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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare the
federally required Medi-Cal Managed Care External Quality Review Technical Report, July 1,
2019-June 30, 2020. The technical report provides an overview of the objectives and
methodology for conducting the external quality review (EQR) activities, including requirements
related to each activity. Additionally, the technical report provides aggregated results and
recommendations for DHCS for each activity.

This appendix is specific to DHCS’ contracted Medi-Cal dental managed care (DMC) plan,
Access Dental Plan (“Access Dental” or “the DMC plan”). The purpose of this appendix is to
provide DMC plan-specific results of each activity and an assessment of the DMC plan’s
strengths and opportunities for improvement with respect to the quality and timeliness of, and
access to dental care services furnished to its members. In this report, the term “beneficiary”
refers to a person entitled to receive benefits under the Medi-Cal Managed Care program
(MCMC), and the term “member” refers to a person enrolled in a DMC plan. The review period
for this DMC plan-specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO
will report on activities that take place beyond the review period in Access Dental's 2020-21
plan-specific evaluation report. This DMC plan-specific evaluation report references activities
and methodologies described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Dental Managed Care Plan Overview

Access Dental operates in Los Angeles County as a Prepaid Health Plan (PHP) and in
Sacramento County under a Geographic Managed Care (GMC) model. In Los Angeles County
beneficiaries have the option of enrolling in a DMC plan or accessing dental benefits through
the dental fee-for-service (FFS) delivery system, whereas in Sacramento County DMC
enroliment is mandatory.
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INTRODUCTION

Access Dental became operational as a DMC plan in Los Angeles County effective July 1,
2013, and in Sacramento County effective January 1, 2013. As of June 2020, Access Dental
had 132,469 members in Los Angeles County and 125,745 in Sacramento County—for a total
of 258,214 members.! This represents 36 percent of the DMC beneficiaries enrolled in Los
Angeles County and 30 percent of DMC beneficiaries enrolled in Sacramento County.

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.

Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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2. Compliance Reviews

Compliance Reviews Conducted

The following is a summary of the most recent review conducted for Access Dental. HSAG'’s
compliance review summaries are based on final audit reports issued and corrective action
plan (CAP) closeout letters dated on or before the end of the review period for this report (June
30, 2020). The description of the DHCS Audits and Investigations Division (A&l) Dental Audit
may be found within the main section of this technical report.

Table 2.1 summarizes the results and status of the on-site A&l Dental Audit of Access Dental.
A&l conducted the audit from February 24, 2020, through February 28, 2020.

Table 2.1—DHCS A&I Dental Audit of Access Dental
Audit Review Period: January 1, 2019, through December 31, 2019

Deficiencies/

Category Evaluated Findings Monitoring Status

(Yes/No)
Utilization Management Yes CAP in process and under review.
Access and Availability of Care Yes CAP in process and under review.
Member’s Rights Yes CAP in process and under review.
Quality Management No No findings.

Strengths—Compliance Reviews

A&l identified no findings in the Quality Management category during the February 2020
Dental Audit of Access Dental.

Opportunities for Improvement—Compliance Reviews
Access Dental has the opportunity to work with DHCS to ensure the DMC plan fully resolves

all findings from the February 2020 A&l Dental Audit. A&l identified findings in the Utilization
Management, Access and Availability of Care, and Member’s Rights categories.
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3. Dental Managed Care Plan Performance Measures

DHCS requires DMC plans to submit quarterly self-reported performance measure rates for
each reporting unit (i.e., Los Angeles County and Sacramento County). To provide ongoing,
consistent comparison over time, DMC plans use a rolling 12-month methodology to display
rates for a full year within each quarterly performance measure rate report.

Beginning with reporting year 2019, DHCS required DMC plans to submit both reporting units’
audited performance measure rates reflecting measurement year data from the previous
calendar year. In May 2020, Access Dental submitted to DHCS both reporting units’ reporting
year 2020 performance measure rates reflecting measurement year 2019 data (i.e., January 1,
2019, through December 31, 2019).

Performance Measure Results

Table 3.1 and Table 3.2 present Access Dental's reporting years 2019 and 2020 audited
performance measure rates by domain for each DMC plan reporting unit. To allow HSAG to
provide meaningful display of DMC plan performance, HSAG organized the performance
measures according to health care areas that each measure affects (i.e., Access to Care and
Preventive Care).

Table 3.1—Reporting Years 2019 and 2020 (Measurement Years 2018 and 2019) Dental
Managed Care Plan Performance Measure Results
Access Dental—Los Angeles County

= Statistical testing result indicates that the reporting year 2020 rate is significantly
better than the reporting year 2019 rate.

I = Statistical testing result indicates that the reporting year 2020 rate is significantly
worse than the reporting year 2019 rate.

Reporting year 2019 rates reflect measurement year data from January 1, 2018, through
December 31, 2018.

Reporting year 2020 rates reflect measurement year data from January 1, 2019, through
December 31, 2019.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

NA = The DMC plan followed the specifications, but the denominator was too small (less than
30) to report a valid rate.

