 2015.
Primary Care Practitioners—7 to 11 Years However, the rate remained below the MPL for the
fourth consecutive year.
Statistically significant improvement from RY 2014 to
Children and Adolescents' Access to A RY 2015.
Primary Care Practitioners—12 to 19 Years However, the rate remained below the MPL for the
fourth consecutive year.
Comprehensive Diabetes Care—Eye Exam QA Statistically significant improvement from RY 2014 to
(Retinal) Performed ! RY 2015.
Comprehensive Diabetes Care—HbA1c Statistically significant improvement from RY 2014 to
. QA
Testing RY 2015.
Comprehensive Diabetes Care—HbA1c Q Statistically significant improvement from RY 2014 to
Poor Control (>9.0 Percent) RY 2015.
Controlling High Blood Pressure Q Statistically significant improvement from RY 2014 to
RY 2015.
Medication M t for People with
Asih::;,—()lr\'/led(;cr':t?sr:nggmfo/:anec(c)ep;);w Q Statistically significant decline in performance from RY
p ° 2014 to RY 2015.
Total
Medication M t for People with
Asih:;z,—Olr\'/led(:cn:t?::qggmfolfanizp;;w Q Statistically significant decline in performance from RY
p ° 2014 to RY 2015.
Total
prenatal and Postpartum Care— Rate moved from below the MPL in RY 2014 to above
P QAT the MPL in RY 2015; however, the change was not
Postpartum Care . L
statistically significant.
. . . Statistically significant decline in performance from RY
Use of Imaging Studies for Low Back Pain Q 2014 to RY 2015,
Weight Assessment and Counseling for
Nutrition and Physical Activity for Q Statistically significant improvement from RY 2014 to
Children/Adolescents—BMI Assessment: RY 2015.
Total
Weight Assessment and Counseling for
Nutrition and Physical Activity for Q Statistically significant improvement from RY 2014 to
Children/Adolescents—Physical Activity RY 2015.
Counseling: Total

1 DHCS-selected HEDIS performance measures developed by the National Committee for Quality Assurance (NCQA), with the
exception of the All-Cause Readmissions measure, which was originally developed by DHCS for the statewide collaborative QIP.
2HSAG's assignment of performance measures to the domains of care for quality (Q), access (A), and timeliness (T).
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The MCMC performance measure weighted average rate findings and QIP outcome results for

each domain of care are categorized below.

Quality

Overall, MCMC’s performance related to required quality measures was average, with all MCMC
quality-related weighted averages being above the MPLs and below the HPLs. The performance
comparison results show that, of the 23 quality measures, the MCMC weighted averages for eight
measures achieved significant improvement from RY 2014 to RY 2015. Conversely, the MCMC
weighted averages for five of the 23 quality measures were significantly worse in RY 2015 when
compared to RY 2014.

The SPD RY 2014 rates for the Awnnual Monitoring for Patients on Persistent Medications—ACE
Inhibitors or ARBs and Diuretics measures, which fall into the quality domain of care, were
significantly better than the non-SPD rates. This result is consistent with RY 2013. The better
rates for these measures may be attributed to SPD beneficiaries having more health care needs,
resulting in them being seen more regularly by providers and leading to better monitoring of care.
For the third consecutive year, the SPD rates for the A/-Caunse Readmissions measure, which falls
into the quality domain of care, were significantly higher when compared to the non-SPD rates.
This is expected based on the greater and often more complicated health care needs of these
beneficiaries; however, for MCPs with higher readmission rates for the SPD population, HSAG
recommends assessing the factors leading to the higher readmissions rates to ensure that MCPs

are meeting the needs of the SPD population.
The following are results for QIPs falling into the quality domain of care.

+ Forty-five of the ACR QIPs progressed to the Outcomes stage, and six QIPs achieved
statistically significant improvement over baseline at Remeasurement 1.

+ Twenty-three IQIPs progressed to the Outcomes stage.

= Twenty-two IQIPs were assessed for statistically significant improvement, and only three
achieved statistically significant improvement over baseline.

= The one IQIP assessed for sustained improvement maintained or increased the statistically
significant improvement over baseline achieved in the previous measurement period for at
least one study indicator.

As has been true in previous years, once a QIP achieves statistically significant improvement,
MCPs are often able to maintain or improve upon the positive outcomes. While the QIPs
demonstrated some positive outcomes related to the quality of care being delivered to MCMC
beneficiaries, MCPs continued to show many opportunities for improvement related to their

approaches to ensuring the delivery of quality care to beneficiaries.
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Access

As in previous years, no weighted averages exceeded the DHCS-established HPLs for measures
falling into the access domain of care. In RY 2015, four access measures (one fewer than in RY
2014) had weighted averages below the MPLs. The performance comparison results show that, of
the 14 access measures, the MCMC weighted averages for four measures achieved significant
improvement from RY 2014 to RY 2015, while four measures had weighted averages significantly
worse in RY 2015 when compared to RY 2014.

The A/-Cause Readprissions measure falls into the access domain of care. As noted above, for the
third consecutive year the SPD population had a significantly higher rate of readmissions than the
non-SPD population, which is expected based on the greater and often more complicated health
care needs of these beneficiaries. For most of the Children and Adolescents’ Access to Primary Care
Practitioners measures, which fall into the access domain of care, where a comparison between the
SPD and non-SPD rates could be calculated there was no statistically significant difference
between the SPD and non-SPD rates. For several MCP counties, SPD rates were significantly
lower than the non-SPD rates. The lower SPD rates for these measures may be attributed to
children and adolescents in the SPD population relying on specialist providers as their care

sources, based on complicated health care needs, rather than accessing care from PCPs.
The following are results for QIPs falling into the access domain of care.

+ Forty-five ACR QIPs progressed to the Outcomes stage, and six of those QIPs achieved
statistically significant improvement over baseline at Remeasurement 1.

¢ Twenty-two IQIPs progressed to the Outcomes stage.

= Nineteen IQIPs were assessed for statistically significant improvement, and only three
achieved statistically significant improvement over baseline.

= Two IQIPs were assessed for sustained improvement, and both maintained or increased the
statistically significant improvement over baseline achieved in the previous measurement
period for at least one study indicator.

As indicated above, once a QIP achieves statistically significant improvement, MCPs are often
able to maintain or improve upon the positive outcomes. While the QIPs demonstrated some
positive outcomes related to the quality of care being delivered to MCMC beneficiaries, MCPs
continued to show many opportunities for improvement related to their approaches to ensuring

beneficiary access to care.
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Timeliness

MCMC’s performance related to required timeliness measures was average, with all five MCMC
timeliness-related measures’ weighted averages being above the MPLs and below the HPLs. All
five measures demonstrated neither statistically significant improvement nor statistically significant
decline from RY 2014 to RY 2015.

Four IQIPs that progressed to the Outcomes stage fell into the timeliness domain of care. All four
IQIPs were assessed for statistically significant improvement, but no IQIPs achieved statistically
significant improvement over baseline. MCPs continued to show many opportunities for

improvement related to approaches to ensuring timely care for beneficiaries.

Conclusions—All Assessed Areas

Overall, MCMC and its contracted MCPs implemented initiatives that resulted in the provision of

quality, accessible, and timely health care services to MCMC beneficiaries.

Taking into account MCMC’s compliance monitoring review findings, while MCPs had findings in
multiple areas, they were partially compliant with most standards. MCPs generally had appropriate
resources and written policies and procedures in place to support quality improvement programs,
and all MCPs resolved to DHCS’s satisfaction compliance review findings reported on in the

previous review period.

Most MCMC weighted averages for RY 2015 remained between the MPLs and HPLs, with four
measures having rates below the DHCS-established MPLs. The weighted averages for ten
measures improved significantly from RY 2014 to RY 2015, and seven measures had weighted
averages significantly worse in RY 2015 when compared to RY 2014.

The SPD population, for the third consecutive year, had a significantly higher rate of hospital
readmissions than did the non-SPD population. While a higher rate of hospital readmissions is
expected for the SPD population, MCPs with significantly higher SPD readmissions rates have the
opportunity to assess the factors leading to the higher readmissions to ensure that they are

meeting the needs of the SPD population.

During the review period, HSAG assessed QIPs in all three domains of care for outcomes. As in
previous years, results showed that, generally, once a QIP achieves statistically significant
improvement MCPs are able to maintain or improve upon the positive outcomes. While the QIPs
demonstrated some positive outcomes related to the health care services provided to beneficiaries,
the QIP validation results suggest that many interventions MCPs implemented through the QIP

process did not result in positive outcomes. Thus, DHCS made a decision to transition to HSAG’s
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rapid-cycle PIP approach starting July 1, 2015. As a result, all QIPs were closed as of June 30,
2015; and MCPs will no longer submit QIPs to HSAG for validation.

Recommendations—All Assessed Areas

Based on overall assessment of MCMC in the areas of quality and timeliness of and access to care,
HSAG included recommendations, as applicable, for each assessed activity in the activity-specific

sections of this report. HSAG provided MCP-specific recommendations within the MCP-specific

evaluation reports in appendices A through Z. The following summarizes HSAG’s

recommendations for DHCS:

+ Establish a specific time frame for DHCS to produce and deliver all compliance review reports
to ensure that MCPs are able to take action to resolve all findings as soon as possible to be

fully compliant with federal and State requirements.

+ Continue issuing CAPs to MCPs demonstrating poor performance on multiple measures over
consecutive years. Rather than require MCPs to address poor performance on all measures at
once, work with MCPs to prioritize areas in need of improvement to increase the likelihood of

positive outcomes.

+ Assess whether DHCS should add any measures to the list of priority areas in the Medi-Cal
Managed Care Program Quality Strategy moving forward. Following are measures HSAG

recommends for DHCS’s consideration:

»  Al-Canse Readmissions, including focusing on reducing readmissions for the SPD
population

*  Annnal Monitoring for Patients on Persistent Medications—ACE Inbibitors or ARBs and Dinretics
= Cervical Cancer Screening

*  Both Medication Management for People with Asthma measures

®  Prenatal and Postpartum Care— Timeliness of Prenatal Care

+ To support accurate and complete encounter data from MCPs, review the Encounter Data
Validation Study Aggregate Report—]July 1, 2013—June 30, 2014 and Encounter Data 1V alidation Study
Aggregate Report—July 1, 2014—June 30, 2015; and identify strategies to address recommendations

not already addressed by DHCS to ensure accuracy and completeness of encounter data.

In the next annual review, HSAG will evaluate continued successes of DHCS and MCPs, as well

as how DHCS and MCPs progressed with previous recommendations.

DHCS’s documentation of actions taken in response to the 2013—14 external quality review

recommendations is included in Table 8.2.
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Table 8.2—DHCS’s Self-reported Follow-up on External Quality Review Recommendations from
the July 1, 2013—-June 30, 2014, External Quality Review Technical Report

2013-14 External Quality Review

Self-reported Actions Taken by DHCS during the Period
July 1, 2014—-June 30, 2015,

Recommendation

1. MCQMD should report outcomes
achieved through strategies outlined
in the 2014 Medi-Cal Managed Care
Program Quality Strategy Report,
and indicate whether strategies will
be expanded, modified, or
eliminated to achieve improvement
in key focus areas.

that Address the External Quality Review Recommendation

DHCS submitted its 2015 Medi-Cal Managed Care Quality Strategy
Report Annual Assessment to CMS on November 5, 2015. This report
is available online at:
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDQualPe
rfMsrRpts.aspx. The report outlines in detail outcomes achieved

through strategies from the 2014 Medi-Cal Managed Care Program
Quality Strategy Report Annual Assessment. In evaluating the
performance of MCPs, the report updates progress toward
measurable objectives for key indicators, assesses past interventions
to improve performance, includes future interventions, describes
changes in service delivery and contractual standards, and outlines
enhancements in DHCS oversight and monitoring of Medi-Cal
Managed Care.

2. Ensure a comprehensive audit is
conducted at least once within a
three-year period with all MCPs.

DHCS is in compliance with 42 CFR §438.358 for its full-scope health
plans as it has conducted a comprehensive review of each of its full-
scope plans within the required three-year period. Additionally,
California Welfare and Institutions Code § 14456, which became law
in January 2015, mandates annual audits for full-scope MCPs. In
response to this new State regulation, DHCS audited approximately
half of the MCPs by June 2015 and scheduled comprehensive audits
for the balance of all full-scope MCPs to be completed before August
2016. DHCS will conduct a comprehensive audit of each full-scope
MCP at least every other year and will conduct focused review in off
years.

3. MCQMD should explore with the
EQRO a redesigned QIP process that
supports MCPs in conducting QIPs
using rapid-cycle techniques and a
validation process that facilitates
greater technical assistance to MCPs
and feedback throughout the rapid-
cycle QIP process.

Under the terms of a new EQR contract (which began July 2015),
DHCS requires that the EQRO incorporate rapid-cycle techniques and
greater technical assistance to MCPs for QIPs, which are now
referred to as PIPs. Additionally, DHCS continues to incorporate
rapid-cycle techniques into other quality improvement work,
including PDSA IPs. For HEDIS performance measures where DHCS
holds MCPs accountable to a MPL, DHCS requires MCPs to complete
PDSA |IPs for all measures that fall below the MPL, if the area is not
already being addressed through a PIP.

MCPs’ documentation of actions taken that address the 2013—14 external quality review

recommendations are included in their MCP-specific evaluation reports (see appendices A through

7).
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Appendix A: Performance Evaluation Report — AIDS Healthcare Foundation
July 1, 2014 - June 30, 2015

7 INTRODUCTION

Health Services Advisory Group, Inc. (HSAG), external quality review organization (EQRO), was
contracted by the California Department of Health Care Services (DHCS) to prepare the federally
required Medi-Cal Managed Care Technical Report, July 1, 2014—June 30, 2015. The technical report
provides an overview of the objectives and methodology for conducting the external quality
review. Additionally, the technical report provides detailed information about each activity,

including DHCS’s requirements related to each activity.

This appendix is specific to DHCS’s contracted Medi-Cal managed care health plan (MCP), AIDS
Healthcare Foundation (“AHEF” or “the MCP”), for the review period July 1, 2014, through June

30, 2015. Actions taken by the MCP subsequent to June 30, 2015, regarding findings identified in
this report will be included in the next annual MCP-specific evaluation report. This MCP-specific
evaluation report references activities and methodologies that are described in greater detail in the

main section of this technical report.

Managed Care Health Plan Overview

AHF is a Medi-Cal managed care specialty plan operating in Los Angeles County, providing
services primarily to beneficiaries living with human immunodeficiency virus (HIV) or acquired
immunodeficiency syndrome (AIDS). Due to AHF’s unique membership, some of the MCP’s
contract requirements have been modified from Medi-Cal Managed Care’s (MCMC’s) full-scope
MCP contracts. AHF became operational in Los Angeles County to provide MCMC services in
April 1995. As of June 30, 2015, AHF had 852 MCMC beneficiaries (referred to as “beneficiaries”

in this report).’

Y Medi-Cal Managed Care Enrollment Report—]June 2015. Available at:
http://www.dhcs.ca.gov/dataandstats/reports/Pages/MMCDMonthlyEnrollment.aspx. Accessed on: January 9, 2016.
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2. MANAGED CARE HEALTH PLAN COMPLIANCE
for AIDS Healthcare Foundation

Compliance Reviews

DHCS conducted no audits or surveys for AHF during the review period for this report. HSAG
provided information regarding the June 2010 DHCS Member Rights & Program Integrity Unit
review in AHF’s 2011-12 and 2012-13 MCP-specific reports. HSAG provided in AHF’s 2013-14
MCP-specific evaluation report a summary of AHE’s follow-up on HSAG’s recommendation
regarding the MCP ensuring that grievance resolution letters are sent within the required time

frame.

AHF will be added to the State Fiscal Year (SFY) 2016—17 annual audit schedule.
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3. PERFORMANCE MEASURES
for AIDS Healthcare Foundation

Performance Measure Validation—Findings

For reporting year (RY) 2015, AHF was required to report two HEDIS? measures—Controlling High

Blood Pressure and Colorectal Cancer Screening.

The HEDIS 2015 Compliance Audit Final Report of Findings for AIDS Healthcare Foundation contains the
detailed findings and recommendations from HSAG’s NCQA HEDIS Compliance Audit.” HSAG
auditors determined that AHF followed the appropriate specifications to produce valid rates. The
auditor identified one area of concern; however, the issue had no impact on measure reporting.
Specifically, AHF had no formal process for monitoring data entry; therefore, the auditor
recommended that the MCP formally document its data validation process.

Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. (See Table 3.1
for AHF’s performance measure results for RYs 2012 through 2015.) The RY is the year in which
the MCP reported the rates. The RY rates reflect measurement year (MY) data from the previous

calendar year.

2 Healthcare Effectiveness Data and Information Set (HEDIS®) is a registered trademark of the National Committee for
Quality Assurance (NCQA).
3 NCQA HEDIS Compliance Audit™ is a trademark of NCQA.
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Table 3.1—Multi-Year Performance Measure Results
AHF—Los Angeles County

" Domain of 23% RYs 2014-15
1 3 4 5
Performance Measure Care? RY 2012° RY 2013* | RY 2014 20156 Seie Blerenea?

Controlling High Blood

ontrofing High Zloo QA 68.2% | 6220% | 61.07% | 61.16% o
Pressure

Colorectal Cancer QA 64.2% | 63.07% | 52.08% | 73.39% 1
Screening

1DHCS-selected HEDIS performance measures developed by the National Committee for Quality Assurance (NCQA).
2HSAG’s assignment of performance measures to the domains of care for quality (Q), access (A), and timeliness (T).

3 RY 2012 rates reflect MY data from January 1, 2011, through December 31, 2011. Rates in RY 2012 were reported to one decimal
place. To be consistent with NCQA, rates starting in RY 2013 are reported to two decimal places.

4RY 2013 rates reflect MY data from January 1, 2012, through December 31, 2012.
5RY 2014 rates reflect MY data from January 1, 2013, through December 31, 2013.
6RY 2015 rates reflect MY data from January 1, 2014, through December 31, 2014.
7 Performance comparisons are based on the Chi-square test of statistical significance with a p value of <0.05.

*|f the rate is bolded, it was below the minimum performance level (MPL) for that year, which is based on the national Medicaid 25th
percentile; and if the rate is shaded, it was above the high performance level (HPL) for that year, which is based on the 90th
percentile for that year.

** |If the rate is bolded, it was below the MPL for that year, which is based on the national commercial 25th percentile; and if the rate
is shaded, it was above the HPL for that year, which is based on the national commercial 90th percentile. Commercial benchmarks
are used because there are no Medicaid benchmarks for this measure.

T = Statistically significant improvement.
J = Statistically significant decline.

= No statistically significant change.

Performance Measure Findings

The rate for the Controlling High Blood Pressure measure showed no statistically significant change
from RY 2014 to RY 2015. The rate improved significantly from RY 2014 to RY 2015 for the
Colorectal Cancer Screening measure, resulting in the rate moving from below the minimum
performance level (MPL) in RY 2014 to above the MPL in RY 2015.

Assessment of Improvement Plans

AHF was required to submit a Plan-Do-Study-Act (PDSA) cycle for the Colorectal Cancer Screening
measure. At a medical directors meeting, the MCP conducted a presentation of colonoscopy rates
stratified by provider and benchmarked against the MPL. AHF determined that the intervention
was successful at improving provider compliance with ordering one of the required tests. The

MCP planned to adopt the intervention and disseminate the provider profiles at least annually.

AHF’s improvement efforts were successful in bringing the rate for the measure to above the
MPL in RY 2015; the MCP will therefore not be required to continue testing PDSA cycles related

to the Colorectal Cancer Screening measure.
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PERFORMANCE MEASURES

Strengths

AHTF followed the appropriate specifications to produce valid performance measure rates. The
MCP’s improvement efforts were successful at bringing the rate for the Colorectal Cancer Screening
measure to above the MPL in RY 2015.

Opportunities for Improvement

AHTF has the opportunity to formally document the MCP’s data validation process based on the
HSAG auditor’s assessment of the MCP’s data entry monitoring process.
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4. QUALITY IMPROVEMENT PROJECTS
for AIDS Healthcare Foundation

Quality Improvement Project Objectives

Specialty MCPs must be engaged in two quality improvement projects (QIPs) at all times;
however, because specialty MCPs serve unique populations limited in size, DHCS does not require
them to participate in the statewide collaborative QIP. Instead, specialty MCPs are required to
design and maintain two internal QIPs with the goal of improving health care quality, access,
and/or timeliness for the specialty MCP’s beneficiaries. AHF had two internal QIPs in progress
during the review period of July 1, 2014, through June 30, 2015.

Table 4.1 below lists AHF’s QIPs and the QIP conducted; whether the QIP was clinical or

nonclinical; and the domains of care (i.e., quality, access, and timeliness) the QIP addressed.

Table 4.1—Quality Improvement Projects for AHF
July 1, 2014, through June 30, 2015

QIP Clinical/Nonclinical Domains of Care ‘
Incrt-.jasmg CD4 and Viral Load Clinical Q, A
Testing
Reducmg .Av01dable Emergency Clinical Q, A
Room Visits

The Increasing CD4 and Viral Load Testing QIPs focused on increasing CD4 and viral load testing
for beneficiaries with HIV. The clinical practice guidelines require two tests per year for medically
stable patients and three tests per year for medically unstable patients. The number of CD4 T
lymphocytes gives a quantitative description of the immune system’s response and susceptibility to
opportunistic infections. The viral load demonstrates the effectiveness of anti-retroviral therapy.
Both the CD4 and viral load levels are excellent clinical indicators for medical and pharmaceutical

management for people living with HIV.

AHY’s Reducing Avoidable Emergency Room 1isits QIP sought to decrease the percentage of avoidable
emergency department visits for beneficiaries. HIV-positive patients have a significantly higher
rate of emergency department visits and have a longer duration of stay compared to patients
without HIV. AHF hoped to improve the continuity of care between beneficiaries and their

primary care providers (PCPs), improve access to PCPs, and encourage preventive care.
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QUALITY IMPROVEMENT PROJECTS

Quality Improvement Project Validation Findings

Table 4.2 summarizes the QIP validation results and status across Centers for Medicare &

Medicaid Services (CMS) protocol activities during the review period.

Table 4.2—Quality Improvement Project Validation Activity
AHF—Los Angeles County
July 1, 2014, through June 30, 2015

Percentage @ Percentage

Tvoe of Score of Score of Overall
Name of Project/Study Rgeiewl SVEUTE o]y Critical Validation
Elements Elements Status*
Met? Met?®
Internal QIPs
Annual 65% 71% Not Met
Submission
, . , Annual .
Increasing CD4 and Viral Load Testing . 94% 86% Partially Met
Resubmission 1
Annual 100% 100% Met
Resubmission 2
Annual 88% 86% Not Met
Submission
Rg{ucmg Avoidable Emergency Room An n_ua_l 94% 86% Partially Met
Visits Resubmission 1
Annual 100% 100% Met
Resubmission 2

1Type of Review—Designates the QIP review as a proposal, annual submission, or resubmission. A resubmission means the MCP
was required to resubmit the QIP with updated documentation because it did not meet HSAG's validation criteria to receive an
overall Met validation status.

2Percentage Score of Evaluation Elements Met—The percentage score is calculated by dividing the total elements Met (critical and
noncritical) by the sum of the total elements of all categories (Met, Partially Met, and Not Met).

3 Percentage Score of Critical Elements Met—The percentage score of critical elements Met is calculated by dividing the total critical
elements Met by the sum of the critical elements Met, Partially Met, and Not Met.

4Overall Validation Status—Populated from the QIP Validation Tool and based on the percentage scores and whether critical
elements were Met, Partially Met, or Not Met.

Validation results during the review period of July 1, 2014, through June 30, 2015, showed that
AHP’s annual submissions of both its Increasing CD4 and Viral 1oad Testing and Reducing Avoidable
Emergency Room 1isits QIPs each initially received an overall validation status of Noz Mez. DHCS
required the MCP to resubmit the QIPs until they achieved an overall Mef validation status. Based
on HSAG’s validation feedback, AHF resubmitted the QIPs and achieved an overall Mez validation
status, with 100 percent of the evaluation elements (critical and noncritical) receiving a Mef score for
each QIP.
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QUALITY IMPROVEMENT PROJECTS

Table 4.3 summarizes the aggregated validation results for AHEF’s QIPs across CMS protocol

activities during the review period.

Table 4.3—Quality Improvement Project Average Rates*
AHF—Los Angeles County
(Number = 6 QIP Submissions, 2 QIP Topics)
July 1, 2014, through June 30, 2015

QIP Study » Met Partially | ot Met
Activity Met
Stages Elements Elements
Elements
I: Appropriate Study Topic 100% 0% 0%
I: CIearIY Defined, Answerable Study 100% 0% 0%
Question(s)
P lll: Clearly Defined Study Indicator(s) 100% 0% 0%
esign
IV: Correctly Identified Study Population 100% 0% 0%
V: Valid Sampling Techniques (if sampling is NA NA NA
used)
VI: Accurate/Complete Data Collection 100% 0% 0%
Design Total 100% 0% 0%
VII: Sufficient D.ata Analysis and 839% 0% 17%
Implementation Interpretation

VIII: Appropriate Improvement Strategies 50% 17% 33%
Implementation Total 72% 6% 22%
. Not Not Not

outcomes IX: Real Improvement Achieved Assessed Assessed Assessed
X: Sustained Improvement Achieved Not Not Not

) P Assessed Assessed Assessed
Not Not Not

Outcomes Total Assessed Assessed Assessed

* The activity average rate represents the average percentage of applicable elements with a Met, Partially Met, or Not Met finding
across all the evaluation elements for a particular activity.

HSAG validated Activities I through VIII for both AHF’s Increasing CD4 and 1 iral oad Testing and
Reducing Avoidable Emergency Room 1V isits QIP annual submissions.

AHF demonstrated an excellent application of the Design stage, meeting 100 percent of the
requirements for all applicable evaluation elements within the study stage for both QIPs. The
MCP demonstrated a fair application of the Implementation stage, meeting 72 percent of the
requirements for all applicable evaluation elements within the study stage for both QIPs. AHF
omitted Activities VII and VIII in its initial annual submission of the Increasing CD4 and 1'iral 1oad
Testing QIP, resulting in the QIP receiving a zero score for each activity. AHF subsequently
included both Activity VII and VIII in its resubmissions of the Increasing CD4 and 1iral Ioad
Testing QIP. Additionally, in its initial submissions, AHF did not provide a causal/barrier analysis
for either QIP, resulting in lowered scores for Activity VIIL. The MCP corrected the deficiencies

in the resubmissions, resulting in each QIP achieving an overall Me# validation status.
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QUALITY IMPROVEMENT PROJECTS

Quality Improvement Project Outcomes and Interventions

The Increasing CD4 and Viral Load Testing and Reducing Avoidable Emergency Room VVisits QIPs did not
progress to the Outcomes stage during the reporting period; therefore, no outcomes and

interventions information is included in this report.

Strengths

AHF demonstrated an excellent application of the Design stage, meeting all applicable evaluation
elements within the study stage for both the Increasing CD4 and V'iral oad Testing and Reducing

Avoidable Emergency Room Visits QIPs.

Opportunities for Improvement

Although AHF will not be continuing the formal QIPs, the MCP should evaluate the
interventions initiated in Remeasurement 1 of the Increasing CD4 and 1 iral Load Testing and Reducing

Awoidable Emergency Room Visits QIPs and continue improvement efforts in the two focus areas.
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5. ENCOUNTER DATA VALIDATION
for AIDS Healthcare Foundation

SFY 2013-14 Encounter Data Validation Study—Medical Record
Review

AHPF’s SFY 2013—-14 MCP-specific encounter data validation report contains HSAG’s detailed
findings and recommendations from the encounter data validation (EDV) study, which consisted
of medical record review. A brief summary of HSAG’s findings and recommendations is included
below. Additionally, HSAG provides a list of limitations associated with the EDV study.

For each study indicator, HSAG used the following schema to assign a percentile ranking to show
the performance among all MCPs with reportable rates. The 10th, 25th, 75th, and 90th percentiles
were calculated based on MCPs’ rates using the UNIVARIATE procedure in SAS. Although 24
MCPs were evaluated in the EDV study, the number of rates used to derive the percentiles may be
less than 24 because MCPs with a rate of “NA” were not included in the percentile calculation

(refer to Table 5.1 for the number of rates included for each study indicator).

Table 5.1—Criteria for Percentile Ranking

Percentile Study Indicator Criteria

Ranking

Rate below the 10th percentile among all MCPs with

reportable rates

Rate at or above the 10th percentile but below the 25th

Medical record percentile among all MCPs with reportable rates

25th-75th plrocuretment, Rate at or above the 25th percentile but below the 75th
element accuracy, percentile among all MCPs with reportable rates

or all-element " - - e but bel " -
75th-90th accuracy Rate at 9r above the 75t per'centl e but below the 90t
percentile among all MCPs with reportable rates

<10th

10th-25th

Rate at or above the 90th percentile among all MCPs with

290th
90 reportable rates
NA No percentile ranking due to small denominator (i.e., <30)
Rate above the 90th percentile among all MCPs with
<10th
reportable rates
10th=25th Rate at or below the 90th percentile but above the 75th

percentile among all MCPs with reportable rates
Rate at or below the 75th percentile but above the 25th
percentile among all MCPs with reportable rates

Rate at or below the 25th percentile but above the 10th
percentile among all MCPs with reportable rates

Medical record
25th—75th omission or

encounter data
75th—-90th omission

Rate at or below the 10th percentile among all MCPs with

290th
reportable rates
NA No percentile ranking due to small denominator (i.e., <30)
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For the medical record omission and encounter data omission rates, lower rates represent better
performance. Therefore, the percentile ranking criteria are different from those for the element
accuracy and all-element accuracy rates (i.e., the percentiles were reversed when assigning
percentile ranking so that “=90th” always represents the top 10 percent performance among the
MCPs with reportable rates). Table 5.2 contains the values for the 10th, 25th, 75th, and 90th
percentiles for each study indicator listed in this report. Due to the skewed distribution of results
for certain indicators, the percentile ranking notation may differ slightly from the percentile
rankings noted in Table 5.1; i.e., 0-=25th, >25th—<75th, and =75th.

Table 5.2—Percentiles for Study Indicators

Number of
Study Indicator Data Element M;Z?t\;vti)tlg
RCUES
xz‘:;cisasli;icord - 24 67.9% 72.6% 87.2% 95.9%
Date of Service 24 11.8% 17.9% 26.6% 33.0%
Diagnosis Code 24 16.3% 25.9% 32.9% 40.7%
Medical record Procedure Code 24 21.0% 31.2% 43.8% 61.3%
omission Procedure Code Modifier 21 29.1% 47.6% 69.4% 71.9%
Rendering Provider Name 13 11.0% 19.2% 32.9% 62.5%
Billing Provider Name 24 19.6% 27.8% 34.2% 46.8%
Date of Service 24 1.9% 6.9% 12.0% 17.1%
Diagnosis Code 24 25.1% 28.9% 39.7% 44.4%
Encounter data Procedure Code 24 12.0% 16.3% 27.7% 33.5%
omission Procedure Code Modifier 17 24.0% 28.3% 52.4% 74.7%
Rendering Provider Name 24 22.6% 38.0% 100.0% 100.0%
Billing Provider Name 24 2.1% 5.1% 12.1% 18.2%
Diagnosis Code 24 74.6% 81.8% 87.6% 90.7%
Procedure Code 24 61.3% 70.9% 85.6% 90.8%
Element accuracy Procedure Code Modifier 11 94.4% 95.8% 100.0% 100.0%
Rendering Provider Name 11 49.3% 57.4% 86.9% 95.6%
Billing Provider Name 24 52.6% 65.1% 79.2% 88.1%
All-element accuracy - 24 0.0% 0.0% 7.5% 18.3%

Note: For the medical record omission and encounter data omission rates, lower rates represent higher performance.
In addition, HSAG displayed “—“ when the data element was not applicable to a study indicator.
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Medical Record Review Findings
Encounter Data Completeness

Table 5.3 displays the medical record and encounter data omission rates for each key data element

for AHF. For both indicators, lower rates indicate better performance.

Table 5.3—Encounter Data Completeness Summary for AHF

Medical Record Omission Rate Encounter Data Omission Rate

Key Data Elements MCP Statewide Ps;z?(?rﬁiglge MCP Statewide Ps;z?(?rziglge
Date of Service 30.9% 26.3% 10th-25th 8.8% 9.2% 25th-75th
Diagnosis Code 30.9% 31.6% 25th-75th 62.5% 34.6% <10th
Procedure Code 66.9% 43.8% <10th 16.2% 22.5% 75th—90th
Procedure Code Modifier 66.5% 58.5% 25th-75th NA 46.0% NA
Rendering Provider Name NA 25.0% NA 100.0% 68.1% 0—<25th
Billing Provider Name 32.4% 35.0% 25th-75th 9.0% 8.6% 25th-75th

Note: HSAG displayed “NA” when the denominator was less than 30.

Opverall, the medical record omission rates for AHF ranged from 30.9 percent (Date of Service and
Diagnosis Code) to 66.9 percent (Procedure Code). Two of AHF’s five reportable medical record
omission rates were slightly better than the respective statewide rates, and the remaining three
reportable rates were worse than the statewide rates by as much as 23.1 percentage points
(Procedure Code element). When compared to other MCPs’ performance, AHF received a percentile
ranking of “25th—75th” for three data elements, a percentile ranking of “10th—25th” for one data
element, and a percentile ranking of “<10th” for one data element. These findings suggest a
moderately low level of completeness among key encounter data elements when compared to

beneficiaries’ medical records.

As determined during this review, the most common reasons for medical record omissions were:

¢ The medical record could not be located for the sampled dates of services.

¢ The provider did not document the services performed in the medical record despite submitting
a claim/encounter.

¢ A data entry error occurred for one or more elements (e.g., Date of Service).
¢ The provider did not perform the service.

¢ Due to inclusion of the adjudication history, the DHCS encounter data for AHF contained
additional services which should not have been included for comparison with the medical

records.

¢ Billing provider names are generally not part of the information included in medical records.
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For encounter data omissions, AHF’s rates varied from 8.8 percent (Date of Service) to 100 percent
(Rendering Provider Name). Two of AHF’s five reportable encounter data omission rates were better
than the respective statewide rates, with the Procedure Code encounter data omission rate better than
the statewide rate by 6.3 percentage points. However, AHF performed worse than the statewide
encounter data omission rates by 27.9 percentage points and 31.9 percentage points for the
Diagnosis Code and Rendering Provider Name data elements, respectively. An opportunity exists for
AHF to improve the electronic encounter data completeness by increasing the percentage of key

data elements aligning with medical record information.
The most common reasons for encounter data omissions were:

¢ The provider’s billing office made a coding error.

¢ DHCS’s encounter data system contained certain restrictions related to encounter submission
requirements that affected the processing of some encounters (e.g., number of diagnosis or
procedure code modifier fields DHCS only kept the most current year of provider data from the
MCPs).

¢ A deficiency occurred in AHF’s encounter data submission processes, or a deficiency occurred

in the resubmission of denied or rejected encounters to DHCS.

¢ Alag occurred between the provider’s performance of the service and submission of the

encounter to AHF (and/or the data subsequently being submitted to DHCS).

¢ AHF did not populate or populated an invalid rendering provider identification number when
submitting encounter data to DHCS; or the provider files AHF submitted to DHCS were not

complete or accurate.

Encounter Data Accuracy

Table 5.4 displays the element accuracy rates for each key data element and the all-element

accuracy rate for AHF. For both indicators, higher rates indicate better performance.

Table 5.4—Encounter Data Accuracy Summary for AHF

Key Data Elements Statewide Plg;ile;ri]rtiglge Main Error Type
Diagnosis Code 84.2% 83.6% 25th-75th NA
Procedure Code 71.0% 77.6% 25th—75th NA
Procedure Code Modifier NA 99.5% NA —
Rendering Provider Name NA 63.0% NA NA
Billing Provider Name 70.8% 68.6% 25th-75th NA
All-Element Accuracy 0.0% 4.3% 0—<25th =

Note: HSAG displayed “NA” when the denominator was less than 30. HSAG displayed ”—*“ when the error
type analysis was not applicable to a data element.
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In general, when key data elements were present in the DHCS data system and the medical
records, and evaluated separately for the individual data elements, AHIF’s accuracy rates were
found to be about average, with two of the three reportable element accuracy rates slightly higher
than the respective statewide rates. When comparing the performance among MCPs, all three key

data elements with reportable rates received a percentile ranking of “25th—75th”.

AHP’s all-element accuracy rate was lower than the statewide rate by 4.3 percentage points. No
dates of service present in both data sources accurately represented all five data elements (i.e.,
Diagnosis Code, Procedure Code, Procedure Code Modifier, Rendering Provider Name, and Billing Provider
Name) when compared to beneficiaries’ medical records. The overall accuracy findings indicated
the presence of at least one inaccurate data element for all dates of service present in both data
sources. While all five key data elements contributed to AHF’s relatively low all-element accuracy
rate, the Rendering Provider Name, Diagnosis Code, and Procedure Code data elements contributed more
than did the other two data elements.

Medical Record Review Recommendations

Based on the study findings for AHF, HSAG recommends the following:

¢ Accurate rendering provider information in the DHCS data system is crucial to locating medical
records for future medical record review activities. Therefore, AHF should consider the

following actions:

*  Submit complete and accurate rendering provider identification numbers in the encounter
data to DHCS.

*  Submit complete and accurate provider data to DHCS so that DHCS can find the correct
rendering provider names and contact information by linking the rendering provider
identification numbers between the encounter data and provider data. For example, all
rendering provider identification numbers in the encounter data should exist in the provider
data submitted to DHCS and should represent the rendering providers, not the billing

providers.

¢ Currently, DHCS is transitioning from its current encounter data system to a new Post
Adjudicated Claims and Encounters System (PACES), and the new PACES will have the
capacity to accept more than two diagnosis code fields and more than one procedure code
modifier field. AHF should ensure that the additional diagnosis codes and procedure code
modifiers are submitted to DHCS after the system transition.

¢ Of the 132 dates of service identified in DHCS’s encounter data, no visits had rendering
provider names identifiable from DHCS’s data system. AHF should work with DHCS to
investigate the reasons why no rendering provider names could be identified using DHCS’s

encounter data and provider data.
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AHF should investigate the reasons for the relatively high medical record omission rates for the

Procedure Code and Procedure Code Modifier data elements and develop strategies to improve rates.

AHF should explore the reasons for the relatively high encounter data omission rates for the

Rendering Provider Name and Diagnosis Code data elements and take actions to improve rates.

AHF should consider developing periodic provider education and training regarding encounter
data submissions, medical record documentation, and coding practices. These activities should
include a review of both State and national coding requirements and standards, especially for

new providers contracted with AHF.

AHF should perform periodic reviews of claims/encounters submitted by the providers to

verify appropriate coding and completeness to ensure encounter data quality.

Medical Record Review Study Limitations

When evaluating the findings presented in this report, it is important to understand the following

limitations associated with this study:

*

Successtul evaluation of beneficiaries’ medical records depends on the ability to locate and
collect complete and accurate medical records. Therefore, validation results could have been
affected by medical records that could not be located (e.g., missing or wrong provider
information resulted in failing to procure the medical records) and medical records that were

incomplete (e.g., missing pages).

Since the study findings relied solely on the documentation contained in beneficiaries” medical
records, results are dependent on the overall quality of physicians’ medical records. For example,
a physician may have performed a service but did not document it in the beneficiary’s medical
record. As such, HSAG would have counted this scenario as a negative finding. This study was
unable to distinguish cases in which a service was not performed versus a service that was

performed but not documented in the medical record.

The findings for the data elements Bi/ling Provider Name and Rendering Provider Name should be
reviewed with caution since rendering provider names and billing provider names are not

generally included or legible in beneficiaries’ medical records.

Certain limitations in the DHCS data warehouse also affected the results. For example, the
DHCS data warehouse only stores two data fields for the diagnosis codes while the medical
records may indicate more than two codes. In addition, the DHCS data warehouse only contains
the most recent provider data, which may lead to missing rendering provider names even though

the rendering provider identification numbers were submitted in the encounter data.

The findings from this study are associated with encounters from calendar year 2012 for the

non-SPD population and encounters from the last seven months of calendar year 2012 for the
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SPD population; as such, the results may not reflect the current quality of DHCS’s encounter
data.

¢ The findings from this study are associated with physician visits and may not be applicable to the

other claim types.

SFY 2014-15 Encounter Data Validation Study—Assessing the MCP’s
Operational and Infrastructure Changes in Support of DHCS’s
Transition to PACES

AHF’s SFY 2014-15 MCP-specific encounter data validation report contains HSAG’s detailed
findings and recommendations from the EDV study, which assessed the MCP’s operational and
infrastructure changes in support of DHCS’s transition to PACES. Based on review of AHF’s
Roadmap and questionnaire responses and supporting documentation, HSAG provided
recommendations to DHCS to assist AHF with improving its encounter data quality. DHCS
followed up with AHF regarding the recommendations and will continue to provide ongoing

technical assistance to the MCP to support continued improvement in encounter data quality.
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6. OVERALL FINDINGS AND RECOMMENDATIONS
for AIDS Healthcare Foundation

Overall Findings Regarding Health Care Quality, Access, and
Timeliness

Although HSAG uses a standardized scoring process to evaluate each full-scope Medi-Cal MCP’s
performance measure rates and QIP performance in the areas of quality, access, and timeliness
domains of care, HSAG does not use this scoring process for specialty MCPs due to the small size
of the specialty MCPs’ populations. To determine the degree to which specialty MCPs provide
quality, accessible, and timely care to beneficiaries, HSAG assesses each specialty MCP’s
performance related to compliance reviews (as applicable), performance measure rates, QIP
validation, QIP outcomes, beneficiary satisfaction surveys (as available), and accuracy and

completeness of the MCP’s encounter data (as applicable).

Quality

As in previous years, AHI’s quality improvement program description included details of the
MCP’s organizational structure and of monitoring activities designed to ensure that the MCP

provides quality care to beneficiaries.

Both of the MCP’s required performance measures fall into the quality domain of care. The rate
tor the Controlling High Blood Pressure measure remained above the MPL in RY 2015. The rate
improved significantly for the Colorectal Cancer Screening measure, resulting in the rate moving from
below the MPL in RY 2014 to above the MPL in RY 2015.

Both of AHI’s QIPs fell into the quality domain of care; however, neither QIP progressed to the

Outcomes stage during the reporting period.

Access

AHF’s quality and performance improvement work plan included access-related goals, with
specified methodologies to evaluate success in meeting the goals. The 2074 Quality and Performance
Improvement Evaluation indicated that the MCP met the Medicaid geo-access standards and
emphasizes AHIF’s commitment to monitoring access to care and addressing beneficiary

dissatisfaction when expressed.

Both of the MCP’s required performance measures fall into the access domain of care. As
indicated above, the rate for the Controlling High Blood Pressure measure remained above the MPL in
RY 2015 and the rate improved significantly for the Colorectal Cancer Screening measure, resulting in
the rate moving from below the MPL in RY 2014 to above the MPL in RY 2015.
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Both of AHF’s QIPs fell into the access domain of care, and, as stated above, neither QIP
progressed to the Outcomes stage during the reporting period.

Timeliness

AHF’s quality improvement program documents provide examples of the processes the MCP
implements to ensure that timely care is provided to beneficiaries, including resolving grievances
as quickly as possible and within required standards. As in previous years, AHF’s quality and
performance improvement program description provided information on the MCP’s activities and
processes related to beneficiary rights, grievances, continuity and coordination of care, and

utilization management, which can all affect the timeliness of care delivered to beneficiaries.