Not Tested = A reporting year 2019-20 rate difference was not calculated because higher or
lower rates do not necessarily indicate better or worse performance or because the data for
this measure do not meet the assumptions fora Chi-square test of statistical significance.
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DENTAL MANAGED CARE PLAN PERFORMANCE MEASURES

Reporting
Reporting Reporting Years

Measure Year 2019 Year 2020 2019-20
Rate Rate Rate
Difference

Access to Care

Annual Dental Visits—Ages 0-20 Years 41.65% 40.82%
Annual Dental Visits—Ages 21+ Years 15.92% 16.87% 0.95
Continuity of Care—Ages 0—20 Years 61.51% 62.18% 0.67
Continuity of Care—Ages 21+ Years 26.20% 30.00% 3.80
Exam/Oral Health Evaluations— o o )
Ages 0-20 Years 35.99% 35.95% 0.03
Exam/Oral Health Evaluations—

Ages 21+ Years 11.28% 11.95% 0.68
General Anesthesia—Ages 0-20 Years 72.22% NA Not Tested
General Anesthesia—Ages 21+ Years 70.45% NA Not Tested

Overall Utilization of Dental Services—One o o )
Year—Ages 0-20 Years 41.82% 40.96%

Overall Utilization of Dental Services—One o o

Year—Ages 21+ Years 15.85% 16.84% 0.99

ng of Dental Treatment Services— 17.76% 16.43% -1.33

ngsog ﬁefzf:; r'greatment Services— 10.09% 11.10% 1.01

Usual Source of Care—Ages 0-20 Years 32.10% 31.89% -0.21

Usual Source of Care—Ages 21+ Years 6.34% 7.36% 1.02

Preventive Care

s 00 Vaars - 0 HHInG— 84.06% 83.48% 058

Preventive Services to Filling— 46.36% 45 25% 111

Ages 21+ Years

Sealants to Restoration Ratio (Surfaces)—

Ages 6-9 Years 4.81 5.34 0.53
Access Dental Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page A-5
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DENTAL MANAGED CARE PLAN PERFORMANCE MEASURES

Measure

Sealants to Restoration Ratio (Surfaces)—

Reporting

Year 2019

Rate

Reporting
Year 2020
Rate

Reporting
Years
2019-20
Rate
Difference

Ages 10-14 Years 3.11 3.66 0.55
X’;ﬂ”;f’;ﬁi;‘ig’ fion of Caries— 37.05% 36.46% 0.58
Treatment/Prevention of Caries—

Ages 21+ Years 7.36% 8.06% 0.70
i(;j;’f;gvigg’,vﬁ Services— 36.73% 36.38% -0.35
Use of Preventive Services—

Ages 21+ Years 7.12% 7.85% 0.73
Use of Sealants—Ages 6-9 Years 13.19% 13.68% 0.49
Use of Sealants—Ages 10-14 Years 577% 6.46% 0.69

Table 3.2—Reporting Years 2019 and 2020 (Measurement Years 2018 and 2019) Dental

Managed Care Plan Performance Measure Results

Access Dental—Sacramento County

= Statistical testing result indicates that the reporting year 2020 rate is significantly

better than the reporting year 2019 rate.

I = Statistical testing result indicates that the reporting year 2020 rate is significantly

worse than the reporting year 2019 rate.

Reporting year 2019 rates reflect measurement year data from January 1, 2018, through

December 31, 2018.

Reporting year 2020 rates reflect measurement year data from January 1, 2019, through

December 31, 2019.

Performance comparisons are based on the Chi-square test of statistical significance, with a p

value of <0.05.
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DENTAL MANAGED CARE PLAN PERFORMANCE MEASURES

Measure

Access to Care

Reporting
Year 2019

Rate

Reporting
Year 2020
Rate

Reporting
Years
2019-20
Rate
Difference

Annual Dental Visits—Ages 0-20 Years 35.70% 38.07% 2.38
Annual Dental Visits—Ages 21+ Years 16.63% 17.23% 0.60
Continuity of Care—Ages 0-20 Years 60.56% 31.17% -29.39
Continuity of Care—Ages 21+ Years 28.87% 9.66% -19.21
5;2’:/0‘2;6’0’ {fealth Evaluations— 31.21% 31.61% 0.39
ﬁgi?g?ﬂaly’zgfs”h Evaluations— 10.97% 11.02% 0.05
General Anesthesia—Ages 0-20 Years 71.53% 78.51% 6.98
General Anesthesia—Ages 21+ Years 92.68% 100.00% 7.32
Overall Utilization of Dental Services—One o o

Year—Ages 0-20 Years 35.88% 38.22% 2.33
Overall Utilization of Dental Services—OQOne

Year—Ages 21+ Years 16.59% 17.21% 0.63
X;:S"gg%”t%ggatme”t Services— 16.26% 16.49% 0.23
ngsog ﬁefzf:; r'greatment Services— 11.82% 12.43% 0.61
Usual Source of Care—Ages 0-20 Years 29.52% 31.17% 1.65
Usual Source of Care—Ages 21+ Years 8.31% 9.66% 1.35
Preventive Care

A’?;i‘fgfgg Sonvices fo Filling— 79.47% 83.27% 3.80
Z; o o vices o Filing— 44.17% 43.17% -1.00
Sealants to Restoration Ratio (Surfaces)—

Ages 6-9 Years 4.53 4.55 0.02
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DENTAL MANAGED CARE PLAN PERFORMANCE MEASURES

Reporting
Reporting Reporting Years

Measure Year 2019 Year 2020 2019-20
Rate Rate Rate
Difference

Sealants to Restoration Ratio (Surfaces)—

Ages 10-14 Years 3.01 3.04 0.03
Z’;:;”;f’;gp {,‘:‘;fgt’o” of Caries— 31.40% 34.48% 3.08
Treatment/Prevention of Caries—

Ages 21+ Years 8.45% 9.11% 0.66
Use of Preventive Services—

Ages 0-20 Years 29.74% 33.21% 3.48
Use of Preventive Services—

Ages 21+ Years 7.19% 7.58% 0.39
Use of Sealants—Ages 6-9 Years 10.13% 10.12% -0.01
Use of Sealants—Ages 10-14 Years 5.57% 5.71% 0.14

Strengths—Performance Measures

Access Dental’'s performance measure results reflect improvement in both health care areas,
with Los Angeles County showing statistically significant improvement for eight measures and
Sacramento County showing statistically significant improvement for 11 measures.