Since no performance measures or QIPs fell into the timeliness domain of care and no new
compliance reviews were conducted with AHF, HSAG makes no assessment of the MCP’s

performance related to the timeliness domain of care.

Follow-Up on Prior Year Recommendations

DHCS provided each MCP an opportunity to outline actions taken to address recommendations
made in the 2013—14 MCP-specific evaluation report. Table 6.1 provides external quality review
recommendations from the July 1, 2013, through June 30, 2014, Performance Evaluation Report,
along with AHF’s self-reported actions taken through June 30, 2015, that address the
recommendations. Please note that HSAG made minimal edits to Table 6.1 to preserve the

accuracy of the MCP’s self-reported actions.

Table 6.1—AHF’s Self-Reported Follow-Up on External Quality Review Recommendations from the
July 1, 2013-June 30, 2014, Performance Evaluation Report

Self-Reported Actions Taken by AHF during the Period
July 1, 2014-June 30, 2015, that Address the External
Quality Review Recommendation

2013-14 External Quality Review

Recommendation Directed to AHF

1. To improve the HEDIS audit process: 1a. An electronic application process for our members is not
a. Explore options for using an feasible since we are a Special Needs Plan (SNP). Verification and
electronic application process. confidentiality of diagnosis is required before application can be
approved.

b. Formally document findings from the
MCP’s reconciliation process.
c. Update the MCP’s reconciliation In terms of HEDIS audit, AHF uses electronic means as much as

procedures. possible.

d. Review Roadmap responses prior to
submission to ensure that the MCP’s 1b. & 1c. AHF is transitioning its claims systems to a new vendor
processes are accurately reflected. (RAM), which will take effect in early 2016. Reconciliation processes

and their documentation are all being reviewed and revised as

needed in 2015.
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2013-14 External Quality Review

Recommendation Directed to AHF

OVERALL FINDINGS AND RECOMMENDATIONS

Self-Reported Actions Taken by AHF during the Period
July 1, 2014-June 30, 2015, that Address the External
Quality Review Recommendation

1d. Roadmap responses were all reviewed with appropriate staff
prior to submission for the HEDIS 2015 report and were accurate as
reflected by current HEDIS audit reports. This will continue to be the
practice.

2. Assess the factors leading to the
statistically significant decline in the rate
for the Colorectal Cancer Screening
measure, and identify strategies to
improve the rate to above the MPL.

After a thorough assessment of the decline in Colorectal Cancer
Screening (COL) rates it was determined that the root causes were
lack of all data being submitted electronically for 10 years (current
year plus a 9-year look back period for colonoscopy) and/or poor
abstraction by vendor. With the appropriate submission of HEDIS
data for 2015, and 100 percent overread of abstraction, COL rates
increased by 21 percent.

3. Continue to implement strategies to
ensure that all required documentation
is included in the QIP Summary Form,
including referencing the QIP Completion
Instructions and previous QIP validation
tools.

With most of the staff being new and AHF hiring a new national
quality director, AHF will focus on training and care so that all
required documentation is included in the QIP Summary Form,
including referencing the QIP Completion Instructions and previous
QIP validation tools.

Recommendations

Based on the overall assessment of AHF in the areas of quality, timeliness, and accessibility of
care, HSAG recommends the following to the MCP:

¢ Document the MCP’s data validation process, including a formal process for monitoring data

entry.

+ Consider evaluating the interventions initiated in Remeasurement 1 of the Increasing CD4 and

Viral Load Testing and Reducing Avoidable Emergency Room Visits QIPs, and continue

improvement efforts in the two focus areas.

o Review the 2073—14 Encounter Data 1 alidation Study Report, and identify strategies to address

the medical record review recommendations to ensure accurate and complete encounter data.

In the next annual review, HSAG will evaluate AHF’s progress with these recommendations along

with its continued successes.
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Appendix B: Performance Evaluation Report — Alameda Alliance for Health
July 1, 2014 - June 30, 2015

7 INTRODUCTION

Health Services Advisory Group, Inc. (HSAG), external quality review organization (EQRO), was
contracted by the California Department of Health Care Services (DHCS) to prepare the federally
required Medi-Cal Managed Care Technical Report, July 1, 2014—June 30, 2015. The technical report
provides an overview of the objectives and methodology for conducting the external quality
review. Additionally, the technical report provides detailed information about each activity,

including DHCS’s requirements related to each activity.

This appendix is specific to DHCS’s contracted Medi-Cal managed care health plan (MCP),
Alameda Alliance for Health (“AAH” or “the MCP?”), for the review period July 1, 2014, through
June 30, 2015. Actions taken by the MCP subsequent to June 30, 2015, regarding findings
identified in this report will be included in the next annual MCP-specific evaluation report. This
MCP-specific evaluation report references activities and methodologies that are described in

greater detail in the main section of this technical report.

Managed Care Health Plan Overview

AAH is a full-scope MCP delivering services to its Medi-Cal Managed Care (MCMC) beneficiaries
(referred to as “beneficiaries” in this report) as a “Local Initiative” (LI) MCP in Alameda County
under the Two-Plan Model (TPM). Beneficiaries may enroll in AAH, the LI MCP; or in Anthem
Blue Cross Partnership Plan, the alternative CP.

AAH became operational in Alameda County to provide MCMC services effective 1996. As of
June 30, 2015, AAH had 239,396 beneficiaries.' This represents 80 percent of the beneficiaries

enrolled in Alameda County.

Y Medi-Cal Managed Care Enrollment Report—]une 2015. Available at:

http://www.dhcs.ca.gov/dataandstats /reports/Pages/MMCDMonthlyEnrollment.aspx. Accessed on: October 8,

2015.
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2. MANAGED CARE HEALTH PLAN COMPLIANCE
for Alameda Alliance for Health

Department of Managed Health Care Routine Medical Survey

The Department of Managed Health Care (DMHC) conducted a routine medical survey for AAH
on October 16, 2012, through October 19, 2012, covering the review period of July 1, 2011,
through July 31, 2012. HSAG summarized the results of the survey in AAH’s 2012—-13 MCP-
specific evaluation report and the status of one outstanding deficiency in AAH’s 2013—-14 MCP-
specific evaluation report. On August 20, 2014, DMHC issued the Routine Medical Survey Follow-up
Report which stated that all deficiencies had been corrected.

1115 Waiver Seniors and Persons with Disabilities Enrolilment Survey

DMHC conducted an 1115 Waiver Seniors and Persons with Disabilities (SPD) Enrollment Survey
(hereafter referred to as “SPD medical survey”) for AAH on October 16, 2012, through October
19, 2012, covering the review period of July 1, 2011, through July 31, 2012. HSAG summarized
the results of the survey in AAH’s 2012—13 MCP-specific evaluation report and the status of
identified potential deficiencies in AAH’s 2013—14 MCP-specific evaluation report. On June 25,
2013, DHCS followed up on the deficiencies with a corrective action plan (CAP). In a letter dated
October 1, 2014, DHCS stated that it had reviewed AAH’s documentation related to potential
deficiencies in the areas of Access and Availability and Quality Management and found the MCP to
be in compliance. DHCS, therefore, closed the CAP.

Strengths

AAH ftully resolved the outstanding potential deficiencies from DMHC’s most recent routine
medical and SPD medical surveys of the MCP.

Opportunities for Improvement

Since DHCS conducted no new audits or surveys for AAH during the review period and all
potential deficiencies from the previous routine medical and SPD medical surveys have been

resolved, HSAG has no recommendations for AAH in the area of compliance.
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3. PERFORMANCE MEASURES
for Alameda Alliance for Health

Performance Measure Validation—Findings

The HEDIS? 2015 Compliance Audit Final Report of Findings for Alameda Alliance for Health contains the
detailed findings and recommendations from HSAG’s NCQA HEDIS Compliance Audit.” HSAG
auditors determined that AAH followed the appropriate specifications to produce valid rates;
however, there were several issues of concern (including data collection) that caused significant
impact on measure reporting, resulting in AAH’s hybrid rates not being submitted to NCQA. A
brief summary of the notable findings and opportunities for improvement is included below.

¢ AAH encountered several challenges in ensuring completeness and accuracy of its claims and
encounter data used for HEDIS reporting. Although the MCP was able to remedy some of the
issues, the diversion of resources to address the claims processing issues resulted in AAH having
insufficient resources to conduct adequate oversight of some of its vendors and partners. The
auditor recommended that AAH implement ongoing monitoring and oversight of all delegated
entities to enable the MCP to proactively identify any process issues or changes with its partners.
This will allow the MCP sufficient time to test new data processes and ensure data completeness

and accuracy.

¢ AAH did not use data received on the Child Health and Disability Prevention Program
Confidential Screening/Billing Report (PM 160 form) for HEDIS rates. While the service data
provided on the PM 160 form can be found during medical record review, the auditor
recommended that the MCP consider using the data from the PM 160 form for future HEDIS
rate production to help reduce medical record review costs.

¢ Asindicated in previous years, the auditor recommended that AAH use industry standard codes
to ensure all services on claims are included rather than having to rely on capturing the services
through medical record review.

¢ Experienced, key staff responsible for managing HEDIS production left AAH at the end of the
prior audit season; and because the MCP did not have formally documented HEDIS processes,
the new staff assigned to the HEDIS tasks experienced many challenges. Therefore, the auditor
recommended that AAH build internal MCP knowledge based on HEDIS policies and
procedures and ensure that formal process documentation exists to train new staff members.

2 Healthcare Effectiveness Data and Information Set (HEDIS®) is a registered trademark of the National Committee for
Quality Assurance (NCQA).
3 NCQA HEDIS Compliance Audit™ is a trademark of NCQA.
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PERFORMANCE MEASURES

Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. (See Table 3.1
for AAH’s performance measure results for reporting years [RYs] 2012 through 2015.) The RY is
the year in which the MCP reported the rates. The RY rates reflect measurement year (MY) data
from the previous calendar year.

Understanding Table 3.1

The reader should note the following regarding Table 3.1:

¢ The MCP’s performance compared to the DHCS-established minimum performance levels
(MPLs) and high performance levels (HPLs) is shown for each year.

= DHCS based the MPLs and HPLs on NCQA’s national percentiles. MPLs and HPLs align
with NCQA’s national Medicaid 25th percentile and 90th percentile, respectively, except for
the Comprebensive Diabetes Care—IbATc Poor Control (>9.0 Percent) measure, for which a low
rate indicates better performance, and a high rate indicates worse performance. For this
measure, the established MPL is based on the Medicaid 75th percentile, and the HPL is
based on the national Medicaid 10th percentile.

¢ The A/-Cause Readmissions measure is a non-HEDIS measure originally developed for DHCS’s
All-Canse Readmissions collaborative quality improvement project (QIP); therefore, no MPL or
HPL is established for this measure. For the A/-Cause Readmissions measure, a lower rate
indicates better performance (i.e., fewer readmissions).

¢ The Ambulatory Care—Emergency Department Visits and Ambulatory Care—Qutpatient 1 isits
measures are utilization measures, which measure the volume of services used. DHCS does not
establish MPLs or HPLs for utilization measures. Additionally, HSAG did not compare
performance for these measures since high and low rates do not necessarily indicate better or
worse performance.

¢ Although MPL and HPL information is provided, as applicable, for the following measures,
DHCS did not hold MCPs accountable to meet the MPLs for the measures for RY 2015:

= Annual Monitoring for Patients on Persistent Medications—Digoxin—IDenominators are small for
this indicator, and each individual counted toward the denominator would be expected to be
counted toward the ACE Inhibitors or ARBs and Diuretics denominators since these patients
generally receive all three medications. Furthermore, serum digoxin concentration
measurement as part of routine monitoring is not evidence-based and is not recommended
by the American College of Cardiology or American Heart Association (see

http://circ.ahajournals.org/content/113/21/2556.full. pdf+html).

0 Note: NCQA made several changes to the Annual Monitoring for Patients on Persistent
Medications—Digoxin measure specifications for HEDIS 2015. The specifications no
longer allow a blood urea nitrogen therapeutic monitoring test to count as evidence of
annual monitoring. In addition, the specifications added monitoring of serum digoxin
level to meet the numerator criteria. The additional requirement is more restrictive, and
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PERFORMANCE MEASURES

may be directly related to all MCPs with rates that could be compared to the previous
year’s rates experiencing statistically significant decline in their rates. Despite the
specification changes, NCQA did not consider the Awnnunal Monitoring for Patients on
Persistent Medications—Digoxin measure to be a first-year measure in RY 2015; however,
based on the potential negative impact the specification changes had on the rates for this
measure, HSAG draws no conclusions from the comparative analysis on this measure
for RY 2015 and does not include this measure in its assessment of MCP performance.

= All four Children and Adolescents’ Access to Primary Care measures—Due to the small range of
variation between the MPL and HPL threshold for each measure, DHCS did not hold MCPs
accountable to meet the MPLs for these four measures.

Table 3.1—Multi-Year Performance Measure Results*
AAH—Alameda County

RYs 2014-15
Domain RY RY RY Y Rate
Measure! of Care? 20123 Difference’

,:/;ggglljjrs: Readmissions—Statewide Collaborative QIP QA _ 14.66% | 17.42% | 16.44% PR
?,”ggg',‘ﬁj,ﬁ,ybifr,@;ﬁffﬁe”” Department Visits per $ 42.02 | 4724 | 29.28 | 35.88 Not Tested
ﬁ/’”;: ;’,ﬁi’iﬂ”’ Care—Outpatient Visits per 1,000 Member $ 315.03 | 297.17 | 240.12 | 275.87 | Not Tested
Annual Monitoring for Patients on Persistent 0 o o o
Medications—ACE Inhibitors or ARBs Q 87.05% | 84.40% |83.78% | 83.12%
’:/;’e” dﬂ%ﬁf ggiz f;r Patients on Persistent Q 86.41% | 94.08% |93.43% | 49.17% !
’:/;’e” dﬂ%ﬁf g;,'l'ﬁ gt "’,gspaﬁ ents on Persistent Q 84.78% | 81.92% |84.34% | 81.67% !
Q\C/zgasn;i)cczié\gtibiotic Treatment in Adults With Q 31.53% | 38.09% |40.90% | 34.48% .
Cervical Cancer Screening QA — — 59.85% | 53.53% L g
Childhood Immunization Status—Combination 3 QAT 78.10% | 79.08% |67.40% | 75.91% )
Children and Adolescents' Access to Primary Care o o o o
Practitioners—12 to 24 Months A 94.63% | 92.32% |94.34% | 88.24% )
Children and Adolescents' Access to Primary Care o o o o
Practitioners—25 Months to 6 Years A 85.48% | 83.91% |85.10% | 81.44% l
Child d Adol ts'A to Pri C
o e o TmAy ST A | 85.61% | 85.06% |87.07% | 84.77% y
Child d Adol ts'A to Pri C
o e vams AR A | 82.03% | 84.64% |83.24% | 81.65% y
(C:)ﬁg;;ﬁe,zzlvz;iabetes Care—Blood Pressure Control Q 59.85% | 59.61% |57.66% | 40.39% v
gzg:é)rr;f;znsive Diabetes Care—Eye Exam (Retinal) QA 5255% | 48.91% | 45.26% | 46.23% PR
Comprehensive Diabetes Care—HbAI1c Testing QA 83.21% | 83.45% |81.75% | 87.10% )
C h ive Diabetes Care—HbA1c Control

omprenensive Liabetes tare ¢ Fontro Q 58.88% | 51.58% |48.18% | 41.85% PN
(<8.0 Percent)
z::;frr:::;s;ve Diabetes Care—Medical Attention for QA 82.97% | 82.97% |80.05% | 80.05% PR
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PERFORMANCE MEASURES

RYs 2014-15

Rate
Measure! Difference’

Comprehensive Diabetes Care—HbA1c Poor Control

(>9.0 Percent) Q 28.47% | 37.47% |51.82% | 51.09% -
Controlling High Blood Pressure Q — 53.53% | 45.99% | 43.07% ©
Immunizations for Adolescents—Combination 1 QAT 66.67% | 76.40% | 79.08% | 74.45% L
Medication Management for People with Asthma— o o o

Medication Compliance 50% Total Q 43.88% | 41.69% | 45.10% T
Medication Management for People with Asthma— o o o

Medication Compliance 75% Total Q 24.23% | 17.80% | 27.13% T
Prenatal and Postpartum Care—Postpartum Care QAT 61.07% | 57.18% |49.39% | 55.47% L g
Z;er/;ata/ and Postpartum Care—Timeliness of Prenatal QAT 88.56% | 80.54% |79.56% | 66.67% v
Use of Imaging Studies for Low Back Pain Q 84.76% | 87.07% | 88.58% | 87.33% ©

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—BMI Q 55.23% | 55.23% |59.61% | 42.34% l
Assessment: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Nutrition Q 58.64% | 64.72% | 71.29% | 57.42% )
Counseling: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Physical Q 41.61% | 46.23% |61.31% | 48.42% )
Activity Counseling: Total

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

.629 .539 .809 .539 And
Years of Life QAT 77.62% | 71.53% |70.80% | 71.53%

1DHCS-selected HEDIS performance measures developed by the National Committee for Quality Assurance (NCQA), with the
exception of the All-Cause Readmissions measure, which was developed by DHCS for the statewide collaborative QIP.

2HSAG’s assignment of performance measures to the domains of care for quality (Q), access (A), and timeliness (T).

3 RY 2012 rates reflect MY data from January 1, 2011, through December 31, 2011.

4RY 2013 rates reflect MY data from January 1, 2012, through December 31, 2012.

5RY 2014 rates reflect MY data from January 1, 2013, through December 31, 2013.

6RY 2015 rates reflect MY data from January 1, 2014, through December 31, 2014.

7 Performance comparisons are based on the Chi-square test of statistical significance with a p value of <0.05.

* For most measures, the reported rate is bolded if the rate is below the national Medicaid 25th percentile (i.e., the MPL), and is
shaded if the rate is above the 90th percentile (i.e., the HPL) for that year. For the Comprehensive Diabetes Care—HbA1c Poor
Control measure, the reported rate is bolded if the rate is above the 75th percentile (i.e., MPL) and shaded if the rate is below the
10th percentile (i.e., the HPL), since a lower rate indicates better performance.

** Member months are a member's "contribution" to the total yearly membership.

¥ This is a utilization measure, which is not assigned a domain of care.

-- Indicates the rate is not available.

1 = Statistically significant improvement.

J = Statistically significant decline.

© = No statistically significant change.

AV are used to indicate performance differences for the All-Cause Readmissions and Comprehensive Diabetes Care—HbA1c Poor

Control (>9.0%) measures, where a decrease in the rate indicates better performance. A downward triangle (V) denotes a significant

decline in performance, as denoted by a significant increase in the RY 2015 rate from the RY 2014 rate. An upward triangle (A)

denotes significant improvement in performance, as indicated by a significant decrease of the RY 2015 rate from the RY 2014 rate.

Not Tested = No comparison was made because high and low rates do not necessarily indicate better or worse performance.
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PERFORMANCE MEASURES

Seniors and Persons with Disabilities Performance Measure Results

Table 3.2 and Table 3.3 present a summary of the RY 2015 SPD measure results reported by
AAH. Table 3.2 presents the non-SPD and SPD rates, a comparison of the non-SPD and SPD
rates,” and the total combined rate for all measures except the Ambulatory Care measures. Table 3.3
presents the non-SPD and SPD rates for the Awbulatory Care—Emergency Department 1 isits and
Ambulatory Care—Ountpatient Visits measures.

Table 3.2—RY 2015 (MY 2014) Performance Measure Comparison and Results for Measures
Stratified by the SPD Population for AAH—Alameda County

SPD Total Rate

Non-SPD SPD Compared to (Non-SPD
Performance Measure Rate Rate Non-SPD* and SPD)
gII/F-,CAtzuesaes (Il?re;admissions—smtewide Collaborative 13.50% 19.60% v 16.44%
Annual Monitoring for Patients on Persistent o o 0
Medications—ACE Inhibitors or ARBs 81.83% 85.09% T 83.12%
Annu.a/ I\.ﬂonlton'ng f?r Patients on Persistent 21.77% 54.90% - 49.17%
Medications—Digoxin
Annu'al I\'/Ion/tor/.ng fgr Patients on Persistent 79.71% 84.74% 2 81.67%
Medications—Diuretics
Ch/ldr'e'n and Adolescents' Access to Primary Care 88.22% 90.91% PN 88.24%
Practitioners—12 to 24 Months
Children and Adolescents' Access to Primary Care o o 0
Practitioners—25 Months to 6 Years 81.35% 84.62% T 81.44%
Ch/ldr.e.n and Adolescents' Access to Primary Care 84.78% 84.47% PN 84.77%
Practitioners—7 to 11 Years
Children and Adolescents' Access to Primary 81.92% 91% . 81 65%
0,
Care Practitioners—12 to 19 Years 1.92% 77.91% 1.65%

* HSAG calculated statistical significance testing between the SPD and non-SPD rates for each measure using a Chi-square test.
1 = SPD rates in RY 2015 were significantly higher than the non-SPD rates.

) = SPD rates in RY 2015 were significantly lower than the non-SPD rates.

= SPD rates in RY 2015 were not significantly different than the non-SPD rates.

AV are used to indicate the performance difference for the All-Cause Readmissions measure, where a lower rate indicates
better performance. A downward triangle (V) denotes a significantly higher SPD rate than the non-SPD rate in RY 2015
(i.e., lower performance). An upward triangle (A) denotes a significantly lower SPD rate than the non-SPD rate in RY 2015
(i.e., higher performance).

*+ HSAG calculated statistical significance testing between the SPD and non-SPD rates for each measure using a
Chi-square test. This information is displayed in the “SPD Compared to Non-SPD” column in Table 3.2.
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PERFORMANCE MEASURES

Table 3.3—RY 2015 (MY 2014) Non-SPD and SPD Rates for Ambulatory Care Measures
AAH—Alameda County

Non-SPD SPD
Visits/1,000 Member Months* Visits/1,000 Member Months*

Outpatient Emergency Outpatient Emergency
Visits Department Visits Visits Department Visits

253.99 3231 422.12 59.71

* Member months are a member's "contribution" to the total yearly membership.

Table 3.4 presents the three-year trending information for the SPD population, and Table 3.5
presents the three-year trending information for the non-SPD population across the measures that
DHCS required the MCPs to stratify for the SPD and non-SPD populations for all three years.

Table 3.4—RY 2015 (MY 2014) HEDIS SPD Trend Table
AAH—Alameda County

RYs 2014—
15
RY RY RY Rate
Measure 2013 | 2014 2015 Difference
All-Cause Readmissions—Statewide Collaborative QIP Measure 15.86% | 19.54% | 19.60% L
Ambulatory Care—Emergency Department Visits per 1,000 Member Months* 69.61 | 53.35 | 59.71 Not Tested
Ambulatory Care—Outpatient Visits per 1,000 Member Months* 481.81 | 387.05 | 422.12 Not Tested
Annual Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs 85.99% | 84.69% | 85.09% L
Annual Monitoring for Patients on Persistent Medications—Digoxin 94.30% | 92.80% | 54.90% 2
Annual Monitoring for Patients on Persistent Medications—Diuretics 84.07% | 85.18% | 84.74% L g
Children and Adolescents' Access to Primary Care Practitioners—12 to 24 Months 85.71% | 100.0% | 90.91% o
Children and Adolescents' Access to Primary Care Practitioners—25 Months to 6 Years | 85.99% | 86.01% | 84.62% L
Children and Adolescents' Access to Primary Care Practitioners—7 to 11 Years 86.15% | 87.57% | 84.47% ©
Children and Adolescents' Access to Primary Care Practitioners—12 to 19 Years 80.59% | 79.65% | 77.91% o

* Member months are a member’s “contribution” to the total yearly membership.

T =Rates in RY 2015 were significantly higher than they were in RY 2014.

J = Rates in RY 2015 were significantly lower than they were in RY 2014.

= Rates in RY 2015 were not significantly different than they were in RY 2014.

AV are used to indicate performance differences for the All-Cause Readmissions measure, where a decrease in the rate indicates
better performance. A downward triangle (V) denotes a significant decline in performance, as denoted by a significant increase in
the RY 2015 rate from the RY 2014 rate. An upward triangle (A) denotes significant improvement in performance, as indicated by a
significant decrease of the RY 2015 rate from the RY 2014 rate.

Not Tested = No comparison was made because high and low rates do not necessarily indicate better or worse performance.
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Table 3.5—RY 2015 (MY 2014) Non-SPD Trend Table
AAH—Alameda County

RYs 2014-15
RY RY RY Rate
Measure 2013 2014 2015 Difference

All-Cause Readmissions—Statewide Collaborative QIP Measure 10.47% | 13.64% | 13.50% L
Ambulatory Care—Emergency Department Visits per 1,000 Member Months* 40.42 | 24.72 | 32.31 Not Tested
Ambulatory Care—Outpatient Visits per 1,000 Member Months* 240.90 | 212.26 | 253.99 Not Tested
Annual Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs 77.54% | 80.91% | 81.83% ©
Annual Monitoring for Patients on Persistent Medications—Digoxin NA NA | 41.77% | Not Comparable
Annual Monitoring for Patients on Persistent Medications—Diuretics 73.16% | 81.90% | 79.71% o
Children and Adolescents' Access to Primary Care Practitioners—12 to 24 Months 92.41% | 94.25% | 88.22% )
Children and Adolescents' Access to Primary Care Practitioners—25 Months to 6 Years | 83.84% | 85.07% | 81.35% )
Children and Adolescents' Access to Primary Care Practitioners—7 to 11 Years 85.00% | 87.03% | 84.78% l
Children and Adolescents' Access to Primary Care Practitioners—12 to 19 Years 84.99% | 83.59% | 81.92% 2

* Member months are a member’s “contribution” to the total yearly membership.
NA = A Not Applicable audit finding because the MCP’s denominator was too small.
1 =Rates in RY 2015 were significantly higher than they were in RY 2014.

J = Rates in RY 2015 were significantly lower than they were in RY 2014.

= Rates in RY 2015 were not significantly different than they were in RY 2014.

AV are used to indicate performance differences for the All-Cause Readmissions measure, where a decrease in the rate indicates

better performance. A downward triangle (V) denotes a significant decline in performance, as denoted by a significant increase in

the RY 2015 rate from the RY 2014 rate. An upward triangle (A) denotes significant improvement in performance, as indicated by a
significant decrease of the RY 2015 rate from the RY 2014 rate.

Not Comparable = A RY 2014-15 rate difference could not be calculated because data were not available for both years, or there
were significant methodology changes between years that did not allow for comparison.

Not Tested = No comparison was made because high and low rates do not necessarily indicate better or worse performance.

Performance Measure Findings

The rate for the Use of Imaging Studies for Low Back Pain measure was above the HPL for the fifth
consecutive year.

The rates for the following measures improved significantly from RY 2014 to RY 2015:

¢ Childhood Immunization Status—Combination 3

¢ Comprebensive Diabetes Care—HDbATc Testing

¢ Medication Management for People with Asthma— Medication Compliance 75% Total, resulting in the rate
for the measure moving from below the MPL in RY 2014 to above the MPL in RY 2015

¢ Medication Management for People with Asthma—=Nedication Compliance 50% Total, however, the rate

for the measure remained below the MPL for the third consecutive year
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In addition to the rate for the Medication Management for People with Asthma—=NMedication Compliance

50% Total measure being below the MPL, the rates for the following measures were below the
MPLs in RY 2015:

¢ Annnal Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs

¢ Annnal Monitoring for Patients on Persistent Medications—Dinretics—the rate for this measure declined
significantly from RY 2014 to RY 2015, resulting in the rate moving from above the MPL in RY
2014 to below the MPL in RY 2015

¢ Cervical Cancer Screening—the rate for this measure declined from RY 2014 to RY 2015, and
although the decline was not statistically significant, the change resulted in the rate moving from
above the MPL in RY 2014 to below the MPL in RY 2015

¢ All four Children and Adolescents’ Access to Primary Care Practitioners measures for the fourth
consecutive year—In addition to the rates being below the MPLs, the rates declined significantly
from RY 2014 to RY 2015

¢ Comprebensive Diabetes Care—DBlood Pressure Control (<140/90 mm Hg)—the rate for this measure

declined significantly from RY 2014 to RY 2015, resulting in the rate moving from above the
MPL in RY 2014 to below the MPL in RY 2015

¢ Comprebensive Diabetes Care—LEye Exam (Retinal) Performed—the rate for this measure declined
from RY 2014 to RY 2015, and although the decline was not statistically significant, the change
resulted in the rate moving from above the MPL in RY 2014 to below the MPL in RY 2015

¢ Controlling High Blood Pressure
¢ Prenatal and Postpartum Care—Postpartum Care for the third consecutive year
¢ Prenatal and Postpartum Care— Timeliness of Prenatal Care—the rate for this measure declined

significantly from RY 2014 and RY 2015, resulting in the rate remaining below the MPL

In addition to the rates for the Annual Monitoring for Patients on Persistent Medications—Diuretics,
Comprebensive Diabetes Care—DBlood Pressure Control (<140/90 mm Hg), and Prenatal and Postpartum
Care— Timeliness of Care measures declining significantly from RY 2014 to RY 2015, the rates for
eight additional measures declined significantly from RY 2014 to RY 2015.

Seniors and Persons with Disabilities Findings

The SPD rates for the following measures were significantly better than the non-SPD rates:
¢ Annnal Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs
¢ Annnal Monitoring for Patients on Persistent Medications—Diuretics

¢ Children and Adolescents’ Access to Primary Care Practitioners—25 Months to 6 Years

Alameda Alliance for Health Performance Evaluation Report: July 1, 2014-June 30, 2015 Page B-10
California Department of Health Care Services Health Services Advisory Group, Inc.




PERFORMANCE MEASURES

The SPD rate for the A/-Cause Readmissions measure was significantly worse than the non-SPD
rate; however, the higher rate of hospital readmissions for the SPD population is expected based
on the greater and often more complicated health needs of these beneficiaries. The SPD rate for
the Children and Adolescents’ Access to Primary Care Practitioners—12 to 19 Years measure was
significantly worse than the non-SPD rate, which may be attributed to older adolescents relying on
specialist providers as their care source, based on complicated health care needs, rather than

accessing care from a primary care practitioner.

The SPD rates showed no significant change from RY 2014 to RY 2015, and the non-SPD rates
showed significant decline for all four Children and Adolescents’ Access to Primary Care Practitioners

measures.

Assessment of Improvement Plans

The following is a summary of the improvement plans (IPs) AAH was required to submit based
on RY 2014 rates:

Annual Monitoring for Patients on Persistent Medications—ACE Inhibitors or
ARBs

AAH identified the following barriers to the rate for the Annual Monitoring for Patients on Persistent
Medications—ACE Inhibitors or ARBs measure being above the MPL:

¢ Difficulty implementing a new claims processing system which caused a claims backlog and

limited access to a complete data set.
¢ Budget constraints resulting in:

The MCP failing to implement quattetly beneficiary/provider monitoring and provider

education.

Poor communication between patients and providers due to the providers not sending

educational messages to their patients or due to language barriers.

Provider and beneficiary incentives not being available.

AAH implemented the following interventions to address the barriers:

¢ Provider outreach.

¢ Engaged in greater oversight of the MCP’s HEDIS vendor.

¢ Performed quarterly review of high-volume sites that meet the measure requirements.

DHCS did not require the MCP to submit a Plan-Do-Study-Act (PDSA) cycle for this measure to

streamline and prioritize PDSA requirements.
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AAH’s interventions did not result in the rate for the Annual Monitoring for Patients on Persistent
Medications—ACE Inhibitors or ARBs measure improving to above the MPL, and the MCP will be

required to continue its IP for this measure.

Controlling High Blood Pressure

AAH identified the following barriers to the rate being above the MPL, which are identical to the
barriers identified for the Annual Monitoring for Patients on Persistent Medications—ACE Inbibitors or

ARBs measure:

¢ Difficulty implementing a new claims processing system which caused a claims backlog and

limited access to a complete data set.

¢ Budget constraints resulting in:

The MCP failing to implement quartetly beneficiary/provider monitoring and provider

education.

Poor communication between patients and providers due to the providers not sending

educational messages to their patients or due to language barriers.

Provider and beneficiary incentives not being available.

AAH implemented the following interventions to address the barriers, some of which were
implemented as part of the MCP’s Improving Anti-Hypertensive Diagnosis and Medication Fills Among
Members with Hypertension QIP, which formally ended June 30, 2015:

¢ Conducted provider outreach, including sending tip sheets with information about the HEDIS
2015 Controlling High Blood Pressure measure changes, encouraging the providers to follow best
practices, sending examples of improvement strategies, and conducting quarterly site visits to

provide a coordinated effort in sharing current HEDIS practice measures.

¢ Identified beneficiaries with uncontrolled hypertension and who were either noncompliant or

had never been prescribed anti-hypertensive medications.

¢ Conducted beneficiary outreach with interactive voice response (IVR) reminder calls to
beneficiaries who did not retrieve their medications and offered them a 90-day supply of
maintenance medications (implemented as part of AAH’s Improving Anti-Hypertensive Diagnosis and
Medication Fills Among Members with Hypertension QIP).

¢ Engaged in greater oversight of the MCP’s HEDIS vendor (implemented as part of AAH’s
Improving Anti-Hypertensive Diagnosis and Medication Fills Among Mentbers with Hypertension QIP).

AAH also submitted two PDSA cycles for the Controlling High Blood Pressure measure. A summary

of each cycle follows:
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The MCP’s objective was to notify the top five providers with the most noncompliant
beneficiaries about their beneficiaries’ noncompliance. The MCP planned to have the outreach

calls conducted by an MCP medical director. No results were provided for this PDSA cycle.

The MCP identified the top five prescribers with the most medication fill rates below 40
percent. The objective was to see a 10 percent increase in the percentage of 40 percent or higher
fill rates of anti-hypertensive medications at the top five prescribers. After notifying the
providers about noncompliant beneficiaries, the MCP conducted IVR reminder calls to
beneficiaries. The MCP reported no notable outcomes for the fill rates of beneficiaries assigned
to the five providers due to the short measurement period. The MCP indicated that it adopted
the IVR call intervention and plans to run another measurement cycle to determine the

effectiveness of the medical director calls.

AAH’s interventions did not result in the rate for the Controlling High Blood Pressure improving to

above the MPL, and the MCP will be required to continue its IP for this measure.

Medication Management for People with Asthma

AAH identified the following barriers to the rates for the Medication Management for People with
Asthma—>Medication Compliance 50% Total and Medication 75% Total measures being above the MPLs,
which are identical to the barriers identified for the Annual Monitoring for Patients on Persistent
Medications—ACE Inhibitors or ARBs and Controlling High Blood Pressure measures:

*

Difficulty implementing a new claims processing system which caused a claims backlog and
limited access to a complete data set.

Budget constraints resulting in:

" The MCP failing to implement quartetly beneficiary/provider monitoring and provider
education.

Poor communication between patients and providers due to the providers not sending

educational messages to their patients or due to language barriers.

Provider and beneficiary incentives not being available.

AAH implemented several interventions to address the barriers, including:

¢ Identified beneficiaries with persistent asthma who were not compliant with their controller
medication 50 percent or 75 percent of the time.

¢  Conducted IVR calls to beneficiaties who did not retrieve their medications to:
* Clarify the prescription schedules.
" Identify triggers.
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Inform the beneficiary of the opportunity to reorder medications by mail after confirming

with the pharmacy vendor to identify qualifying pharmacies.

¢ Engaged in greater oversight of the MCP’s HEDIS vendor.

AAH also submitted two PDSA cycles for the Medication Management for Pegple with Asthma—
Medication Compliance 50% Total and Medication 75% Total measures. A summary of each cycle

follows:

¢ The MCP identified two sites with 25 or more beneficiaries who were not compliant 50 percent
or 75 percent of the time. The MCP tested whether or not conducting follow-up with children

ages 5 to 11 years affected them taking their controller medication. No results were provided for
this PDSA cycle.

¢ AAH produced quarterly reports identifying beneficiaries ages 5 to 64 years who received
controller medication and were compliant less than 50 percent of the time. The MCP sent lists
of noncompliant beneficiaries and tools to address the noncompliance. AAH also tested the
effect of the MCP’s Start for Service Program on the frequency of emergency department visits.
Due to financial constraints, the MCP was not able to carry out all interventions. Additionally,
since the program started later than anticipated, AAH was unable to make a decision regarding
whether or not to adopt, adapt, or abandon the interventions. The MCP indicated that it plans

to continue all interventions.

The rates for both Medication Management for People with Asthma measures improved significantly
from RY 2014 to RY 2015, and the rate for the Medication Compliance 75% Total measure moved
from below the MPL in RY 2014 to above the MPL in RY 2015. The rate for the Medication
Compliance 50% Total measure remained below the MPL, and the MCP will be required to continue

the IP for this measure.

Prenatal and Postpartum Care

AAH identified the following barriers to the rates for the Prenatal and Postpartum Care—Postpartum
Care and Timeliness of Prenatal Care measures being above the MPL:

¢ Incomplete beneficiary encounter and supplemental data.
¢ Missing data from the MCP’s delegated lab vendor.

¢ Lack of beneficiary education due to limited financial and human resources, which led to failure
in making reminder calls to beneficiaries about prenatal and postpartum visits and the MCP not

publishing the beneficiary educational newsletters.

¢ HEDIS vendor was delayed in collecting and reporting data prior to the due date.

Alameda Alliance for Health Performance Evaluation Report: July 1, 2014-June 30, 2015 Page B-14
California Department of Health Care Services Health Services Advisory Group, Inc.




PERFORMANCE MEASURES

AAH implemented the following interventions to address the barriers:

¢ Implemented a new claims system in January 2014 that allowed data to be sent in Health
Insurance Portability and Accountability Act of 1996 (HIPAA)-compliant format.

¢ Created a new data storage warehouse to address missing data issues.

¢ Conducted beneficiary education about the importance of prenatal and postpartum care and

made IVR calls encouraging beneficiaries to schedule their prenatal and postpartum care visits.
¢ Conducted provider outreach.

¢ Developed a quarterly claims report to help the MCP monitor the number of beneficiaries

receiving a prenatal visit or a postpartum visit between 21 and 56 days after delivery.

¢ Continuously analyzed beneficiary data to identify pregnant beneficiaries to encourage prenatal

visits with their providers and help with identifying strategies to improve postpartum visit rates.

AAH also submitted one PDSA cycle for the Prenatal and Postpartum Care measures. A summary of

the cycle follows:

¢ The MCP conducted monthly IVR calls to remind beneficiaries of their postpartum visit. The
results showed a 66 percent to 80 percent IVR call completion rate and that the IVR call process
worked as planned. The MCP planned to continue the calls in 2015. Additionally, the MCP is
considering conducting a follow-up beneficiary survey to confirm if the improved postpartum

visits rates are attributed to the IVR call program.

The rate for the Postpartum Care measure increased by just over 6 percentage points from RY 2014
to RY 2015; however, the improvement was not statistically significant and the rate remained

below the MPL. The rate for the Timeliness of Prenatal Care measure declined significantly from RY
2014 to RY 2015 and remained below the MPL. AAH will be required to continue the IP for both

measures.

Required Improvement Plans for RY 2015

In addition to being required to continue the IPs for the Annual Monitoring for Patients on Persistent
Medications—ACE Inhibitors or ARBs, Controlling High Blood Pressure, Medication Management for People
with Asthma—D=Medication Compliance 50% Total, and both Prenatal and Postpartum Care measures, AAH
will be required to submit IPs/PDSA cycles for the following measures based on RY 2015 rates:

¢ Annnal Monitoring for Patients on Persistent Medications—Diuretics

¢ Cervical Cancer Screening

¢ Comprebensive Diabetes Care—DBlood Pressure Control (<140/90 nmm Hg)

¢ Comprebensive Diabetes Care—Eye Excam (Retinal) Performed
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Strengths

While AAH experienced many challenges during the NCQA HEDIS Compliance Audit process,
HSAG auditors determined that AAH followed the appropriate specifications to produce valid

rates.

The rate for one measure was above the HPL for the fifth consecutive year, and the rates for four
measures improved significantly from RY 2014 to RY 2015, resulting in the rate for one measure
moving from below the MPL in RY 2014 to above the MPL in RY 2015.

AAH provided documentation to HSAG of actions the MCP has taken to assess and address the

factors resulting in the SPD rates for some measures being significantly worse than the non-SPD
rates (See Table 6.1).

Opportunities for Improvement

AAH has the opportunity to address several issues of concern identified during the MCP’s NCQA
HEDIS Compliance Audit that caused significant impact on measure reporting to ensure a more
efficient audit process for RY 2016.

AAH has the opportunity to identify the factors leading to statistically significant decline for 11
measures and the rates for 13 measures being below the MPLs, and to implement strategies that
have the potential to result in improved outcomes. AAH also has the opportunity to assess the
strategies the MCP implemented to address the higher rate of readmissions for the SPD
population to determine if the strategies were successful at reducing readmissions for this

population.
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4. QUALITY IMPROVEMENT PROJECTS
for Alameda Alliance for Health

Quality Improvement Project Objectives

AAH participated in the statewide collaborative quality improvement project (QIP) and had one
internal QIP in progress during the review period of July 1, 2014—June 30, 2015.

Table 4.1 below lists AAH’s QIPs and indicates the county in which the QIP is being conducted;
whether the QIP is clinical or nonclinical; and the domains of care (i.e., quality, access, and
timeliness) the QIP addresses.

Table 4.1—Quality Improvement Projects for AAH
July 1, 2014, through June 30, 2015

QIP Clinical/Nonclinical ‘ Domains of Care

All-Cause Readmissions Clinical Q, A

Improving Anti-Hypertensive
Diagnosis and Medication Fills
Among Members with
Hypertension

Clinical Q, A

The Al-Cause Readmissions statewide collaborative QIP focused on reducing readmissions due to
all causes within 30 days of an inpatient discharge for beneficiaries ages 21 years and older.
Readmissions have been associated with lack of proper discharge planning and poor care
transition. Reducing readmissions may demonstrate improved follow-up and care management of

beneficiaries, leading to improved health outcomes.

AAR’s Improving Anti-Hypertensive Diagnosis and Medication Fills Among Members with Hypertension QIP
measured the percentage of beneficiaries with a diagnosis of hypertension and compared it against
national data to determine if there may be underreporting of the condition. To determine rates of
medication adherence for beneficiaries diagnosed with hypertension, the MCP measured the
percentage of beneficiaries who filled a prescription for their hypertensive medications.
Hypertension is a risk factor for heart disease and stroke. Both the identification of high blood
pressure and the management of the condition are important to prevent more serious

complications.
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Quality Improvement Project Validation Findings

Table 4.2 summarizes the QIP validation results and status across Centers for Medicare &

Medicaid Services (CMS) protocol activities during the review period.

Table 4.2—Quality Improvement Project Validation Activity
AAH—Alameda County
July 1, 2014, through June 30, 2015

Percentage @ Percentage
Score of Score of Overall

Name of Project/Study SVEUTE o]y Critical Validation
Elements Elements Status*
Met? Met?®

Statewide Collaborative QIP
A |
All-Cause Readmissions nn.ua. 81% 86% Partially Met
Submission
Internal QIPs
Improving Anti-Hypertensive Diagnosis and Annual
Medication Fills Among Members with . 64% 71% Not Met
. Submission
Hypertension

1Type of Review—Designates the QIP review as a proposal, annual submission, or resubmission. A resubmission means the MCP
was required to resubmit the QIP with updated documentation because it did not meet HSAG's validation criteria to receive an
overall Met validation status.

2Percentage Score of Evaluation Elements Met—The percentage score is calculated by dividing the total elements Met (critical and
noncritical) by the sum of the total elements of all categories (Met, Partially Met, and Not Met).

3 Percentage Score of Critical Elements Met—The percentage score of critical elements Met is calculated by dividing the total critical
elements Met by the sum of the critical elements Met, Partially Met, and Not Met.