Access to Care

Across both reporting units within the Access to Care health care area, 11 of 26 measure rates
(42 percent) that HSAG could compare between reporting year 2019 and reporting year 2020
improved significantly from reporting year 2019 to reporting year 2020. These measures are
listed below:

Annual Dental Visits—Ages 0-20 Years in Sacramento County

Annual Dental Visits—Ages 21+ Years in both reporting units

Continuity of Care—Ages 21+ Years in Los Angeles County

Exam/Oral Health Evaluations—Ages 21+ Years in Los Angeles County

Overall Utilization of Dental Services—One Year—Ages 0-20 Years in Sacramento County
Overall Utilization of Dental Services—One Year—Ages 21+ Years in both reporting units
Usual Source of Care—Ages 0-20 Years in Sacramento County

Usual Source of Care—Ages 21+ Years in both reporting units

® & & O O o o o
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DENTAL MANAGED CARE PLAN PERFORMANCE MEASURES

Preventive Care

Across both reporting units within the Preventive Care health care area, eight of 20 measure
rates (40 percent) improved significantly from reporting year 2019 to reporting year 2020.
These measures are listed below:

Preventive Services to Filling—Ages 0-20 Years in Sacramento County
Treatment/Prevention of Caries—Ages 0—20 Years in Sacramento County
Treatment/Prevention of Caries—Ages 21+ Years in both reporting units
Use of Preventive Services—Ages 0-20 Years in Sacramento County
Use of Preventive Services—Ages 21+ Years in both reporting units

Use of Sealants—Ages 10-14 Years in Los Angeles County

* & & & o o

Opportunities for Improvement—Performance Measures

For the following measures, Access Dental has the opportunity to identify the causes for the
significant decline in the DMC plan’s performance from reporting year 2019 to reporting year
2020 to prevent further decline in the measures’ rates and ensure members are receiving
needed dental care services:

¢ Annual Dental Visits—Ages 0-20 Years in Los Angeles County

s The DMC plan may benefit from determining the factors that contributed to the
significant improvement for this measure’s rate in Sacramento County and test the
successful strategies in Los Angeles County.

¢ Continuity of Care—Ages 0—20 Years in Sacramento County
¢ Continuity of Care—Ages 21+ Years in Sacramento County

s The DMC plan may benefit from determining the factors that contributed to the
significant improvement for this measure’s rate in Los Angeles County and test the
successful strategies in Sacramento County.

¢ Overall Utilization of Dental Services—One Year—Ages 0-20 Years in Los Angeles County

s The DMC plan may benefit from determining the factors that contributed to the
significant improvement for this measure’s rate in Sacramento County and test the
successful strategies in Los Angeles County.

¢ Treatment/Prevention of Caries—Ages 0-20 Years in Los Angeles County
s The DMC plan may benefit from determining the factors that contributed to the

significant improvement for this measure’s rate in Sacramento County and test the
successful strategies in Los Angeles County.

Access Dental Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page A-9
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4. Performance Improvement Projects

DHCS requires DMC plans to conduct two quality improvement projects (QIPs) per year. DMC
plans must participate in a DHCS-established and facilitated statewide QIP as well as an
individual QIP that aligns with a demonstrated area in need of improvement. For the statewide
QIP, DMC plans must submit two reports annually—one intervention progress report to HSAG,
and an annual QIP submission to DHCS. For the individual QIP, DMC plans must use HSAG'’s
rapid-cycle performance improvement project (PIP) process. Because DHCS requires DMC
plans to use HSAG’s rapid-cycle PIP process for their individual QIPs, HSAG refers to DMC
plans’ individual QIPs as individual PIPs.

Statewide Quality Improvement Project

DHCS requires DMC plans to conduct statewide QIPs focused on Preventive Services
Utilization. The goal of the statewide QIP is to increase preventive services among children
ages 1to 20 by 10 percentage points by the end of 2023.

Based on the reporting requirements, Access Dental submitted its second annual intervention
progress report to HSAG in March 2020. The DMC plan reported on identified barriers and
interventions conducted as of December 31, 2019. In April 2020, HSAG provided feedback to
Access Dental on the intervention progress report. HSAG noted that Access Dental
implemented the interventions in a timely manner. While the QIP results comparison between
calendar year 2018 and calendar year 2019 indicated an improvement in Sacramento County,
the DMC plan saw a decline in Los Angeles County.

HSAG suggested that Access Dental should:

¢ In the next annual intervention progress report, provide clear drivers, factors, and/or
barriers that affect the QIP results.

¢ Reuvisit the causal/barrier analysis at least annually to reassess barriers; and in the next
annual intervention progress report, provide a comprehensive list of the identified barriers
ranked in order of priority.

¢ Link the interventions with identified barriers to ensure that the interventions will directly
impact the QIP outcomes.

¢ Develop and implement intervention-specific evaluations to determine the effectiveness of
each intervention and inform next steps.

Access Dental Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page A-10
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PERFORMANCE IMPROVEMENT PROJECTS

Individual Performance Improvement Project

Rapid-Cycle Performance Improvement Project Overview

The following is an overview of HSAG’s rapid-cycle PIP process that DMC plans followed
when conducting their individual PIPs.