4Overall Validation Status—Populated from the QIP Validation Tool and based on the percentage scores and whether critical
elements were Met, Partially Met, or Not Met.

Validation results during the review period of July 1, 2014, through June 30, 2015, showed that
AAH’s annual submission of its A/-Cause Readmissions QIP received a Partially Met validation
status. Additionally, the Improving Anti-Hypertensive Diagnosis and Medication Fills Among Members with
Hypertension QIP received a Noz Met validation status. Starting July 1, 2014, DHCS required each
MCP with a QIP that did not achieve a Mes validation status on the annual submission to submit a
PDSA cycle related to that QIP topic rather than resubmitting the QIP for validation. As a result,
AAH conducted PDSA cycles for the A/-Caunse Readmissions and Improving Anti-Hypertensive
Diagnosis and Medication Fills Among Members with Hypertension QIPs.

Table 4.3 summarizes the aggregated validation results for AAH’s QIPs across CMS protocol

activities during the review period.
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Table 4.3—Quality Improvement Project Average Rates*
AAH—Alameda County
(Number =2 QIP Submissions, 2 QIP Topics)
July 1, 2014, through June 30, 2015

QIP Study » Partially
Activity Met
Stages Elements Elements
Elements
I: Appropriate Study Topic 100% 0% 0%
I: CIearIY Defined, Answerable Study 100% 0% 0%
Question(s)
Desi lll: Clearly Defined Study Indicator(s) 100% 0% 0%
esign
IV: Correctly Identified Study Population 100% 0% 0%
V: Valid Sampling Techniques (if sampling is NA NA NA
used)
VI: Accurate/Complete Data Collection 100% 0% 0%
Design Total 100% 0% 0%
VII: Sufficient D.ata Analysis and 69% 25% 6%
Implementation Interpretation
VIII: Appropriate Improvement Strategies 50% 0% 50%
Implementation Total** 63% 17% 21%
IX: Real Improvement Achieved** 25% 38% 38%
Outcomes - -
X: Sustained Improvement Achieved 100% 0% 0%
Outcomes Total** 33% 33% 33%

* The activity average rate represents the average percentage of applicable elements with a Met, Partially Met, or Not Met finding
across all the evaluation elements for a particular activity.

** The stage and/or activity totals may not equal 100 percent due to rounding.

HSAG validated Activities I through IX for AAH’s A//-Cause Readmissions QIP annual submission
and Activities I through X for the MCP’s Improving Anti-Hypertensive Diagnosis and Medication Fills
Among Members with Hypertension QIP annual submission.

AAH demonstrated a strong application of the Design stage, meeting 100 percent of the
requirements for all applicable evaluation elements within the study stage for both QIPs.
However, the MCP struggled with its application of the Implementation stage for both QIPs,
meeting 63 percent of the requirements for all applicable evaluation elements within the study
stage. The QIP received a lower score for Activity VII because for the A/-Cause Readmissions QIP,
AAH did not provide a readmissions rate that matched the audited rate reported to DHCS and did
not interpret the extent to which the study was successful. Additionally, for the Improving
Anti-Hypertensive Diagnosis and Medication Fills Among Members with Hypertension QIP, the MCP
misinterpreted the findings of the study, as well as miscalculated the study indicator rate and
statistical significance. The MCP did not meet any of the requirements for the applicable
evaluation elements for Activity VIII for the Improving Anti-Hypertensive Diagnosis and Medication Fills
Among Members with Hypertension QIP.
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Both QIPs progressed to the Outcomes stage during the reporting period. However, the A/-Cause
Readmissions QIP did not improve at Remeasurement 1. Instead, the readmissions rate increased
significantly from baseline to Remeasurement 1. For the Improving Anti-Hypertensive Diagnosis and
Medication Fills Among Members with Hypertension QIP, the rate for one of the two study indicators
declined for the second consecutive year. In this year’s annual submission, AAH changed the
Remeasurement 1 rate for the second study indicator because the MCP discovered that an
incorrect rate was reported in the 2013—-14 QIP submission. Once the rate was corrected, the
study indicator achieved statistically significant improvement at Remeasurement 1 and sustained
the improvement at Remeasurement 2.

Quality Improvement Project Outcomes and Interventions

Table 4.4 summarizes QIP study indicator results and displays whether statistically significant
improvement was achieved over baseline and whether sustained improvement was achieved (i.e.,
the statistically significant improvement was maintained or improved for at least one subsequent
measurement period).

Table 4.4—Quality Improvement Project Outcomes for AAH—Alameda County
July 1, 2014, through June 30, 2015

‘ QIP #1—All-Cause Readmissions

Study Indicator: The percentage of acute inpatient stays during the measurement year that was followed by an
acute readmission for any diagnosis within 30 days, for members 21 years of age and older”?

Baseline Period Remeasurement 1 Remeasurement 2 Sustained Imorovement®
1/1/12-12/31/12 1/1/13-12/31/13 1/1/14-12/31/14 P
14.7% 17.4%** ¥ ¥

Study Indicator 1: The percentage of members 18-85 years of age continuously enrolled as of December 31 of
each measurement year, with a diagnosis of hypertension in the first 6 months of the measurement year who
filled at least one anti-hypertensive medication

Baseline Period Remeasurement 1 Remeasurement 2 Sustained Improvement*
1/1/11-12/31/11 1/1/12-12/31/12 1/1/13-12/31/13 ustained Improveme
65.6% 64.0% 61.8% 1

Study Indicator 2: The percentage of members 18-85 years of age continuously enrolled as of December 31 of
each measurement year, with a diagnosis of hypertension in the first 6 months of the measurement year and
taking at least 1, 2, or 3 anti-hypertensive medications who had a fill rate of at least 40% during the
measurement year

Baseline Period Remeasurement 1 Remeasurement 2 Sustained Improvement®
1/1/11-12/31/11 1/1/12-12/31/12 1/1/13-12/31/13 P
53.9% 65.6%* 68.6% Yes

AA lower percentage indicates better performance.

¥ Sustained improvement is defined as statistically significant improvement in performance over baseline that is maintained or
increased for at least one subsequent measurement period.

* Statistically significant improvement from the baseline period (p value < 0.05).

** A statistically significant difference between the measurement period and prior measurement period (p value < 0.05).

¥ The QIP did not progress to this phase during the review period and therefore could not be assessed.
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All-Cause Readmissions

AAH’s goal for the A/-Cause Readmissions QIP was to reduce the readmission rate by 5 percent
from baseline to Remeasurement 1. Unfortunately, the MCP was unable to meet the project’s goal.
A review of AAH’s QIP Summary Form and QIP Validation Tool revealed the following:

¢ The Remeasurement 1 readmissions rate in the QIP Summary Form did not match the audited
rate reported to DHCS.

¢ AAH did not document the extent to which the study was successful in the QIP Summary

Form.

¢ Although the interventions were not successful at improving the QIP outcomes, the following is
a brief description of the interventions AAH indicated it planned to implement during the

Remeasurement 1 time period:

= Conduct in-home visits with Medi-Cal beneficiaries discharged from the hospital. The visit
includes collecting past medical and family history information, conducting medication
review, assessing functional status, and addressing beneficiaries’ needs (care coordination

referrals, test orders, etc.).

= Continue to work with providers to obtain timely, accurate, and complete encounter files

and claims.

Improving Anti-Hypertensive Medication Fills Among Members with Hypertension

AAH’s objective for the Improving Anti-Hypertensive Medication Fills Among Members with Hypertension
QIP was to achieve a 5 percent improvement for each indicator every year. From baseline to
Remeasurement 2, this QIP did not achieve the MCP’s objective for either study indicator. The rates
for Study Indicator 1 decreased from baseline to Remeasurement 1 and from Remeasurement 1 to
Remeasurement 2. For Study Indicator 2, AAH indicated that the Remeasurement 1 rate was
incorrectly reported in the 2013—14 QIP submission due to applying a past methodology which
undercounted the number of prescriptions filled. Once the rate was corrected, the rate for Study
Indicator 2 achieved statistically significant improvement at Remeasurement 1 and sustained the
improvement at Remeasurement 2. A review of the MCP’s QIP Summary Form and QIP Validation

Tool revealed the following:
¢ AAH did not provide its causal/bartier analysis for Remeasurement 2.

¢ It was not clear which interventions were new, which were continued, and which were
abandoned since AAH did not document the month and year each intervention was

implemented and the status of each intervention during Remeasurement 2.

¢ AAH did not provide an evaluation of individual interventions to determine which interventions

were successful at impacting the study indicator rates.
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Plan-Do-Study-Act Review

Since neither QIP achieved a Me# validation status on the annual submission, the MCP was

required to conduct a PDSA cycle for each QIP topic.

All-Cause Readmissions

For the A/-Cause Readmissions PDSA cycle, AAH set the SMART (Specific, Measurable, Achievable,

Relevant, Time-bound) Objective as follows:

By March 31, 2015, reduce A/-Canse Readmissions rates as a result of the Transition
of Care (TOC) team successfully contacting at least 75 percent of beneficiaries
recently discharged from an acute hospital and at risk for readmission. The priority
barrier addressed by this objective is a beneficiary’s inability to self-manage his or

her health care.

The purpose of the A/-Cause Readmissions PDSA cycle was to test the success of the TOC team’s
post-discharge outreach calls connecting with beneficiaries, while keeping the existing processes

the same.

AAH completed the A/-Cause Readmissions PDSA cycle and reported an overall post-discharge call
success rate of 27 percent. While the MCP did not meet the goal of 75 percent, the MCP
determined that the readmissions rate was lower for beneficiaries who received an outreach call
compared to those who did not. For beneficiaries who were reached, the readmissions rate was
19.2 percent and for beneficiaries who could not be reached, the readmissions rate was 34.3
percent. Thus, AAH adopted the change and planned to continue to work toward achieving the

goal of a 75 percent successful call rate.

Anti-Hypertensive Medication Fills Among Members with Hypertension

For the Anti-Hypertensive Medication Fills Among Members with Hypertension PDSA cycle, AAH set the
SMART Objective as follows:

By March 31, 2015, the targeted prescribers will increase by 10 percent their anti-
hypertensive 40 percent or higher fill rates.

The purpose of the Anti-Hypertensive Medication Fills Among Members with Hypertension PDSA cycle
was to test whether or not the medical director’s call to the top five providers with the most
beneficiary medication fill rates below 40 percent increased medication fill rates of 40 percent or

higher by 10 percent.
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AAH completed the An#-Hypertensive Medication Fills Among Members with Hypertension PDSA cycle
and concluded that the change did not produce any notable outcomes in the short measurement
period of the PDSA cycle. AAH provided the medication possession ratio (MPR) for eligible
beneficiaries with hypertension with one or more prescribers for less than six months. The result
for January 2014 to November 2014 was 78.9 percent, and the result for January 2015 to March
2015 was 78.2 percent. Before deciding to adopt or adapt the change, AAH planned to conduct
another cycle of calls to the top five prescribers and analyze 90-day MPR results to see if the rates

were impacted.

Strengths

AAH demonstrated an excellent application of the QIP Design stage, meeting all requirements for
all applicable evaluation elements within the study stage for both the .4/-Cause Readmissions and
Aunti-Hypertensive Medication Fills Among Members with Hypertension QIPs. The Anti-Hypertensive
Medication Fills Among Members with Hypertension QIP achieved statistically significant and sustained

improvement for one of the two study indicators.

Opportunities for Improvement

Although the A/-Canse Readmissions PDSA cycle did not achieve its goal, AAH determined that the
readmissions rate was lower for beneficiaries who received an outreach call compared to those
who did not. Thus, AAH should follow the documented plans to adopt the change to reach more
beneficiaries through outreach calls. Additionally, for the Anti-Hypertensive Medication Fills Among
Members with Hypertension PDSA cycle, AAH should continue to test the calls and examine
medication fill percentages for the top five providers with the most beneficiaries with rates below
40 percent. If the calls are not effective, the MCP should identify potential modifications and test

again, or abandon the change and identify a new change that can be tested.
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5. ENCOUNTER DATA VALIDATION
for Alameda Alliance for Health

SFY 2013-14 Encounter Data Validation Study—Medical Record
Review

AAH’s state fiscal year (SFY) 2013—14 MCP-specific encounter data validation report contains
HSAG’s detailed findings and recommendations from the encounter data validation (EDV) study,
which consisted of medical record review. A brief summary of HSAG’s findings and
recommendations is included below. Additionally, HSAG provides a list of limitations associated
with the EDV study.

For each study indicator, HSAG used the following schema to assign a percentile ranking to show
the performance among all MCPs with reportable rates. The 10th, 25th, 75th, and 90th percentiles
were calculated based on MCPs’ rates using the UNIVARIATE procedure in SAS. Although 24
MCPs were evaluated in the EDV study, the number of rates used to derive the percentiles may be
less than 24 because MCPs with a rate of “NA” were not included in the percentile calculation

(refer to Table 5.1 for the number of rates included for each study indicator).

Table 5.1—Criteria for Percentile Ranking

Percentile
Ranking

Study Indicator Criteria

Rate below the 10th percentile among all MCPs with

reportable rates

10th—25t _ Rate at or above the 10th percentile but below the 25th
Medical record percentile among all MCPs with reportable rates

25th—75t plrocuretment, Rate at or above the 25th percentile but below the 75th
element accuracy, percentile among all MCPs with reportable rates

or all-element -
75th—90th accuracy Rate at or above the 75th per_centlle but below the 90th
percentile among all MCPs with reportable rates

<10t

Rate at or above the 90th percentile among all MCPs with

290
reportable rates
NA No percentile ranking due to small denominator (i.e., <30)
<10th Rate above the 90th percentile among all MCPs with
reportable rates
10th—25th Rate at or below the 90th percentile but above the 75th

percentile among all MCPs with reportable rates

Rate at or below the 75th percentile but above the 25th
percentile among all MCPs with reportable rates

Rate at or below the 25th percentile but above the 10th
percentile among all MCPs with reportable rates

Medical record
25th-75t omission or

encounter data
75th—-90t" omission

Rate at or below the 10th percentile among all MCPs with

290"
reportable rates
NA No percentile ranking due to small denominator (i.e., <30)
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For the medical record omission and encounter data omission rates, lower rates represent better
performance. Therefore, the percentile ranking criteria are different from those for the element
accuracy and all-element accuracy rates (i.e., the percentiles were reversed when assigning
percentile ranking so that “=90th” always represents the top 10 percent performance among the
MCPs with reportable rates). Table 5.2 contains the values for the 10th, 25th, 75th, and 90th
percentiles for each study indicator listed in this report. Due to the skewed distribution of results
for certain indicators, the percentile ranking notation may differ slightly from the percentile
rankings noted in Table 5.1; i.e., 0-=25th, >25th—<75th, and =75th.

Table 5.2—Percentiles for Study Indicators

Number of
Study Indicator Data Element lg/lecé)Fc))srtgg)tlz
Rates
xz‘::issli;icord - 24 67.9% 72.6% 87.2% 95.9%
Date of Service 24 11.8% 17.9% 26.6% 33.0%
Diagnosis Code 24 16.3% 25.9% 32.9% 40.7%
Medical record Procedure Code 24 21.0% 31.2% 43.8% 61.3%
omission Procedure Code Modifier 21 29.1% 47.6% 69.4% 71.9%
Rendering Provider Name 13 11.0% 19.2% 32.9% 62.5%
Billing Provider Name 24 19.6% 27.8% 34.2% 46.8%
Date of Service 24 1.9% 6.9% 12.0% 17.1%
Diagnosis Code 24 25.1% 28.9% 39.7% 44.4%
Encounter data Procedure Code 24 12.0% 16.3% 27.7% 33.5%
omission Procedure Code Modifier 17 24.0% 28.3% 52.4% 74.7%
Rendering Provider Name 24 22.6% 38.0% 100.0% 100.0%
Billing Provider Name 24 2.1% 5.1% 12.1% 18.2%
Diagnosis Code 24 74.6% 81.8% 87.6% 90.7%
Procedure Code 24 61.3% 70.9% 85.6% 90.8%
Element accuracy Procedure Code Modifier 11 94.4% 95.8% 100.0% 100.0%
Rendering Provider Name 11 49.3% 57.4% 86.9% 95.6%
Billing Provider Name 24 52.6% 65.1% 79.2% 88.1%
All-element accuracy - 24 0.0% 0.0% 7.5% 18.3%

Note: For the medical record omission and encounter data omission rates, lower rates represent higher performance.
In addition, HSAG displayed “—“ when the data element was not applicable to a study indicator.
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Medical Record Review Findings
Encounter Data Completeness

Table 5.3 displays the medical record and encounter data omission rates for each key data element

for AAH. For both indicators, lower rates indicate better performance.

Table 5.3—Encounter Data Completeness Summary for AAH

Medical Record Omission Rate Encounter Data Omission Rate

Key Data Elements MCP Statewide Ps;zi?r:ge MCP Statewide Ps;z?(?rziglge
Date of Service 18.3% 26.3% 25th-75th 4.4% 9.2% 75th-90th
Diagnosis Code 30.6% 31.6% 25th-75th 26.5% 34.6% 75th-90th
Procedure Code 46.3% 43.8% 10th-25th 15.1% 22.5% 75th-90th
Procedure Code Modifier 72.3% 58.5% <10th 55.2% 46.0% 10th-25th
Rendering Provider Name 19.5% 25.0% 25th-75th 30.6% 68.1% 75th-90th
Billing Provider Name 28.2% 35.0% 25th-75th 4.8% 8.6% 75th—90th

Opverall, the medical record omission rates for AAH ranged from 18.3 percent (Date of Service) to
72.3 percent (Procedure Code Modifier). Four of AAH’s medical record omission rates were slightly
better than the respective statewide rates, and the remaining two rates were worse than the
statewide rates by 2.5 and 13.8 percentage points for the Procedure Code and Procedure Code Modifier,
respectively. When compared to other MCPs’ performance, AAH received a percentile ranking of
“25th-75th” for four of the six medical record omission rates, “10th-25th” for one rate, and
“<10th” for another rate. These findings suggest a somewhat average to low level of completeness

among key encounter data elements when compared to beneficiaries” medical records.

As determined during this review, the most common reasons for medical record omissions were:

¢ The medical record could not be located.

¢ The provider did not document the services performed in the medical record despite
submitting a claim/encountet.

¢ A data entry error occurred for one or more elements (e.g., Date of Service).

¢ The provider did not perform the service.

¢ Due to inclusion of the adjudication history, the DHCS encounter data for AAH contained
additional services which should not have been included for comparison with the medical records.

¢  Billing provider names are generally not part of the information included in medical records.

For encounter data omissions, AAH’s rates varied from 4.4 percent (Date of Service) to 55.2 percent
(Procedure Code Modifier). Five of AAH’s encounter data omission rates were better than the

respective statewide rates, and the Rendering Provider Name encounter omission rate was better than
the statewide rates by 37.5 percentage points. However, AAH performed worse than the statewide
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encounter data omission rate by 9.2 percentage points for the Procedure Code Modifier data element.
An opportunity exists for AAH to improve the electronic encounter data completeness by
increasing the percentage of key data elements aligning with medical record information.

The most common reasons for encounter data omissions were:

¢ The provider’s billing office made a coding error.

¢ DHCS’s encounter data system contained certain restrictions related to encounter submission
requirements that affected the processing of some encounters (e.g., number of diagnosis or
procedure code modifier fields, DHCS only kept the most current year of provider data from
the MCPs).

¢ A deficiency occurred in AAH’s encounter data submission process, or a deficiency occurred in
the resubmission of denied or rejected encounters to DHCS.

¢ The provider submitted the non-standard codes instead of the standard procedure codes or
procedure code modifiers.

¢ Alag occurred between the provider’s performance of the service and submission of the
encounter to AAH (and/or the data subsequently being submitted to DHCS).

¢ AAH populated an invalid rendering provider identification number when submitting
encounter data to DHCS; or the provider files AAH submitted to DHCS were not complete or

accurate.

Encounter Data Accuracy

Table 5.4 displays the element accuracy rates for each key data element and the all-element
accuracy rate for AAH. For both indicators, higher rates indicate better performance.

Table 5.4—Encounter Data Accuracy Summary for AAH

Key Data Elements MCP Statewide Percentlle Main Error Type
Ranking
Diagnosis Code 70.2% 83.6% <10th Inaccurate Code (71.5%)

Lower Level of Services in
Procedure Code 67.7% 77.6% 10th-25th Medical Records (63.7%);
Inaccurate Code (20.8%)

Procedure Code Modifier NA 99.5% NA —
Rendering Provider Name 52.0% 63.0% 10th-25th Incorrect Names (57.9%)
Billing Provider Name 65.5% 68.6% 25th-75th Incorrect Names (100%)
All-Element Accuracy 4.0% 4.3% >25th—<75th =

Note: HSAG displayed “NA” when the denominator was less than 30. HSAG displayed ”—* when the error type
analysis was not applicable to a data element.

In general, when key data elements were present in the DHCS data system and the medical
records, and evaluated separately for the individual data elements, the key data elements were

found to be of less than average accuracy for AAH, with all four reported element accuracy rates
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lower than the respective statewide rates and one of those rates (Billing Provider Name)
approximately equal to the statewide rate. The Diagnosis Code data element received a percentile
ranking of “<10th,” with the majority of the diagnosis-related errors involving discrepancies in the
use of inaccurate codes compared to national coding standards rather than specificity errors. For
the Procedure Code data element, 63.7 percent of errors were associated with higher-level procedure
codes in the DHCS encounter data than were documented in the beneficiaries’ medical records
(i.e., the procedure code was considered in error due to a lower level of service documented in the
medical record), and 20.8 percent of unmatched procedure codes were associated with the use of
inaccurate codes, wherein the reported codes were not supported by national coding standards. All
billing provider name errors were associated with name discrepancies between the medical record

and the DHCS data system rather than illegible names in medical records.