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

The following provides an overview of the Rapid-Cycle PIP modules:

L4

Module 1—PIP Initiation

s  MCMC plans outline the framework for the PIP, which includes the:
o Topic rationale.
o Narrowed focus description.

o SMART (Specific, Measurable, Achievable, Relevant, and Time-bound) Aim
measure baseline data collection specifications and methodology.

o SMART Aim statement.
o SMART Aim run chart.
Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s  MCMC plans test and evaluate the intervention through a series of PDSA cycles.
Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

Access Dental Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page A-11
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Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Individual Performance Improvement Project Results and Findings

Using its own DMC plan-specific data, Access Dental selected annual dental visits for children
ages 5to 18 as its 2019-21 individual PIP topic. While the original SMART Aim end date for
the 2019-21 PIPs was June 30, 2021, due to challenges MCMC plans experienced in
conducting PIP activities during the COVID-19 public health crisis, DHCS elected to end the
2019-21 PIPs effective June 30, 2020. In this report, HSAG includes summaries of the DMC
plan’s module submissions for the 2019-21 individual PIP as well as validation findings from
the review period.

During the review period of this report, HSAG validated modules 1 and 2 for the DMC plan’s
Increasing an Annual Dental Visit for Children, Ages 5-18 PIP. Upon initial review of the
modules, HSAG determined that Access Dental met some required validation criteria;
however, HSAG identified opportunities for improvement related to:

¢ Including all required components of:
s The SMART Aim statement.
= The SMART Aim data collection methodology.
s The SMART Aim run chart.

¢ Including a process map that clearly illustrates the step-by-step flow of the current process
for the narrowed focus.

¢ Labeling clearly the identified gaps or opportunities for improvement in the process map
steps.

¢ Aligning the steps documented in the Failure Modes and Effects Analysis Table with the
steps in the process map that were identified as gaps or opportunities for improvement.

¢ Prioritizing the listed failure modes and ranking them from highest to lowest in the Failure
Mode Priority Ranking Table.
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PERFORMANCE IMPROVEMENT PROJECTS

¢ Ensuring that the drivers and interventions in the key driver diagram are clearly stated,
logically linked to the SMART Aim, and have the potential for impacting the SMART Aim
goal.

After receiving technical assistance from HSAG, Access Dental incorporated HSAG’s feedback
into modules 1 and 2. Upon final review, HSAG determined that the DMC plan met all
validation criteria for modules 1 and 2. Access Dental was in the process of working on its
Module 3 submission when DHCS determined to end the 2019-21 PIPs.

Strengths—Performance Improvement Projects

Access Dental successfully completed the second annual intervention progress report for the
Preventive Services Utilization statewide QIP, providing all requested information. Additionally,
using information gained from HSAG’s PIP training, validation results, and technical
assistance, Access Dental submitted all required documentation and met all criteria for the
Increasing an Annual Dental Visit for Children, Ages 5-18 individual PIP modules that the
DMC plan completed during the review period.

Opportunities for Improvement—Performance Improvement
Projects

Based on Access Dental’'s PIP progression, HSAG identified no opportunities for improvement
in the area of PIPs.

Access Dental Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page A-13
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5. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each DMC plan an opportunity to outline actions taken to address
recommendations HSAG made in its 2018-19 DMC plan-specific evaluation report. Based on
HSAG’s assessment of Access Dental’s delivery of quality, accessible, and timely care through
the activities described in the DMC plan’s 2018-19 DMC plan-specific evaluation report, HSAG
included no recommendations in Access Dental’'s 2018-19 DMC plan-specific evaluation
report. Therefore, Access Dental had no recommendations for which it was required to provide

the DMC plan’s self-reported actions.

2019-20 Recommendations

Based on the overall assessment of Access Dental’s delivery of quality, accessible, and timely
care through the activities described in previous sections of this report, HSAG recommends
the following to the DMC plan:

¢ For the following measures, identify the causes for the significant decline in the DMC plan’s
performance from reporting year 2019 to reporting year 2020 to prevent further decline in
the measures’ rates and ensure members are receiving needed dental care services:
m Annual Dental Visits—Ages 0-20 Years in Los Angeles County

o The DMC plan may benefit from determining the factors that contributed to the
significant improvement for this measure’s rate in Sacramento County and test the
successful strategies in Los Angeles County.

m Continuity of Care—Ages 0-20 Years in Sacramento County
m Continuity of Care—Ages 21+ Years in Sacramento County

o The DMC plan may benefit from determining the factors that contributed to the
significant improvement for this measure’s rate in Los Angeles County and test the
successful strategies in Sacramento County.

m  Overall Utilization of Dental Services—One Year—Ages 0-20 Years in Los Angeles County

o The DMC plan may benefit from determining the factors that contributed to the

significant improvement for this measure’s rate in Sacramento County and test the
successful strategies in Los Angeles County.

m Treatment/Prevention of Caries—Ages 0-20 Years in Los Angeles County

o The DMC plan may benefit from determining the factors that contributed to the
significant improvement for this measure’s rate in Sacramento County and test the
successful strategies in Los Angeles County.

In the next annual review, HSAG will evaluate continued successes of Access Dental as well
as the DMC plan’s progress with these recommendations.
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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPSs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, Aetna Better Health of California (“Aetna”
or “the MCP”). The purpose of this appendix is to provide MCP-specific results of each activity
and an assessment of the MCP’s strengths and opportunities for improvement with respect to
the quality and timeliness of, and access to health care services furnished to its members. In
this report, the term “beneficiary” refers to a person entitled to receive benefits under MCMC,
and the term “member” refers to a person enrolled in an MCMC plan. The review period for this
MCP-specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report
on activities that take place beyond the review period in Aetna’s 2020-21 MCP-specific
evaluation report. This MCP-specific evaluation report references activities and methodologies
described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG'’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to

Aetna Better Health of California Performance Evaluation Report: July 1, 2019-June 30, 2020 Page B-1
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the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

Aetna is a full-scope MCP delivering services to its members under a Geographic Managed
Care (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 the specified geographic service area (county).