Although AAH’s all-element accuracy rate was slightly lower than the statewide rate, only 4.0
percent of the dates of service present in both data sources accurately represented all five data
elements (i.e., Dzagnosis Code, Procedure Code, Procedure Code Modifier, Rendering Provider Name, and
Billing Provider Name) when compared to beneficiaries’ medical records. The overall accuracy
findings indicated at least one inaccurate data element for 96 percent of the dates of service
reviewed in this study. While all five key data elements contributed to AAH’s relatively low all-

element accuracy rate, the Procedure Code Modifier data element contributed the least.

Medical Record Review Recommendations

Based on the study findings for AAH, HSAG recommends the following:

¢ Accurate rendering provider information in the DHCS data system is crucial to locating
medical records for future medical record review activities. Therefore, AAH should consider

the following actions:

Submit complete and accurate rendering provider identification numbers in the encounter
data to DHCS.

Submit complete and accurate provider data to DHCS so that DHCS can find the correct
rendering provider names and contact information by linking the rendering provider
identification numbers between the encounter data and provider data. For example, all
rendering provider identification numbers in the encounter data should exist in the provider
data submitted to DHCS and should represent the rendering providers, not the billing

providers.

¢ Currently DHCS is transitioning from its current encounter data system to a new Post
Adjudicated Claims and Encounters System (PACES), and the new PACES will have the
capacity to accept more than two diagnosis code fields and more than one procedure code
modifier field. AAH should ensure that the additional diagnosis codes and procedure code
modifiers are submitted to DHCS after the system transition.
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AAH should avoid using local procedure codes or local procedure code modifiers for the

encounter data submitted to DHCS.

AAH should investigate the reasons for the relatively high medical record omission rates for the

Procedure Code and Procedure Code Modifier data elements and develop strategies to improve rates.

AAH should explore the reasons for the relatively high encounter data omission rates for the

Procedure Code Modifier data elements and take actions to improve rates.

AAH should investigate the reasons for the relatively low element accuracy rates for the
Rendering Provider Namse, Diagnosis Code, and Procedure Code data elements and take actions to

improve rates.

AAH should consider developing periodic provider education and training regarding encounter
data submissions, medical record documentation, and coding practices. These activities should
include a review of both State and national coding requirements and standards, especially for

new providers contracted with AAH.

AAH should petform petiodic reviews of claims/encounters submitted by the providers to

verify appropriate coding and completeness to ensure encounter data quality.

Medical Record Review Study Limitations

When evaluating the findings presented in this report, it is important to understand the following

limitations associated with this study:

*

Successful evaluation of beneficiaries’ medical records depends on the ability to locate and
collect complete and accurate medical records. Therefore, validation results could have been
affected by medical records that could not be located (e.g., missing or wrong provider
information resulted in failing to procure the medical records) and medical records that were

incomplete (e.g., missing pages).

Since the study findings relied solely on the documentation contained in beneficiaries’ medical
records, results are dependent on the overall quality of physicians” medical records. For
example, a physician may have performed a service but did not document it in the beneficiary’s
medical record. As such, HSAG would have counted the scenario as a negative finding. This
study was unable to distinguish cases in which a service was not performed versus a service that

was performed but not documented in the medical record.

The findings for the data elements Bi//ing Provider Name and Rendering Provider Name should be
reviewed with caution since rendering provider names and billing provider names are not

generally included or legible in beneficiaries’ medical records.

Certain limitations in the DHCS data warehouse also affected the results. For example, the
DHCS data warehouse only stores two data fields for the diagnosis codes while the medical

records may indicate more than two codes. In addition, the DHCS data warehouse only
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contains the most recent provider data, which may lead to missing rendering provider names
even though the rendering provider identification numbers were submitted in the encounter

data.

¢ The findings from this study are associated with encounters from calendar year 2012 for the
non-SPD population and encounters from the last seven months of calendar year 2012 for the
SPD population; as such, the results may not reflect the current quality of DHCS’s encounter
data.

¢ The findings from this study are associated with physician visits and may not be applicable to

the other claim types.

SFY 2014-15 Encounter Data Validation Study—Assessing the MCP’s
Operational and Infrastructure Changes in Support of DHCS’s
Transition to PACES

AAH’s SFY 2014-15 MCP-specific encounter data validation report contains HSAG’s detailed
findings and recommendations from the EDV study, which assessed the MCP’s operational and
infrastructure changes in support of DHCS’s transition to the Post Adjudicated Claims and
Encounters System (PACES). Based on review of AAH’s Roadmap and questionnaire responses
and supporting documentation, HSAG provided recommendations to DHCS to assist AAH with
improving its encounter data quality. DHCS followed up with AAH regarding the
recommendations and will continue to provide ongoing technical assistance to the MCP to

support continued improvement in encounter data quality.

Alameda Alliance for Health Performance Evaluation Report: July 1, 2014-June 30, 2015 Page B-30
California Department of Health Care Services Health Services Advisory Group, Inc.




6. OVERALL FINDINGS AND RECOMMENDATIONS
for Alameda Alliance for Health

Overall Findings Regarding Health Care Quality, Access, and
Timeliness

HSAG developed a standardized scoring process to evaluate each MCP in the three domains of

care—quality, access, and timeliness.” The scale for each level of performance is shown below:

o 2.5-3.0 = Above Average

¢ 1.5-2.4 = Average

+ 1.0-1.4 = Below Average

The detailed scoring process is outlined below. (Note: When a performance measure or QIP falls

into more than one domain of care, HSAG includes the information related to the performance

measure or QIP under all applicable domains of care).

Performance Measure Rates

Quality Domain

1. To be considered Above Average, the MCP must not have more than two measures below the
MPLs. Also, the MCP must have at least three more measures above the HPLs than it has below
the MPLs.

2. To be considered Average:

¢ If there are two or less measures below the MPLs, the number of measures above the HPLs

minus the number of measures below the MPLs must be less than three.

¢ If there are three or more measures below the MPLs, the number of measures below the

MPLs minus the number of measures above the HPLs must be less than three.

3. To be considered Below Average, the MCP will have three or more measures below the MPLs
than it has above the HPLs.

> The CMS protocols specify that the EQRO must include in its detailed technical report an assessment of each MCP’s
strengths and weaknesses with respect to the quality, timeliness, and access to health care services furnished to
Medicaid recipients. The report must also document procedures used by the EQRO to analyze the data collected, and
describe how the EQRO reached its conclusions regarding the quality, timeliness, and access to care furnished by each
MCP. Additional information on this topic can be found at: http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html.
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Access and Timeliness Domains

1. To be considered Above Average, the MCP must not have more than two measures below the
MPLs. Also, the MCP must have at least two more measures above the HPLs than it has below
the MPLs.

2. To be considered Average:

¢ If there are two or less measures below the MPLs, the number of measures above the HPLs

minus the number of measures below the MPLs must be less than two.

¢ If thetre are three or more measutes below the MPLs, then the number of measures below

the MPLs minus the number of measures above the HPLs must be less than two.

3. To be considered Below Average, the MCP will have two or more measures below the MPLs
than it has above the HPLs.

Quality Improvement Projects

Validation (Table 4.2): For each QIP submission and subsequent resubmission(s), if applicable.

1. Above Average is not applicable.
2. Average = Mez validation status.

3. Below Average = Partially Met or Not Met validation status.

Outcomes (Table 4.4): Activity IX, Element 4—Real Improvement
1. Above Average = All study indicators demonstrated statistically significant improvement.

2. Average = Some, but not all, study indicators demonstrated statistically significant

improvement.

3. Below Average = No study indicators demonstrated statistically significant improvement.

Sustained Improvement (Table 4.4): Activity X—Achieved Sustained Improvement
1. Above Average = All study indicators achieved sustained improvement.
2. Average = Some, but not all, study indicators achieved sustained improvement.

3. Below Average = No study indicators achieved sustained improvement.
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Calculating Final Quality, Access, and Timeliness Scores

For Performance Measure results, the number of measures above the HPLs and below the
MPLs are entered for each applicable domain of care: Quality, Access, and Timeliness (Q, A, T); a
score of 1, 2, or 3 is automatically assigned for each domain of care. (Note: HSAG did not include
the rate for the Annual Monitoring for Patients on Persistent Medications—Digoxin measure when
calculating the Q, A, T scores because of the specification changes NCQA made to this measure
for HEDIS 2015.)

For each QIP, the Validation score (1 or 2), the Outcomes score (1, 2, or 3), and the Sustained
Improvement score (1, 2, or 3) are entered for each applicable domain of care (Q, A, T). The
scores are automatically calculated by adding the scores under each domain of care and dividing by

the number of applicable elements.

The overall Quality score is automatically calculated using a weighted average of the HEDIS
Quality and QIPs’ Quality scores. The overall Access score is automatically calculated using a
weighted average of the HEDIS Access and QIPs’ Access scores. The overall Timeliness score
is automatically calculated using a weighted average of the HEDIS Timeliness and QIPs’

Timeliness scores.

Medical audit/SPD medical survey reviews do not have scores; therefore, they are not used in
calculating the overall Q, A, and T scores. The qualitative evaluation of these activities is coupled
with the objective scoring for performance measures and QIPs to provide an overall designation
of above average, average, and below average for each domain. Additionally, the EDV study
results are an indicator of an MCP’s completeness and accuracy of data reporting to DHCS and
are not a direct indicator of the quality, access, and timeliness of services provided to beneficiaries;

therefore, EDV study results are not included in the overall Q, A, and T scores.

Below, HSAG provides its assessment of AAH’s performance in the three domains of care—

quality, access, and timeliness.

Quality

HSAG reviewed AAH’s Quality Improvement Program Description 2015 document, which
included updates to the work plan, organizational chart, and data collection methods, and a
description of the newly formed Quality Improvement Subcommittee. The MCP appears to have a
quality improvement program structure designed to ensure quality care is provided to its

beneficiaries.
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The rate for the Use of Imaging Studies for Low Back Pain measure, which falls into the quality domain

of care, was above the HPL for the fifth consecutive year.

The rates for the following quality measures improved significantly from RY 2014 to RY 2015:
¢ Childhood Immunization Status—Combination 3
¢ Comprebensive Diabetes Care—HDbATc Testing

¢ Medication Management for People with Asthma— Medication Compliance 75% Total, resulting in the rate
for the measure moving from below the MPL in RY 2014 to above the MPL in RY 2015

¢ Medication Management for People with Asthma—=Nedication Compliance 50% Total, however, the rate

for the measure remained below the MPL for the third consecutive year

In addition to the rate for the Medication Management for People with Asthma—=Medication Compliance

50% Total measure being below the MPL, the rates for the following quality measures were below
the MPLs in RY 2015:

¢ Annnal Monitoring for Patients on Persistent Medications—ACE Inhibitors or ARBs

¢ Annnal Monitoring for Patients on Persistent Medications—Dinretics—the rate for this measure declined
significantly from RY 2014 to RY 2015, resulting in the rate moving from above the MPL in RY
2014 to below the MPL in RY 2015

¢ Cervical Cancer Screening— the rate for this measure declined from RY 2014 to RY 2015, and
although the decline was not statistically significant, the change resulted in the rate moving from
above the MPL in RY 2014 to below the MPL in RY 2015

¢ Comprebensive Diabetes Care—DBlood Pressure Control (<140/90 mm Hg)—the rate for this measure
declined significantly from RY 2014 to RY 2015, resulting in the rate moving from above the
MPL in RY 2014 to below the MPL in RY 2015

¢ Comprebensive Diabetes Care—LEye Exam (Retinal) Performed—the rate for this measure declined
from RY 2014 to RY 2015, and although the decline was not statistically significant, the change
resulted in the rate moving from above the MPL in RY 2014 to below the MPL in RY 2015

¢ Controlling High Blood Pressure
¢ Prenatal and Postpartum Care—Postpartum Care for the third consecutive year
¢ Prenatal and Postpartum Care— Timeliness of Prenatal Care—the rate for this measure declined

significantly from RY 2014 and RY 2015, resulting in the rate remaining below the MPL

In addition to the rates for the Annual Monitoring for Patients on Persistent Medications—Diuretics,
Comprebensive Diabetes Care—DBlood Pressure Control (<140/90 mm Hg), and Prenatal and Postpartum
Care— Timeliness of Care measures declining significantly from RY 2014 to RY 2015, the rates for
the following quality measures declined significantly from RY 2014 to RY 2015:
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¢ Avoidance of Antibiotic Treatment in Adults With Acute Bronchitis

¢ All three Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents

measures

For quality measures stratified by the SPD and non-SPD populations, the SPD rates for the
Annnal Monitoring for Persistent Medications—ACE Inbibitors or ARBs and Diuretics measures were
significantly better than the non-SPD rates. Additionally, the SPD rate for the A/-Cause
Readmissions measure was significantly worse than the non-SPD rate; however, the higher rate of
hospital readmissions for the SPD population is expected based on the greater and often more

complicated health care needs of these beneficiaries.

Both of AAH’s QIPs fell into the quality domain of care, and both progressed to the Outcomes
stage. The Improving Anti-Hypertensive Diagnosis and Medication Fills Members with Hypertension QIP
achieved statistically significant improvement at Remeasurement 1 and sustained the improvement
at Remeasurement 2, suggesting that the implemented interventions were effective at improving
the quality of care being provided to beneficiaries with hypertension. Note: In AAH’s 2013-14
MCP-specific evaluation report, HSAG indicated that the QIP did not show improvement at
Remeasurement 1; however, during the review period for this report, the MCP submitted revised
data which showed that significant improvement had been achieved. AAH’s documentation for
the Anti-Hypertensive Medication Fills Among Members with Hypertension PDSA cycle stated that the
MCP had insufficient time to assess the effectiveness of the calls to the top five prescribers and
planned to conduct another cycle of making the calls to see whether or not the calls make an

impact on the medication fill rates for beneficiaries with hypertension.

The Al-Cause Readmissions QIP did not achieve statistically significant improvement over baseline
at Remeasurement 1. The readmissions rate at Remeasurement 1 was significantly higher than the
baseline rate, meaning that when compared to the baseline rate, significantly more beneficiaries
(ages 21 years and older) were readmitted within 30 days of an inpatient discharge. AAH’s A/-
Canse Readmissions PDSA cycle results showed that beneficiaries who received a post-discharge call
had a lower readmissions rate and the MCP decided to continue making the calls to reduce

readmissions rates.

Overall, AAH showed below-average performance related to the quality domain of care.

Access

AAH’s Quality Improvement Program Description 2015 document includes descriptions of

mechanisms the MCP implements to ensure beneficiary access to needed health care services.
The rates for the following access measures improved significantly from RY 2014 to RY 2015:

¢ Childhood Immunization Status—Combination 3
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¢ Comprebensive Diabetes Care—HDbATc Testing

The rates for the following access measures were below the MPLs:

¢ Cervical Cancer Screening— the rate for this measure declined from RY 2014 to RY 2015, and
although the decline was not statistically significant, the change resulted in the rate moving from
above the MPL in RY 2014 to below the MPL in RY 2015

*  All tour Children and Adolescents’ Access to Primary Care Practitioners measures for the fourth
consecutive year—In addition to the rates being below the MPLs, the rates declined significantly
from RY 2014 to RY 2015

¢ Comprebensive Diabetes Car—LEye Exam (Retinal) Performed—the rate for this measure declined
from RY 2014 to RY 2015, and although the decline was not statistically significant, the change
resulted in the rate moving from above the MPL in RY 2014 to below the MPL in RY 2015

¢ Prenatal and Postpartum Care—Postpartum Care for the third consecutive year

¢ Prenatal and Postpartum Care—Timeliness of Prenatal Care—the rate for this measure declined
significantly from RY 2014 and RY 2015, resulting in the rate remaining below the MPL

Five measures stratified for the SPD and non-SPD populations fall into the access domain of care.
The A/-Cause Readmissions measure is one of the measures, and as stated above, the SPD rate was
significantly worse than the non-SPD rate, which is to be expected. The SPD rate for the Children
and Adolescents’ Access to Primary Care Practitioners—25 Months to 6 Years measure was significantly
better than the non-SPD rate, and the SPD rate for the Children and Adolescents’ Access to Primary
Care Practitioners—12 to 19 Years measure was significantly worse than the non-SPD rate. The
comparatively higher SPD rate for the Children and Adolescents” Access to Primary Care Practitioners—
12 to 19 Years measure may be attributed to older adolescents relying on specialist providers as
their care source, based on complicated health care needs, rather than accessing care from a

primary care practitioner.

Both of AAH’s QIPs fell into the access domain of care and as stated above, both progressed to
the Outcomes stage. Also as stated above, the Improving Anti-Hypertensive Diagnosis and Medication
Fills Among Members with Hypertension QIP achieved statistically significant improvement at
Remeasurement 1 and sustained that improvement at Remeasurement 2. The improvement
suggests that the implemented interventions were effective at improving access to care for
beneficiaries with hypertension. Finally, as indicated above, AAH stated that during the PDSA
cycle, the MCP had insufficient time to assess the effectiveness of the calls to the top five
prescribers and planned to conduct another cycle of making the calls to see whether or not the

calls make an impact on the medication fill rates for beneficiaries with hypertension.
As stated above, the A/-Cause Readmissions QIP did not achieve statistically significant

improvement over baseline at Remeasurement 1, and the readmissions rate at Remeasurement 1
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was significantly higher than the baseline rate, meaning that when compared to the baseline rate,
significantly more beneficiaries (ages 21 years and older) were readmitted within 30 days of an
inpatient discharge. Also as indicated above, AAH’s .A/-Cause Readmissions PDSA cycle results
showed that beneficiaries who received a post-discharge call had a lower readmissions rate and the

MCP decided to continue making the calls to reduce readmissions rates.

Overall, AAH showed below-average performance related to the access domain of care.

Timeliness

AAH’s Quality Improvement Program Description 2015 provides a brief summary of the MCP’s
utilization management staff and its responsibilities. AAH’s 2014 quality improvement program
evaluation document indicates that the MCP delegates the utilization management function and

that all delegates achieved 100 percent compliance.

The rate for the Childhood Immunization Status—~Combination 3 measure, which falls into the
timeliness domain of care, improved significantly from RY 2014 to RY 2015. The rates for both
Prenatal and Postpartum Care measures, which also fall into the timeliness domain of care, were
below the MPLs, and the Postpartum Care measure rate was below the MPL for the third
consecutive year. Additionally, the rate for the Timeliness of Prenatal Care measure declined
significantly from RY 2014 to RY 2015.

Overall, AAH showed average performance related to the timeliness domain of care (based on the

standardized scoring for the timeliness domain).

Follow-Up on Prior Year Recommendations

DHCS provided each MCP an opportunity to outline actions taken to address recommendations
made in the 2013—-14 MCP-specific evaluation report. Table 6.1 provides external quality review
recommendations from the July 1, 2013, through June 30, 2014, Performance Evaluation Report,
along with AAH’s self-reported actions taken through June 30, 2015, that address the
recommendations. Please note that HSAG made minimal edits to Table 6.1 to preserve the

accuracy of the MCP’s self-reported actions.
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Table 6.1—AAH’s Self-Reported Follow-Up on External Quality Review Recommendations from
the July 1, 2013—-June 30, 2014, Performance Evaluation Report

Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

2013-14 External Quality Review

Recommendation Directed to AAH

1. Fully resolve the two deficiencies in the Deficiency 1 ,as described in the CAP closed letter dated 10/1/2014,
area of Access and Availability from the was that the plan’s online and printed directory did not include the
SPD medical survey. level of access results for each provider’s address. The plan-proposed

action to address this deficiency was accepted and the finding was

closed. However, the correction of this deficiency in the online and
printed directory was not scheduled to take place until December

2014. DHCS indicated that this correction would be verified in a

subsequent audit. The updates to both the online and printed

directories occurred and were approved by DHCS. See the attached

DHCS emails from April and July 2015. Also attached are sample pages

from the provider directory displaying level of access indicators.

Deficiency 2, as described in the CAP close letter dated 10/1/2014,
pertained to the appointment availability provider survey questions
used by the plan. The plan’s corrective action was accepted. However,
the plan was instructed to submit its P&P with a target/goal regarding
the monitoring of the availability of appointments within its provider
network. Attached to this submission is an updated P&P titled: MED-
QM-0024 Provider Access and Availability Survey. The Alliance
recently joined the ICE [Industry Collaboration Effort] DMHC
[Department of Managed Health Care] Access Regulations
Appointment Availability Survey Single-Vendor Initiative. The Provider
Access and Availability Survey will be completed and results provided
to the Alliance and other Medi-Cal health plans participating in this
initiative.

2. Ensure that the actions the MCP has Prior Authorizations (PA) Pharmacists at Alameda Alliance work
taken to address the deficiency identified | closely to create member denial letters in an accurate and member -
during the DMHC routine medical survey | friendly manner. We have developed the denial language matrices

in the area of Prescription (RX) Drug that are being updated and edited continuously. See document, AAH

Coverage meet DMHC’s requirements. Medi-Cal Rationales, which includes the template language matrices
coded in the PA system. Latest change to this document was made in
May, 2015.

We have drug-specific denial reasons for more complex criteria, such
as entecavir (treatment for Hepatitis B). See document, Medical
Necessary Rationale, which includes drug-specific denial reasons. This
was last updated in June 2015.

Before sending the letters, PA Pharmacists review each other’s denial
language when appropriate denial matrix is not available. The
Pharmacy Director reviews more complicated denial cases to ensure
the denial reasons are member friendly.

Denial letters are audited throughout the year. In May 2015, a sample
of 10 denial files were reviewed for the elements:
1. Turnaround time (TAT) has been met, and

2. Member denial letter has a complete and member friendly
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Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

denial reason.

We have looked at 10 denied cases. All 10 cases met the TAT. Two (2)
out of 10 cases had issues with the denial reason. One case had a
syntax error and the other case involved using acronyms and medical
terminology that the members might not understand. Please see
Pharmacy PA Denial Language Review 2015 log for details on each
case.

Since the MCP had 10 measures with
rates below the MPLs and nine measures
with rates that were significantly worse in
2014 when compared to 2013, work with
DHCS to identify priority areas for
improvement and focus efforts on the
priority areas rather than attempting to
improve performance on all measures at
once. AAH may want to focus efforts on
the following measures first since the
MCP is required to submit IPs for each of
them in 2014:

a. Annual Monitoring for Patients on
Persistent Medications—ACE Inhibitors
or ARBs —MPM-ACE/ARB

b. Controlling High Blood Pressure - CBP

c. Both Medication Management for
People with Asthma measures -MMA-
50% & 75%

d. Both Prenatal and Postpartum Care
measures - PPC-Prenatal & Postpartum

The Alliance initiated Improvement Plans (IP) for the four (4) 2014
(RY) HEDIS measures below the Minimum Performance Level (MPL)
according to DHCS email guidance received 7/1/2014. The IP for PPC-
Postpartum visits was continued from the 2013 (RY) HEDIS cycle. On
8/18/2014, the Alliance received DHCS notice of the plan’s IP
prioritization and Plan-Do-Study-Act (PSDA) submission timeline for 4
IPs. Listed below are descriptions of each IP and their PDSA
submissions, the activities for each, and any results:

a. MPM-ACE/ARB

A PDSA Worksheet for the MPM-ACE/ARB HEDIS measure was
submitted 10/1/2014, as scheduled. Activities implemented for this IP
included:

= On 10/6/2014, the Alliance emailed plan providers a Provider Tip
Sheet that addressed changes in the HEDIS 2015 MPM measure
as well as the purpose for monitoring members on these
medications.

= In the winter of 2014, a Provider Bulletin was sent to providers
outlining the plan’s HEDIS improvement strategies.

=  The spring 2015 edition of the members “Alliance Alert”
newsletter included an article highlighting the importance of
taking medications as prescribed, communicating with providers
regarding missed doses, side effects, and any questions they
might have before starting a new medication.

A DHCS-MMCD [Medi-Cal Managed Care Division] evaluation was not
received for this PDSA.

The IP for the MPM ACE/ARB measure was removed from the
Alliance’s IP requirements during a DHCS/HSAG technical assistance
call with the plan on November 20, 2014.

b. CBP

A PDSA Worksheet for the CBP measures was submitted on
10/2/2014, as directed. Activities implemented for this IP included:

Provider Outreach:

= On 10/6/14, the Alliance emailed a Provider Tip Sheet that
addressed changes in the HEDIS 2015 CBP measure to Alliance
Provider; tips for encouraging best practices were also sent.

= In winter 2014, a Provider Bulletin was emailed/faxed providers
outlining our HEDIS improvement strategies.
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Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

Member outreach:

= |nfall 2014, the Alliance identified members with uncontrolled
Hypertension who were either noncompliant in taking their
medications or who were never prescribed medications for their
diagnosis.

=  Members who did not retrieve their medications from pharmacy
were sent an IVR reminder call.

= In 2014, members were offered an option for a 90-day supply for
maintenance medications.

DHCS-MMCD notified the Alliance in November 2014 that the CBP IP
would be combined with the plan’s Quality Improvement Project (QIP)
titled “Improving Anti-hypertensive Medication Fills Among
Beneficiaries with Hypertension. “ The QIP’s most recent annual
submission occurred on 8/27/2014.

Intervention activities for the Anti-hypertensive QIP that were
continued in 2014 included:

2013-14 External Quality Review

Recommendation Directed to AAH

=  Posting information about the Controlling High Blood Pressure
measure for HEDIS on the Alliance website and as part of training
packets for Provider Services to distribute to providers during
provider office visits.

=  Hypertension clinical practice guidelines were reviewed and
approved by the Health Care Quality Committee (HCQC) and
posted on the Alliance website for providers.

=  Provider Services quarterly visits to providers included a HEDIS
handout with the Controlling High Blood Pressure measure.

= A Health Educator was hired to assist with health education
activities.

= A Clinical Pharmacist was hired to assist with quality
improvement activities.

= A Quality Analyst was hired to assist with quality improvement
project analysis.

=  Provided targeted outreach through Case Management and
Disease Management; members were also sent reminder letters
and tools that empower members to take their medication
correctly.

A PDSA Worksheet for the now combined Anti-hypertensive QIP and
CBP IP was submitted 12/9/2014, as scheduled. A corrected PDSA
Worksheet was submitted 12/24/2014. DHCS-MCMC feedback on the
12/24/2014 PDSA Worksheet rated the submission as acceptable.

New activities implemented included:
By 12/9/2014:

=  Pharmacy Department staff obtained a member anti-
hypertensive fill rate report.

= Quality Department staff sorted the above report.

By 12/31/2014:

= Quality, Health Education, Communications and Network

Alameda Alliance for Health Performance Evaluation Report: July 1, 2014-June 30, 2015 Page B-40
California Department of Health Care Services Health Services Advisory Group, Inc.




OVERALL FINDINGS AND RECOMMENDATIONS

Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

2013-14 External Quality Review

Recommendation Directed to AAH

Management staff developed:

0 A provider message to accompany the member list, and

0 Talking points for the Medical Director call to top 5 providers
with the most member anti-hypertensive medication fill rates
below 40%.

=  Network Management staff distributed member anti-hypertensive
medication fill rate lists via email to the prescribing provider.

By 1/31/2015:

=  Plan Medical Directors called* the above top 5 providers and
deliver[ed] “talking point” message.

* Medical Director calls to the 5 providers occurred March 3—6, 2015.
Provider response to the calls was positive.

By 3/31/2014:

2,048 Members with a diagnosis of hypertensive and an anti-
hypertensive medication prescription were sent an IVR medication
reminder call. The IVR call completion rate was 80.6%.

A PDSA Worksheet for the now combined Anti-hypertensive QIP and
CBP IP was submitted 4/30/2015, as scheduled. No new activities
were implemented.

c. MMA

An HSAG Improvement Plan for the MMA measures was submitted on
11/2/2014, as directed. Intervention activities reported in this PDSA
included:

=  On 10/6/14, the Alliance emailed network providers a Provider
Tip Sheet that addressed changes in the HEDIS 2015 MMA
measure as well as tips for encouraging best practices.

=  The Provider Services quarterly site visits were modified to
include sharing current HEDIS practice measures, including MMA
strategies.

= |n winter of 2014, a Provider Bulletin was emailed/faxed [to]
providers outlining our HEDIS improvement strategies.

= In October 2014, a Provider Tip Sheet was emailed to plan
providers outlining HEDIS measures below MPL with
guidelines/tips.

=  The Quality Department staff collaborates with the Analytics
Department to identify member Asthma and MMA utilization
trends.

= Inthe fall of 2014, members with persistent asthma who were
not compliant with their controller medication 25% of the time
and 75% of the time were identified:

0 Members who did not retrieve their medications from
pharmacy were reminded through an IVR call.
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Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

0 Health education materials were posted on the plan website,
and distributed to members upon request, to educate
members on the importance of reporting side effects,
clearing up any confusion with the prescriptions schedule and
identifying triggers.

2013-14 External Quality Review

Recommendation Directed to AAH

0 Members were informed in member mailed materials and on
the plan’s website of the opportunity to reorder medications
by mail.

A PDSA Worksheet for the MMA IP with an activity update was
submitted 12/24/2014, as scheduled. Additional activities
implemented for this project included:

= The Alliance’s Ql and Pharmacy staff arranged for controller
medication Q3-2014 reports from the Pharmacy Benefit
Management vendor database.

=  Care Management/Disease Management (CM/DM) staff received
weekly reports from Alameda County Asthma Start Program
identifying Alameda Alliance Medi-Cal children referred to the
Asthma Start Program:

0 CM/DM staff calls and mails literature to members informing
them of Asthma Start outreach resources, encouraging their
participation.

0 Members who agree are enrolled in the plan’s asthma
disease management program.

0 Plan health navigators make follow-up calls to members not
contacted and encourage them to rejoin the asthma Start
Program.

= The inter-agency weekly referral process between the county
Asthma Start Program and the Alliance CM/DM program was
enhanced in spring 2015:
0 The Alliance now sends member health information to
Asthma Start contacts to include inpatient and ED visit history
and medication history/compliance.

= The Alliance’s Ql and Pharmacy staff matched controller
medication compliance reports with names of children enrolled in
the Asthma Start Program who were contacted/not contacted for
Q3-2014 and at the end of Q1-2015; this information was
forwarded to CM/DM staff.

= In April 2015, an IVR call was placed to AAH children with a
diagnosis of asthma who were prescribed a controller medication
but whose pharmacy records indicated noncompliance. A 63%
call completion rate was achieved.

= Alliance Health Education staff attended the Alameda Asthma
Coalition “World Asthma Day” in spring 2015 and met with
Alliance members who attended the event.

=  The June 2015 Provider Bulletin issue included an article titled
“Asthma and Diagnosing.”
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Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

2013-14 External Quality Review

Recommendation Directed to AAH

=  The Alliance continues to reimburse the American Lung
Association for members who participate in a school-based
asthma program called “Oakland Kicks Asthma.”

d. PPCIP

A single PDSA Worksheet for the two (2) PPC measures was submitted
on 9/2/2014, as directed. Intervention activities reported in this PDSA
included:

= Starting 7/22/2014, IVR calls encouraging a postpartum visit are
made monthly to Medi-Cal members who delivered a baby in the
prior month.

=  Starting with the fall 2014 edition, and annually thereafter, the
Alliance Member Alert will include an article informing Medi-Cal
members about the importance of a postpartum visit between
21-56 days after delivering a baby.

=  Starting with the fall 2014 edition, and annually thereafter, the
Alliance Provider Bulletin will include an article informing
providers that deliver babies to do a follow-up postpartum visit
within the appropriate time frame.

= A quarterly claim report was developed to monitor the number of
Medi-Cal members who receive a postpartum visit between 21—
56 days after delivery.

=  Starting with the fall 2014 edition, and annually thereafter, the
Alliance Member Alert will include an article informing Medi-Cal
members about the importance of making and keeping prenatal
visits with their provider.

=  Prenatal education materials are mailed weekly from the Health
Education unit to Medi-Cal members whose claims indicate a
service for a recently diagnosed pregnancy. This has been and is
an ongoing activity.

The DHCS-MMCD evaluation of the above PDSA submission was
received by the plan on September 24, 2014. A “not met” score was
issued because no quantitative data was [were] collected or
submitted. All other evaluation elements were rated as “met.

m

PDSA Worksheets for the PPC IP were submitted December 9, 2014 (1
week extension was approved) and March 13, 2015. A DHCS-MMCD
evaluation was not received for either PDSA submission. The activities
listed above were continued. Data results from the monthly
postpartum IVR calls were reported. Completion rates for July 2014
through April 2015 monthly calls ranged from 55-85% for an average
of 68%. Results of a claim analysis for the completed postpartum
reminder IVR calls from November 2015 through May 2015 were
varied. Postpartum visit dates of service from December 2014 and
April 2015 were within the recommended 3-8 weeks after delivery for
an average of 28% of members receiving a completed postpartum
reminder IVR call.
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2013-14 External Quality Review Self-Reported Actions Taken by AAH during the Period

Recommendation Directed to AAH

July 1, 2014—-June 30, 2015, that Address the External
Quality Review Recommendation

4. Assess the factors leading to the SPD SPD rates for the All-Cause Readmissions
rat.es for the All-Cause Readmissions and The plan experienced a higher All-Cause Readmission Rate in the SPD
Children and Adolescents’ Access to . . .
Primary Care Practitioners—12 to 19 popu!atlon compar.ed to the r.10n—SPD populatlorll. Myltlple.factors
. o contribute to the higher rate in the SPD population, including:
Years measures being significantly worse | Higher count of medical comorbidities in the SPD population
than the non-SPD rates to ensure that the 8 - P p' .
. . compared to non-SPD members, as indicated by the higher risk
MCP is meeting the needs of the SPD
. scores.
population. =  Medical comorbidities, when present, are more complex.
=  Higher incidence of behavioral and psycho-social issues in the SPD
population, thereby limiting the ability of the member to provide
self-care post hospital discharge.
= Members with a previous hospital admission, as identified
through the Health Risk Assessment (HRA), did not receive a care
plan.
=  Absence of a comprehensive case management program targeted
to the unique needs of the SPD population; the case management
program in place at the time was not specific to membership
types.
= Absence of a Transition of Care (TOC) program to facilitate
hospital discharge planning and post-discharge case
management.
=  Absence of a Concurrent Review (CCR) process to evaluate
admissions against criteria and only approve admissions when
medically necessary. The denials of inappropriate inpatient
admissions serves to encourage hospitals to appropriately
evaluate patients in an outpatient observation setting before
admitting to the inpatient setting.
Both SPD and non-SPD members were affected by the absence of a
TOC and CCR process. However, SPD members experienced a greater
negative impact due to their more complex medical conditions, thus
contributing to the higher all-cause readmission rate.
The plan recognizes the need for more management of SPD members
to reduce the readmission rates for these members. The plan
implemented multiple strategies to better identify SPD members
recently hospitalized for case management, review the admissions at
the time it occurs, and provide post-discharge case management.
HRA Process:
=  Members receive a care plan from a case manager when HRA
responses indicate a recent hospitalization or multiple emergency
room admissions.
=  Following the care plan, members are assessed for eligibility and
enrollment into other case and disease management programs.
CCR Process:
= |npatient Utilization Management (UM) Nurses review hospital
admissions and additional bed days for medical necessity using
MCG (a nationally recognized set of clinical guidelines).
= UM nurses collaborate with the plan’s Medical Director(s) to
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Self-Reported Actions Taken by AAH during the Period
July 1, 2014—-June 30, 2015, that Address the External

Quality Review Recommendation

determine medical necessity and when deemed to be not
medically necessary, the plan issues denials to hospitals for the
same day.

=  Medical Director(s) are available for peer-to-peer discussions on
difficult cases and collaborate on the best treatment plan for the
member.

Transition of Care Process:

=  An Alliance UM Nurse manages the placement process for
members currently in the hospital that need a lower level of care
upon discharge (i.e., skilled nursing facility, long-term acute, sub-
acute).

=  The UM Nurse coordinates the discharge process with the
hospital case managers to ensure safe discharge.

Members with complex medical conditions are also identified for case
management for 30 days post discharge. Case Managers establish
contact with members within 72 hours post discharge and follow up
at the 7, 15, 21, and 28 days post-discharge. Through the series of
interactions, Case Managers address member’s needs and concerns
related to access to care, pharmaceuticals, and overall health
conditions. At the end of the 28 day mark, members are assessed for
eligibility for other case management programs.

SPD Rates for Children and Adolescents’ Access to Primary Care
Practitioners (CAP)

The majority of SPD members in the 12—19-year-old group are in the
SPD disabled aid code. Additionally, these members may also be CCS
eligible. The lower CAP measure rate for these SPD members may be
due to their use of a specialist as a primary care provider (PCP). Claim
and encounter data from a Specialist acting as a PCP would not be
included when HEDIS sample member data for the CAP measure is
[are] calculated. As a result, the SPD CAP rate would appear worse
than the non-SPD rate. Additionally, non-SPD members in this age
group are more likely to participate in school and community athletic
activities that may require an annual physical.

Refer to the QIP Completion Instructions
and previous QIP validation tools prior to
submitting QIPs to ensure data
completeness.

The Alliance’s Quality Department staff will review the QIP
requirements, completion instructions, and previous QIP validation
tools prior to submitting future QIPs to ensure data completeness and
accuracy.

Since AAH’s Improving Anti-Hypertensive
Medication Fills Among Members with
Hypertension QIP has not been successful
at improving the indicators’ rates,
conduct a new causal/barrier analysis
and assess if the MCP needs to
discontinue or modify existing
interventions or identify new
interventions to better address the
priority barriers.

See attached document named “Recommendation 6__MCP
Response- Anti-hypertensive QIP.pdf” for the response to this
recommendation.
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Recommendations

Based on the overall assessment of AAH in the areas of quality, timeliness, and accessibility of
care, HSAG recommends the following to the MCP:

¢ Address several issues of concern identified during the MCP’s NCQA HEDIS Compliance
Audit that caused significant impact on measure reporting to ensure a more efficient audit
process for RY 2016. Specifically, the MCP should:

Implement ongoing monitoring and oversight of all delegated entities to enable the MCP to
proactively identify any process issues or changes with its partners. This will allow the MCP
sufficient time to test new data processes and ensure data completeness and accuracy.

" Consider using the data from the Child Health and Disability Prevention Program
Confidential Screening/Billing Report (PM 160 form) for future HEDIS rate production to
help reduce medical record review costs.

Use industry standard codes to ensure all services on claims are included rather than having
to rely on capturing the services through medical record review. Note: the auditor has made
this recommendation in previous years.

Build internal MCP knowledge based on HEDIS policies and procedures and ensure that
formal process documentation exists to train new staff members.

¢ Identify the factors leading to statistically significant decline for 11 measures and the rates for 13
measures being below the MPLs and implement strategies that have the potential to result in
improved outcomes.

¢ Assess the strategies the MCP implemented to address the higher rate of readmissions for the
SPD population to determine if the strategies were successful at reducing readmissions for this
population.

¢ Although AAH will not be continuing the formal QIPs or PDSA cycles, the MCP should:

¢ Follow the documented plans to reach more beneficiaries through post-discharge outreach

calls to reduce Al-Cause Readmissions.

¢ Continue to test outreach calls and examine medication fill percentages for the top five
providers with the most beneficiaries with rates below 40 percent through additional Anz-
Hypertensive Medication Fills Among Members with Hypertension PDSA cycles. If the calls are not
effective, the MCP should identify potential modifications and test again, or abandon the
change and identify a new change that can be tested.

¢ Review the 2013-14 Encounter Data Validation Study Report and identify strategies to address
the medical record review recommendations to ensure accurate and complete encounter data.

In the next annual review, HSAG will evaluate AAH’s progress with these recommendations along

with its continued successes.
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Appendix C: Performance Evaluation Report
Anthem Blue Cross Partnership Plan

July 1, 2014 — June 30, 2015

7. INTRODUCTION

Health Services Advisory Group, Inc. (HSAG), external quality review organization (EQRO), was
contracted by the California Department of Health Care Services (DHCS) to prepare the federally
required Medi-Cal Managed Care Technical Report, July 1, 2014—[une 30, 2015. The technical report
provides an overview of the objectives and methodology for conducting the external quality
review. Additionally, the technical report provides detailed information about each activity,

including DHCS’s requirements related to each activity.

This appendix is specific to DHCS’s contracted Medi-Cal managed care health plan (MCP),
Anthem Blue Cross Partnership Plan (“Anthem” or “the MCP?”), for the review period July 1,
2014, through June 30, 2015. Actions taken by the MCP subsequent to June 30, 2015, regarding
findings identified in this report will be included in the next annual MCP-specific evaluation
report. This MCP-specific evaluation report references activities and methodologies that are

described in greater detail in the main section of this technical report.

Managed Care Health Plan Overview

Anthem, formerly Blue Cross of California prior to April 1, 2008, operated in 28 counties during
the July 1, 2014, through June 30, 2015, review period for this report. Anthem, a full-scope MCP,
delivers care to its Medi-Cal Managed Care (MCMC) beneficiaries (referred to as “beneficiaries” in
this report) under the Two-Plan Model (TPM) in eight counties, the Regional model in 18
counties, the Geographic Managed Care (GMC) model in one county, and the San Benito model

in one county.

Anthem became operational in Sacramento County to provide MCMC services effective in 1994,
with expansion into additional counties occurring in subsequent years—Alameda, Contra Costa,
Fresno, San Francisco, and Santa Clara counties in 1996 and Tulare County in 2005. Anthem
expanded into Kings and Madera counties in March 2011 and continued providing services in
Fresno County under a new contract covering Fresno, Kings, and Madera counties. As part of the
expansion authority under Section 1115 of the Social Security Act, MCMC expanded into several
rural eastern counties of California in 2013. Under the expansion, Anthem contracted with DHCS

to provide MCMC services in Alpine, Amador, Butte, Calaveras, Colusa, El Dorado, Glenn, Inyo,

Anthem Blue Cross Partnership Plan Performance Evaluation Report: July 1, 2014—June 30, 2015 Page C-1
California Department of Health Care Services Health Services Advisory Group, Inc.




INTRODUCTION

Mariposa, Mono, Nevada, Placer, Plumas, Sierra, Sutter, Tehama, Tuolumne, Yuba, and San

Benito counties beginning November 1, 2013.

Anthem’s Two-Plan Model

Anthem delivers services to its beneficiaries as a “Local Initiative” (LI) MCP and “commercial
plan” (CP) MCP under the TPM. Table 1.1 shows the counties in which Anthem provided
services to beneficiaries under the TPM and denotes which MCP is the CP and which is the LI for

each county.

Table 1.1—Anthem Counties Under the Two-Plan Model

County Commercial Plan Local Initiative Plan
Alameda Anthem Alameda Alliance for Health
Contra Costa Anthem Contra Costa Health Plan
Fresno Anthem CalViva Health
Kings Anthem CalViva Health
Madera Anthem CalViva Health
San Francisco Anthem San Francisco Health Plan
Santa Clara Anthem Santa Clara Family Health Plan
Tulare Health Net Community Solutions, Inc. | Anthem

Anthem’s GMC Model

The GMC model currently operates in the counties of San Diego and Sacramento. In this GMC
model, DHCS allows beneficiaries to select from several commercial MCPs within a specified
geographic area (county). Anthem operates in Sacramento County under the GMC model. For

Sacramento County, beneficiaries may select from the following MCPs in addition to Anthem:

¢ Health Net Community Solutions, Inc.
¢ Kaiser NorCal

¢  Molina Healthcare of California Partner Plan, Inc.

Anthem’s Regional Model

Anthem delivers services to its beneficiaries under the Regional model in Alpine, Amador, Butte,
Calaveras, Colusa, El Dorado, Glenn, Inyo, Mariposa, Mono, Nevada, Placer, Plumas, Sierra,
Sutter, Tehama, Tuolumne, and Yuba counties. The other MCPs operating under the Regional
model are California Health & Wellness Plan and Kaiser NorCal. California Health & Wellness
Plan operates in all 18 counties; and Kaiser NorCal operates in Amador, El Dorado, and Placer

counties. Beneficiaries may enroll in Anthem or in the alternative CP in the respective counties.
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Table 1.2 shows the number of beneficiaries for Anthem for each county, the percent of the
beneficiaries enrolled in the county, and the MCP’s total number of beneficiaries as of June 30,
2015.!