In addition to Aetna, Sacramento County’s beneficiaries may select from the following MCPs:

¢ Blue Cross of California Partnership Plan, Inc., DBA Anthem Blue Cross Partnership Plan
¢ Health Net Community Solutions, Inc.

¢ Kaiser NorCal

¢ Molina Healthcare of California

In addition to Aetna, San Diego County’s beneficiaries may select from the following MCPs:
¢ Blue Shield of California Promise Health Plan (known as Care1st Partner Plan prior to
January 1, 2019)

Community Health Group Partnership Plan

Health Net Community Solutions, Inc.

Kaiser SoCal

Molina Healthcare of California

UnitedHealthcare Community Plan

* & & o o

Aetna became operational in Sacramento and San Diego counties to provide MCMC services
effective January 1, 2018. As of June 2020, Aetna had 10,300 members in Sacramento
County and 13,167 in San Diego County—for a total of 23,467 members.! This represents 2
percent of the beneficiaries enrolled in Sacramento County and 2 percent of the beneficiaries
enrolled in San Diego County.

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted
The following is a summary of the most recent reviews conducted for Aetna.

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of Aetna. A&l conducted the
audits from April 22, 2019, through April 25, 2019. The audit period encompassed Aetna’s first
year of operation in MCMC and primarily focused on the MCP’s development and
implementation of systems and processes.

Note that while A&l conducted the on-site audits outside the review dates for this MCP-specific
evaluation report, HSAG includes the audit results because DHCS issued the final reports on
November 7, 2019, which is within the review period. Additionally, while the closeout letter was
issued on September 22, 2020, which is outside the review period for this report, HSAG
includes the information from the letter because it reflects full resolution of all findings from the
April 2019 A&l Medical and State Supported Services Audits.

Table 2.1—DHCS A&l Medical and State Supported Services Audits of Aetna
Audit Review Period: April 1, 2018, through March 31, 2019

Findings .
Category Evaluated (Yes/No) Monitoring Status
e e Corrective Action Plan (CAP) imposed
Utilization Management Yes and findings in this category rectified.
Case Management and Coordination Y CAP imposed and findings in this
es o
of Care category rectified.
I CAP imposed and findings in this
Access and Availability of Care Yes category rectified.
N CAP imposed and findings in this
Member's Rights Yes category rectified.
Quality Management Yes CAP Imposeq gnd findings in this
category rectified.
Administrative and Organizational Yes CAP imposed and findings in this
Capacity category rectified.
Aetna Better Health of California Performance Evaluation Report: July 1, 2019-June 30, 2020 Page B-3
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Findings

Category Evaluated (Yes/No) Monitoring Status

CAP imposed and findings in this

State Supported Services Yes category rectified.

Strengths—Compliance Reviews

In response to the CAP from the April 2019 A&l Medical and State Supported Services Audits
of Aetna, the MCP provided documentation to DHCS that resulted in DHCS closing the CAP.
Aetna’s documentation reflected changes to policies and procedures to ensure that the MCP is
compliant with DHCS’ contract requirements in all evaluated categories.

Opportunities for Improvement—Compliance Reviews
Aetna has no outstanding findings from the April 2019 A&l Medical and State Supported

Services Audits; therefore, HSAG has no recommendations for the MCP in the area of
compliance reviews.
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3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Aetna chose to report all hybrid measures according to the reporting year 2020 measure
specifications using measurement year 2019 data.

Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established minimum
performance levels, DHCS required MCPs to submit to DHCS improvement plans (IPs). IPs
generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets; however, if an
MCP was already conducting a performance improvement project (PIP) fora measure with arate
below the minimum performance level, DHCS did not require the MCP to also conduct IP PDSA
cycles and submit PDSA Cycle Worksheets forthe measure. Additionally, when DHCS determined
that a more systematic intervention was warranted, DHCS approved the MCP to conducta SWOT
(Strengths, Weaknesses, Opportunities, Threats) analysis as an alternative quality improvement
activity. Note that the IP requirements do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

¢ Additional technical assistance calls with DHCS Nurse Consultant staff.
¢ In-person meetings with MCP and DHCS executive staff members.

Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs

5 Quality Compass® is a registered trademark of NCQA.
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must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of Aetna, and the HEDIS 2020 Compliance Audit Final
Report of Findings for Aetna Better Health of California contains the detailed findings and
recommendations from the audit.

The HSAG auditor determined that Aetna followed the appropriate specifications to produce
valid rates, and the auditor identified no issues of concern.

Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.8 for Aetna’s performance measure results for reporting year 2020.

Note the following regarding Table 3.1 through Table 3.8:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting year.
The EQRO will display performance measure rate comparisons in the 2020-21 MCP-specific
evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation reports.
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¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain

Table 3.1 and Table 3.2 present the reporting year 2020 performance measure rates within the
Children’s Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Aetna—Sacramento County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

ol 2020 Rate
Adolescent Well-Care Visits 23.36%
Childhood Immunization Status—Combination 10 S

Children and Adolescents' Access to Primary Care Practitioners—
Ages 12-24 Months

Children and Adolescents' Access to Primary Care Practitioners— 63.10%
Ages 25 Months—6 Years S

Children and Adolescents' Access to Primary Care Practitioners—

75.19%

Ages 7-11 Years 43.33%
Children and Adolescents' Access to Primary Care Practitioners— 46.67%
Ages 12-19 Years

Developmental Screening in the First Three Years of Life—Total 28.57%
Immunizations for Adolescents—Combination 2 S

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 52.43%
BMI Percentile Documentation— Total