Table 1.2—Anthem Enrollment as of June 30, 2015

Percent of Anthem

Anthem Enroliment as of Beneficiaries Enrolled in

June 30, 2015

the County
Alameda 59,912 20%
Alpine 148 55%
Amador 4,865 81%
Butte 28,674 46%
Calaveras 3,005 33%
Colusa 4,055 65%
Contra Costa 26,872 14%
El Dorado 8,962 33%
Fresno 100,588 28%
Glenn 3,938 45%
Inyo 1,870 49%
Kings 18,196 43%
Madera 18,893 36%
Mariposa 2,538 70%
Mono 1,539 63%
Nevada 10,965 62%
Placer 29,142 67%
Plumas 2,137 52%
Sacramento 154,390 39%
San Benito 7,169 100%
San Francisco 22,126 15%
Santa Clara 65,052 22%
Sierra 335 59%
Sutter 19,074 63%
Tehama 9,293 48%
Tulare 86,201 47%
Tuolumne 4,574 42%
Yuba 13,877 61%
Total 708,390

Y Medi-Cal Managed Care Enrollment Report—]une 2015. Available at:
http://www.dhcs.ca.cov/dataandstats/reports/Pages/ MMCDMonthlyEnrollment.aspx. Accessed on: December 9,

2015.
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2. MANAGED CARE HEALTH PLAN COMPLIANCE
forAnthem Blue Cross Partnership Plan

1115 Waiver Seniors and Persons with Disabilities Enroliment Survey

The most recent Department of Managed Health Care (DMHC) 1115 Waiver Seniors and Persons
with Disabilities (SPD) Enrollment Survey (hereafter referred to as “SPD medical survey”) for
Anthem was conducted November 12, 2013, through November 15, 2013, covering the review
period of September 1, 2012, through August 31, 2013. DMHC reviewed the following areas

during the on-site survey:

¢ Utilization Management

¢ Continuity of Care

¢ Availability and Accessibility
¢ Member Rights

¢ Quality Management

In a report issued by DMHC to DHCS dated September 3, 2014, DMHC indicated that it identified
potential deficiencies in all areas reviewed except Continuity of Care, with the greatest number of

potential deficiencies (five) being in the area of Member Rights.

In a letter to Anthem dated September 16, 2014, DHCS indicated that the MCP was required to
provide a corrective action plan (CAP) and respond to deficiencies documented in the DMHC SPD
medical survey report. In a letter dated October 30, 2015, DHCS indicated that on November 4,
2014, Anthem provided DHCS with a response to its CAP, which addressed findings contained in
the SPD medical survey report. DHCS indicated that one deficiency in the area of Quality
Management was provisionally closed and that all other deficiencies were closed. The letter

indicated that the communication would serve as DHCS’s final response to Anthem’s CAP.

Note: Although the October 30, 2015, letter falls outside the July 1, 2014, through June 30, 2015,
review dates for this MCP-specific evaluation report, HSAG included the information since it
indicates DHCS’s final response to the MCP’s CAP related to the November 2013 SPD medical

survey.

Medical Audit

The most recent medical audit for Anthem was conducted November 12, 2013, through November
22, 2013, covering the review period of September 1, 2012, through August 31, 2013. DHCS

reviewed the following areas during the on-site survey:
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¢ Utlization Management

¢ Case Management and Coordination of Care
¢ Availability and Accessibility

¢ Member’s Rights

¢ Quality Management

¢ Administrative and Organizational Capacity

A report issued by DHCS September 4, 2014, indicated that DHCS identified findings and
provided recommendations for all review areas. In a letter dated August 5, 2015, DHCS stated that
on October 16, 2014, Anthem provided DHCS with a response to its CAP originally issued on
September 16, 2014, regarding remaining open items. The letter stated that, upon further review,
DHCS provisionally closed five deficiencies, instructing Anthem to provide DHCS with evidence

of operationalization and supporting documentation of the various identified items.

Note: Although the August 5, 2015, letter falls outside the July 1, 2014, through June 30, 2015,
review dates for this MCP-specific evaluation report, HSAG included the information since it

indicates that DHCS has provisionally closed all open deficiencies.

Strengths

Anthem provided a response to DHCS regarding the CAP issued in relation to the November 2013
medical audit, and the response resulted in DHCS provisionally closing all open deficiencies.
Additionally, Anthem responded to all identified deficiencies from the November 2013 SPD
medical survey, resulting in DHCS issuing a final response to the MCP’s CAP.

Opportunities for Improvement

Anthem has the opportunity to ensure that the MCP provides DHCS with the required
documentation regarding the MCP’s process for assigning clinical severity level, a deficiency
identified during the November 2013 DMHC SPD medical survey and provisionally closed by
DHCS. Additionally, Anthem has the opportunity to ensure that the MCP provides evidence to
DHCS regarding the operationalization and supporting documentation of the provisionally closed

deficiencies from the November 2013 medical audit.
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3. PERFORMANCE MEASURES
for Anthem Blue Cross Partnership Plan

Performance Measure Validation—Findings

The HEDIS? 2015 Compliance Audit Final Report of Findings for Anthem Blue Cross Partnership Plan
contains the detailed findings and recommendations from HSAG’s NCQA HEDIS Compliance
Audit.” HSAG auditors determined that Anthem followed the appropriate specifications to produce
valid rates, and no issues of concern were identified. A brief summary of the notable findings and

opportunities for improvement is included below.

¢ Although for HEDIS 2015 Anthem began reporting rates for three new regions made up of 19
counties, the auditor identified no major issues with Anthem’s enrollment and claims/encounter

data processes.

¢  Due to Anthem’s large number of supplemental data sources used for reporting, the auditor
recommended that the MCP develop a process to ensure that a separate Roadmap supplemental
data section and supporting documentation for each data source are included in its January

Roadmap submission to allow the auditor sufficient time to review the information.

¢ To ensure Anthem’s ability to use the online provider portal as a non-standard supplemental
data source, the auditor recommended that the MCP work with its website vendor to develop a

process to validate the data fields.

Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. (See Table 3.1
through Table 3.12 for Anthem’s performance measure results for reporting years [RYs] 2012

through 2015. Note that data may not be available for all four years.) The RY is the year in which
the MCP reported the rates. The RY rates reflect measurement year (MY) data from the previous

calendar year.

Understanding Table 3.1 through Table 3.12

The reader should note the following regarding Table 3.1 through Table 3.12:

¢ The MCP’s performance compared to the DHCS-established minimum performance levels

(MPLs) and high performance levels (HPLs) is shown for each year.

2 Healthcare Effectiveness Data and Information Set (HEDIS®) is a registered trademark of the National Committee for
Quality Assurance (NCQA).
3 NCQA HEDIS Compliance Audit™ is a trademark of NCQA.
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= DHCS based the MPLs and HPLs on NCQA’s national percentiles. MPLs and HPLs align
with NCQA’s national Medicaid 25th percentile and 90th percentile, respectively, except for
the Comprebensive Diabetes Care—IbATc Poor Control (>9.0 Percent) measure, for which a low
rate indicates better performance, and a high rate indicates worse performance. For this
measure, the established MPL is based on the Medicaid 75th percentile, and the HPL is
based on the national Medicaid 10th percentile.

¢ The A/-Cause Readmissions measure is a non-HEDIS measure originally developed for DHCS’s
All-Canse Readmissions collaborative quality improvement project (QIP); therefore, no MPL or
HPL is established for this measure. For the A/-Cause Readmissions measure, a lower rate

indicates better performance (i.e., fewer readmissions).

¢ The Ambulatory Care—Emergency Department Visits and Ambulatory Care—Qutpatient 1V isits
measures are utilization measures, which measure the volume of services used. DHCS does not
establish MPLs or HPLs for utilization measures. Additionally, HSAG did not compare
performance for these measures since high and low rates do not necessarily indicate better or

worse performance.

¢ Although MPL and HPL information is provided, as applicable, for the following measures,
DHCS did not hold MCPs accountable to meet the MPLs for the measures for RY 2015:

= _Annual Monitoring for Patients on Persistent Medications— Digoxin—Denominators are small for
this indicator, and each individual counted toward the denominator would be expected to be
counted toward the ACE Inhibitors or ARBs and Diuretics denominators since these patients
generally receive all three medications. Furthermore, serum digoxin concentration
measurement as part of routine monitoring is not evidence-based and is not recommended
by the American College of Cardiology or American Heart Association (see
http://circ.ahajournals.org/content/113/21/2556.full. pdf+html).

0 Note: NCQA made several changes to the .Annual Monitoring for Patients on Persistent
Medications—Digoxin measure specifications for HEDIS 2015. The specifications no
longer allow a blood urea nitrogen therapeutic monitoring test to count as evidence of
annual monitoring. In addition, the specifications added monitoring of serum digoxin
level to meet the numerator criteria. The additional requirement is more restrictive, and
may be directly related to all MCPs with rates that could be compared to the previous
year’s rates experiencing statistically significant decline in their rates. Despite the
specification changes, NCQA did not consider the Annunal Monitoring for Patients on
Persistent Medications—Digoxin measure to be a first-year measure in RY 2015; however,
based on the potential negative impact the specification changes had on the rates for this
measure, HSAG draws no conclusions from the comparative analysis on this measure

for RY 2015 and does not include this measure in its assessment of MCP performance.
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PERFORMANCE MEASURES

= All four Children and Adolescents’ Access to Primary Care measures—Due to the small range of
variation between the MPL and HPL threshold for each measure, DHCS did not hold MCPs

accountable to meet the MPLs for these four measures.

Table 3.1—Multi-Year Performance Measure Results*
Anthem—Alameda County

RYs 2014-15
Domain RY RY RY RY Rate
Measure! of Care? 20123 Difference’

,IAJZ(SZ::: Readmissions—Statewide Collaborative QIP QA _ 12.67% |18.16% | 23.31% v
;"’(’)’é’g/ﬁ:’%ﬁ‘:ﬁ;ﬂ;ﬁﬁenw Department Visits per : 55.63 68.25 | 67.55 | 61.74 Not Tested
ﬁ/’moﬁ ;’,ﬁ‘:ﬁry Care—Outpatient Visits per 1,000 Member t 215.86 | 154.77 |212.17 | 191.03 | Not Tested
Annual Monitoring for Patients on Persistent o o o o
Medications—ACE Inhibitors or ARBs Q 79.35% | 77.02% | 81.73% | 84.87%
//?ﬂnen;;:;x;:,zlf[;’gi){;r Patients on Persistent Q NA NA NA NA Not Comparable
/:ﬂ"e”;g :\Z onftera gt c;gspau ents on Persistent Q | 72.88% | 73.14% |80.81% | 82.88% -
Q\C/Zga;rf;zzft\irsltlblotlc Treatment in Adults With Q 39.13% | 42.36% | 33.83% | 32.65% N
Cervical Cancer Screening QA — — 49.18% | 56.88% t
Childhood Immunization Status—Combination 3 QAT 70.56% | 71.29% |71.30% | 71.00% ©
Ch/ldr'e'n and Adolescents' Access to Primary Care A 93.51% | 84.39% |85.16% | 87.06% N
Practitioners—12 to 24 Months
Ch/ldr'e'n and Adolescents' Access to Primary Care A 82.89% | 67.77% |77.82% | 82.88% "
Practitioners—25 Months to 6 Years
gfﬂ:‘;’;::i f‘;otlzslcj”;:afsccess to Primary Care A 84.12% | 79.12% |78.58% | 84.49% 1
gf ; /Cdt C;Z :::; f‘;‘;’ ";z C;’g t;esrcscess to Primary Care A 79.44% | 77.65% |75.18% | 80.02% 0
(C:lrzg;;gergf;v:;/abetes Care—Blood Pressure Control Q 47.45% | 35.92% |38.41% | 45.58% 1
g:;;:rr;f;znswe Diabetes Care—Eye Exam (Retinal) QA 35.28% | 34.22% |35.10% | 39.53% -
Comprehensive Diabetes Care—HbAIc Testing QA 73.48% | 63.83% |75.94% | 83.02% T
(C:;Z’;‘Zr’i:;ge Diabetes Care—HbA1c Control Q 32.36% | 30.58% |26.05% | 40.93% 0
Iflz:::rr;:s;s;ve Diabetes Care—Mledical Attention for QA 68.86% | 71.36% |73.95% | 77.67% N
Comprehensive Diabetes Care—HbA1c Poor Control Q 60.58% | 63.35% |67.55% | 50.23% A
(>9.0 Percent)
Controlling High Blood Pressure Q — 30.66% |34.15% | 42.42% )
Immunizations for Adolescents—Combination 1 QAT 64.96% | 73.16% | 73.04% | 68.52% o
Medication Management for People with Asthma— o o o

— . . . L g
Medication Compliance 50% Total Q 42.61% | 44.30% | 45.36%
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RYs 2014-15
Rate
Measure! Difference’

Medication Management for People with Asthma— o o o

- . . . L g
Medication Compliance 75% Total Q 20.87% | 21.94% | 23.87%
Prenatal and Postpartum Care—Postpartum Care QAT 50.61% | 36.74% |50.23% | 50.46% Ld
Z;erzata/ and Postpartum Care—Timeliness of Prenatal QAT 72.99% | 75.18% |73.95% | 77.08% N
Use of Imaging Studies for Low Back Pain Q 91.46% | 90.20% | 88.04% | 84.68% ©

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—BMI Q 44.04% | 62.29% |46.17% | 58.33% )
Assessment: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Nutrition Q 62.04% | 61.07% |47.33% | 61.81% )
Counseling: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Physical Q 31.14% | 37.47% | 40.84% | 49.77% )
Activity Counseling: Total

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

. QAT 73.71% | 57.32% |65.51% | 72.41% )
Years of Life

1DHCS-selected HEDIS performance measures developed by the National Committee for Quality Assurance (NCQA), with the
exception of the All-Cause Readmissions measure, which was developed by DHCS for the statewide collaborative QIP.

2HSAG’s assignment of performance measures to the domains of care for quality (Q), access (A), and timeliness (T).
3 RY 2012 rates reflect MY data from January 1, 2011, through December 31, 2011.

4RY 2013 rates reflect MY data from January 1, 2012, through December 31, 2012.

5RY 2014 rates reflect MY data from January 1, 2013, through December 31, 2013.

6RY 2015 rates reflect MY data from January 1, 2014, through December 31, 2014.

7 Performance comparisons are based on the Chi-square test of statistical significance with a p value of <0.05.

* For most measures, the reported rate is bolded if the rate is below the national Medicaid 25th percentile (i.e., the MPL), and is
shaded if the rate is above the 90th percentile (i.e., the HPL) for that year. For the Comprehensive Diabetes Care—HbA1c Poor
Control measure, the reported rate is bolded if the rate is above the 75th percentile (i.e., MPL) and shaded if the rate is below the
10th percentile (i.e., the HPL), since a lower rate indicates better performance.

** Member months are a member's "contribution" to the total yearly membership.

¥ This is a utilization measure, which is not assigned a domain of care.

-- Indicates the rate is not available.

NA = A Not Applicable audit finding because the MCP’s denominator was too small to report (less than 30).

1 = Statistically significant improvement.

J = Statistically significant decline.

= No statistically significant change.

AV are used to indicate performance differences for the All-Cause Readmissions and Comprehensive Diabetes Care—HbA1c Poor
Control (>9.0%) measures, where a decrease in the rate indicates better performance. A downward triangle (V) denotes a significant
decline in performance, as denoted by a significant increase in the RY 2015 rate from the RY 2014 rate. An upward triangle (A)
denotes significant improvement in performance, as indicated by a significant decrease of the RY 2015 rate from the RY 2014 rate.
Not Comparable = A RY 2014-15 rate difference could not be calculated because data were not available for both years, or there were
significant methodology changes between years that did not allow for comparison.

Not Tested = No comparison was made because high and low rates do not necessarily indicate better or worse performance.
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Table 3.2—Multi-Year Performance Measure Results*
Anthem—Contra Costa County

RYs 2014-15

Domain RY RY Rate
Measure! of Care? 20123 Difference’

//?ﬂ”e-gg,jrs: Readmissions—Statewide Collaborative QIP QA _ 18.62% | 17.30% | 16.77% -
?”{;’ggﬁ:gbii”l\;;ﬂ:::fency Department Visits per t 5220 | 61.62 | 62.60 | 59.90 Not Tested
;‘ﬂ'Z: ‘t’ilfs'iiry Care—Outpatient Visits per 1,000 Member $ 213.84 | 202.66 |234.67 | 201.00 | Not Tested
Annual Monitoring for Patients on Persistent

76.67Y 77.90 80.33% | 80.229 L
Medications—ACE Inhibitors or ARBs Q % % % %
,IA;//’vendt;g; :,Z?,Zlfg;;i )]:;)nr Patients on Persistent Q NA NA NA NA Not Comparable
Annual Monitoring for Patients on Persistent Q | 67.86% | 71.53% | 75.90% | 81.74% o
jzsgasn;enzc)iﬁgub/ouc Treatment in Adults With Q NA 54.29% | 42.42% NA Not Comparable
Cervical Cancer Screening QA - — 53.94% | 48.38% ©
Childhood Immunization Status—Combination 3 QAT 68.37% | 76.16% | 75.46% | 68.29% 2
Ch/ldr'e'n and Adolescents' Access to Primary Care A 93.04% | 96.93% |95.12% | 93.77% N
Practitioners—12 to 24 Months
Ch/ldr'e'n and Adolescents' Access to Primary Care A 82.73% | 85.01% |86.42% | 85.36% N
Practitioners—25 Months to 6 Years
gfﬂ:‘;’;::i f‘;"tlzslcj”;;afsccess to Primary Care A 80.01% | 85.18% |88.29% | 88.50% o
gfﬂ:‘;’;::i fi‘;’izcjgt;eg‘:;ess to Primary Care A 80.28% | 82.76% |84.96% | 87.31% 1
(C:lrzg;;gergf;ve"-/;/abetes Care—Blood Pressure Control Q 46.72% | 50.99% |46.13% | 52.30% -
g:;;:rr;f:;nswe Diabetes Care—Eye Exam (Retinal) QA 36.50% | 38.61% |37.64% | 45.94% 1
Comprehensive Diabetes Care—HbAIc Testing QA 67.15% | 69.31% | 75.28% | 81.27% L
(c:;q: ;eefr’fg;; ;’e Diabetes Care—HbA1c Control Q 29.20% | 39.60% |36.16% | 46.64% 0
zc;r::rr:::;s;/ve Diabetes Care—Medical Attention for QA 64.96% | 67.33% |78.60% | 79.15% N
(C:gmop;eehrs:rs);\)/e Diabetes Care—HbA1c Poor Control Q 65.69% | 52.97% |56.83% | 42.40% A
Controlling High Blood Pressure Q — 46.15% | 43.88% | 49.71% L
Immunizations for Adolescents—Combination 1 QAT 65.02% | 68.35% |65.30% | 70.87% L
Medication Management for People with Asthma— o o o
Medication Compliance 50% Total Q 40.34% 1 40.74% | 51.38% t
Medication Management for People with Asthma—

— 18.189 21.60% | 28.739 Lo d

Medication Compliance 75% Total Q % % %
Prenatal and Postpartum Care—Postpartum Care QAT 48.15% | 44.64% |44.26% | 43.70% L g
Z;erzata/ and Postpartum Care—Timeliness of Prenatal QAT 76.30% | 79.46% |72.95% | 72.27% N
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RYs 2014-15

Rate
Measure! Difference’

Use of Imaging Studies for Low Back Pain Q 92.59% | 81.48% S S ©

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—BMI Q 42.58% | 57.66% |50.00% | 55.32% L
Assessment: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Nutrition Q 53.77% | 52.31% |55.09% | 55.79% L
Counseling: Total

Weight Assessment and Counseling for Nutrition and
Physical Activity for Children/Adolescents—Physical Q 25.55% | 36.74% | 47.92% | 46.99% L
Activity Counseling: Total

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

0, 0, 0, 0,
Years of Life QAT 67.45% | 63.93% | 75.83% | 66.87% !

1DHCS-selected HEDIS performance measures developed by the National Committee for Quality Assurance (NCQA), with the
exception of the All-Cause Readmissions measure, which was developed by DHCS for the statewide collaborative QIP.

2HSAG’s assignment of performance measures to the domains of care for quality (Q), access (A), and timeliness (T).
3 RY 2012 rates reflect MY data from January 1, 2011, through December 31, 2011.

4RY 2013 rates reflect MY data from January 1, 2012, through December 31, 2012.

5RY 2014 rates reflect MY data from January 1, 2013, through December 31, 2013.

6RY 2015 rates reflect MY data from January 1, 2014, through December 31, 2014.

7 Performance comparisons are based on the Chi-square test of statistical significance with a p value of <0.05.

* For most measures, the reported rate is bolded if the rate is below the national Medicaid 25th percentile (i.e., the MPL), and is
shaded if the rate is above the 90th percentile (i.e., the HPL) for that year. For the Comprehensive Diabetes Care—HbA1c Poor
Control measure, the reported rate is bolded if the rate is above the 75th percentile (i.e., MPL) and shaded if the rate is below the
10th percentile (i.e., the HPL), since a lower rate indicates better performance.

** Member months are a member's "contribution" to the total yearly membership.

¥ This is a utilization measure, which is not assigned a domain of care.

-- Indicates the rate is not available.

NA = A Not Applicable audit finding because the MCP’s denominator was too small to report (less than 30).

S =The MCP’s measure is publicly reported based on NCQA HEDIS Compliance Audit results; however, since there are fewer than 11
cases in the numerator of this measure, DHCS suppresses displaying the rate in this report to satisfy the Health Insurance Portability
and Accountability Act of 1996 Privacy Rule’s de-identification standard.

1 = Statistically