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

Six or More Well-Child Visits NA
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 52.19%
Aetna Better Health of California Performance Evaluation Report: July 1, 2019-June 30, 2020 Page B-8
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Table 3.2—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Aetna—San Diego County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adolescent Well-Care Visits 28.22%
Childhood Immunization Status—Combination 10 25.97%

Children and Adolescents' Access to Primary Care Practitioners— 83.33%
Ages 12-24 Months e

Children and Adolescents' Access to Primary Care Practitioners—

o)

Ages 25 Months—6 Years 66.03%
Children and Adolescents' Access to Primary Care Practitioners—

NA
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners—

NA
Ages 12-19 Years
Developmental Screening in the First Three Years of Life—Total 34.94%
Immunizations for Adolescents—Combination 2 S

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 64.51%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— s
Six or More Well-Child Visits

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 49.07%
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Women’s Health Domain

Table 3.3 and Table 3.4 present the reporting year 2020 performance measure rates within the
Women’s Health domain.

Table 3.3—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Aetna—Sacramento County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate
Breast Cancer Screening—Total NA
Cervical Cancer Screening 39.90%
Chlamydia Screening in Women—Ages 16-20 Years 62.50%
Chlamydia Screening in Women—Ages 21-24 Years 55.71%
Chlamydia Screening in Women—Total 57.84%
Contraceptive Care—All Women—Most or Moderately Effective s
Contraception—Ages 15-20 Years
Contraceptive Care—All Women—Most or Moderately Effective 20.46%
Contraception—Ages 21-44 Years R
Contraceptive Care—All Women—LARC—Ages 15-20 Years S
Contraceptive Care—All Women—LARC—Ages 21-44 Years 2.48%
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—3 Days—Ages 15-20 Years
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 21-44 Years
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—60 Days—Ages 15-20 Years
Contraceptive Care—Postpartum Women—Most or Moderately 95 539
Effective Contraception—60 Days—Ages 21-44 Years o e
Contraceptive Care—Postpartum Women—LARC—3 Days— NA
Ages 15-20 Years
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 21-44 Years SR
Contraceptive Care—Postpartum Women—LARC—60 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 75.68%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 77.03%

Table 3.4—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Aetna—San Diego County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total NA
Cervical Cancer Screening 38.20%
Chlamydia Screening in Women—Ages 16-20 Years 45.90%
Chlamydia Screening in Women—Ages 21-24 Years 72.64%
Chlamydia Screening in Women—Total 62.87%
Contraceptive Care—All Women—NMost or Moderately Effective 19.07%
Contraception—Ages 15-20 Years e
Contraceptive Care—All Women—Most or Moderately Effective 24.19%
Contraception—Ages 21-44 Years e
Contraceptive Care—All Women—LARC—Ages 15-20 Years S
Contraceptive Care—AIll Women—LARC—Ages 21-44 Years 4.08%
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—3 Days—Ages 15-20 Years
Aetna Better Health of California Performance Evaluation Report: July 1, 2019-June 30, 2020 Page B-11
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 21-44 Years

Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—60 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 33.68%
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 21-44 Years Ve
Contraceptive Care—Postpartum Women—LARC—60 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 79.55%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 79.55%

Behavioral Health Domain

Table 3.5 and Table 3.6 present the reporting year 2020 performance measure rates within the
Behavioral Health domain.

Table 3.5—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Aetna—Sacramento County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.
S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses

displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate

Antidepressant Medication Management—

0,
Effective Acute Phase Treatment—Total 55.00%
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Reporting Year

Measure 2020 Rate

Antidepressant Medication Management—

Effective Continuation Phase Treatment—Total 40.00%
Follow-Up Care for Children Prescribed ADHD Medication— NA
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication—

. . . NA
Continuation and Maintenance Phase
Screening for Depression and Follow-Up Plan— 3.899%
Ages 12-17 Years oEe

Screening for Depression and Follow-Up Plan— 4.21%
Ages 18-64 Years 217

Screening for Depression and Follow-Up Plan—
Ages 65+ Years

Table 3.6—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Aetna—San Diego County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate

Antidepressant Medication Management—

Effective Acute Phase Treatment—Total 61.11%
Antidepressant Medication Management— 40.00%
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— NA
Initiation Phase

Follow-Up Care for Children Prescribed ADHD Medication— NA

Continuation and Maintenance Phase

Screening for Depression and Follow-Up Plan— 14.05%
Ages 12-17 Years o

Screening for Depression and Follow-Up Plan—

o)
Ages 18-64 Years 10.49%
Screening for Depression and Follow-Up Plan— 15.04%
Ages 65+ Years e
Aetna Better Health of California Performance Evaluation Report: July 1, 2019-June 30, 2020 Page B-13

California Department of Health Care Services Health Services Advisory Group, Inc.



MANAGED CARE HEALTH PLAN PERFORMANCE MEASURES

Acute and Chronic Disease Management Domain

Table 3.7 and Table 3.8 present the reporting year 2020 performance measure rates within the
Acute and Chronic Disease Management domain.

Table 3.7—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Aetna—Sacramento County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 76.92%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 54.48
Asthma Medication Ratio—Total NA
Comprehensive Diabetes Care—HbA1c Poor Control 48.98%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 75.51%

Concurrent Use of Opioids and Benzodiazepines—

Ages 18-64 Years™* S
Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 50.22%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** NA
Plan All-Cause Readmissions—Expected Readmissions— Total NA
Plan All-Cause Readmissions—O/E Ratio—Total** NA
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Reporting Year

Measure 2020 Rate

Use of Opioids at High Dosage in Persons Without Cancer— 0.00%
Ages 18-64 Years** ere
Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™™

Table 3.8—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Aetna—San Diego County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

] “®

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 63.82%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 39.37
Asthma Medication Ratio—Total NA
Comprehensive Diabetes Care—HbA1c Poor Control 66.86%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 75.00%
Concurrent Use of Opioids and Benzodiazepines— S
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 42.22%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** NA
Plan All-Cause Readmissions—Expected Readmissions— Total NA
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Reporting Year

Measure 2020 Rate
Plan All-Cause Readmissions—O/E Ratio— Total** NA
Use of Opioids at High Dosage in Persons Without Cancer— S
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—

Ages 65+ Years™* NA

Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, Aetna will be required to conduct PDSA cycles on one MCAS measure
that focuses on preventive care, chronic disease management, or behavioral health and has
been impacted by COVID-19, as well as to develop and submit a COVID-19 QIP that briefly
describes the MCP’s strategies or interventions to increase the provision of preventive services,
chronic disease care, and/or behavioral health services for members amidst COVID-19.

Seniors and Persons with Disabilities Results and Findings

Seniors and Persons with Disabilities—Performance Measure Results

Table 3.9 and Table 3.10 present the reporting year 2020 seniors and persons with disabilities
(SPD) and non-SPD rates, a comparison of the SPD and non-SPD rates, and the total
combined rate for each measure. Reporting year 2020 rates reflect measurement year data
from January 1, 2019, through December 31, 2019.

Table 3.9—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Aetna—Sacramento County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
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the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting

Reporting Year 2020 SPD/Non- Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Rate Difference Total Rate

Ambulatory Care—ED Visits per

1,000 Member Months—Total* 100.28 50.95 Not Tested 54.48

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 74.81% Comparable 75.19%

Ages 12-24 Months P

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 63.44% 63.10%

Ages 25 Months—6 Years Comparable

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 43.33% 43.33%
Comparable

Ages 7-11 Years

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA NA 46.67%

Ages 12-19 Years Comparable

Plan All-Cause Readmissions— Not

Total*™ NA NA Comparable NA
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Table 3.10—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Aetna—San Diego County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting 522?';62% SPD/Non- Reporting
Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Rate
Ambulatory Care—ED Visits per
1.000 Member Months—Total* 90.91 37.48 Not Tested 39.37
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 83.23% c bl 83.33%
Ages 12-24 Months omparable
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 66.02% Comparable 66.03%
Ages 25 Months—6 Years P
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA NA NA
Ages 7-11 Years Comparable
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Reporting 522: ;t(')g% SPD/Non- Reporting
Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Rate Difference Total Rate
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA NA Comparable NA
Ages 12—-19 Years P
Plan All-Cause Readmissions— NA NA Not NA
Total** Comparable

Seniors and Persons with Disabilities—Performance Measure Findings

HSAG was unable to compare the reporting year 2020 SPD and non-SPD rates due to all SPD
rates having denominators too low for Aetna to report valid rates.

Strengths—Performance Measures

The HSAG auditor determined that Aetna followed the appropriate specifications to produce
valid rates, and the auditor identified no issues of concern.

Opportunities for Improvement—Performance Measures

Based on DHCS not holding MCPs accountable to meet the minimum performance level for

any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Managed Long-Term Services and Supports Plan
Performance Measures

Due to Aetna’s participation in California’s Coordinated Care Initiative (CCl) as a Managed
Long-Term Services and Supports Plan (MLTSSP), DHCS required that Aetna report rates for
four HEDIS measures for HSAG to validate as part of the HEDIS Compliance Audit. Note that
DHCS does not hold MLTSSPs accountable to meet minimum performance levels for the
required measures.

Managed Long-Term Services and Supports Plan Performance
Measure Results

While Aetna participates in the CCl as an MLTSSP in both Sacramento and San Diego
counties, in reporting year 2020 Aetna had no members in Sacramento County who met the
MLTSS measure reporting criteria; therefore, Aetna has no reporting year 2020 MLTSS rates
for Sacramento County.

Table 4.1 presents the reporting year 2020 rates for each required MLTSSP performance
measure. Table 4.1 presents reporting year 2020 rates only, based on changes in performance
measures and age stratifications from the previous reporting year. The EQRO will display
performance measure rate comparisons in the 2020-21 MCP-specific evaluation reports and
trending beginning in the 2021-22 MCP-specific evaluation reports. Reporting year 2020 rates
reflect measurement year data from January 1, 2019, through December 31, 2019.

Table 4.1—Reporting Year 2020 MLTSSP Performance Measure Results
Aetna—San Diego County

* Member months are a member's “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MLTSSP followed the specifications, but the denominator was too small
(less than 30) to report a valid rate.

Reporting Year

s 2020 Rate
Ambulatory Care—ED Visits per 1,000 Member Months* NA
Plan All-Cause Readmissions—Observed Readmissions— NA
Total**

Plan All-Cause Readmissions—Expected Readmissions— NA
Total

Plan All-Cause Readmissions—O/E Ratio—Total** NA

Aetna Better Health of California Performance Evaluation Report: July 1, 2019-June 30, 2020 Page B-20

California Department of Health Care Services Health Services Advisory Group, Inc.



Medi-Cal Managed Care External Quality Review Technical Report
Appendix B: Performance Evaluation Report

Aetna Better Health of California

July 1, 2019—-June 30, 2020

5. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

2019-21 Performance Improvement Projects
The following provides an overview of the Rapid-Cycle PIP modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:
o Topic rationale.
o Narrowed focus description.

o SMART (Specific, Measurable, Achievable, Relevant, and Time-bound) Aim
measure baseline data collection specifications and methodology.

o SMART Aim statement.
o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.
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Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Performance Improvement Project Results and Findings

During the review period, Aetna initiated the 2019-21 Health Equity and Child and Adolescent
Health PIPs. While the original SMART Aim end date for the 2019-21 PIPs was June 30,
2021, due to challenges MCMC plans experienced in conducting PIP activities during the
COVID-19 public health crisis, DHCS elected to end the 2019-21 PIPs effective June 30,
2020. In this report, HSAG includes summaries of the MCP’s module submissions for the
2019-21 PIPs as well as validation findings from the review period.

2019-21 Health Equity Performance ImprovementProject

DHCS required MCPs to conduct a PIP focusing on an identified health disparity. While DHCS
did not require the identified health disparity to be related to the reporting year 2020 MCAS,
DHCS strongly encouraged MCPs to select a health disparity related to an MCAS measure for
which they are not performing well. Using its own MCP-specific data, Aetna identified cervical
cancer screening among White women as its 2019-21 Health Equity PIP topic by
demonstrating a statistically significant rate difference between two subgroups, with the
disparate subgroup having the lower rate.

During the review period of this report, HSAG validated modules 1 and 2 for the MCP’s
Cervical Cancer Screening Health Equity PIP. Upon initial review of the modules, HSAG
determined that Aetna met some required validation criteria; however, HSAG identified
opportunities for improvement related to including:

¢ All required components of:
s The SMART Aim statement.
s The SMART Aim data collection methodology.
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s The SMART Aim run chart.

¢ A process map that clearly illustrates the step-by-step flow of the current process for the
narrowed focus.

After receiving technical assistance from HSAG, Aetna incorporated HSAG's feedback into
modules 1 and 2. Upon final review, HSAG determined that the MCP met all validation criteria
for modules 1 and 2. Aetna was in the process of working on its Module 3 submission when
DHCS determined to end the 2019-21 PIPs.

2019-21 Child and Adolescent Health Performance Improvement Project

DHCS required MCPs to conduct a PIP for an area in need of improvement related to child and
adolescent health. Based on MCP-specific data, Aetna selected well-child visits for children
ages 3to 6 as its 2019—-21 Child and Adolescent Health PIP topic.

During the review period for this report, HSAG validated Module 1 for the MCP’s Well-Child
Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. Upon initial review of the module,
HSAG determined that Aetna met some required validation criteria; however, HSAG identified
opportunities for improvement related to including all required components of:

¢ The SMART Aim statement.
¢ The SMART Aim data collection methodology.
¢ The SMART Aim run chart.

After receiving technical assistance from HSAG, Aetna incorporated HSAG’s feedback into
Module 1. Upon final review, HSAG determined that the MCP met all validation criteria for
Module 1. Aetna was in the process of working on its Module 2 submission when DHCS
determined to end the 2019-21 PIPs.

Strengths—Performance Improvement Projects

Using information gained from HSAG’s PIP training, validation results, and technical
assistance, Aetna submitted all required documentation and met all criteria for PIP modules
that the MCP completed during the review period.

Opportunities for Improvement—Performance Improvement
Projects

Based on Aetna’s PIP progression, HSAG identified no opportunities forimprovement in the
area of PIPs.
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6. Validation of Network Adequac

Timely Access Focused Study

DHCS requires MCPs to ensure that their participating providers offer appointments that meet
the wait time standards described in Table 6.1. During the review period, HSAG conducted the
Timely Access Focused Study to evaluate the extent to which MCPs are meeting the wait time
standards listed in Table 6.1.

Table 6.1—California Department of Health Care Services Timely Access Standards

Wait Time Standard
Appointment Type

Non-Urgent Appointments Urgent Appointments

Primary care appointment

(adult and pediatric) 10 business days 48 hours

Specialist appointment

(adult and pediatric) 15 business days 96 hours

Appointment with a mental
health care provider who is not a | 10 business days 96 hours
physician (adult and pediatric)

First prenatal visits 10 business days Not Applicable

Appointment with ancillary

providers 15 business days Not Applicable

HSAG also evaluated the following:

¢+ The extent to which providers are aware of interpretation service requirements.

¢ The extent to which the MCPs’ call centers are meeting DHCS’ 10-minute wait time
standard and the call centers’ knowledge of interpretation service requirements.

In March 2020, to ensure MCPs and their providers could prioritize COVID-19 response
efforts, HSAG temporarily halted the Timely Access Focused Study. In July 2020, DHCS
determined to cancel this study for the remainder of the calendar year to allow MCPs and their
providers to continue prioritizing COVID-19 response efforts.

HSAG included Timely Access Focused Study results from calendar year 2018 and the first
three quarters of 2019 in the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2018-June 30, 2019. During the review period for this MCP-specific evaluation
report, HSAG produced and submitted to DHCS quarterly reports and raw data files at the
statewide aggregate and MCP levels for fourth quarter 2019. Section 14 of the Medi-Cal
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Managed Care External Quality Review Technical Report, July 1, 2019—-June 30, 2020
(“Validation of Network Adequacy”) provides a summary of the statewide aggregate results
and conclusions from the Timely Access Focused Study.

DHCS’ process includes providing quarterly MCP-level reports and raw data to each MCP and
requires the MCP to provide via the Quality Monitoring Response Template a written response
to DHCS regarding results that showed potential compliance issues, strategies to overcome
any identified deficiencies, and a timeline for making needed corrections. DHCS reviews and
provides feedback to each MCP and then determines whether or not the MCP is required to
take further action. DHCS also uses the raw data files from the study to hold MCPs
accountable to investigate and correct errors in their 274 provider data. Due to DHCS
suspending the timely access survey calls in March 2020 to allow MCPs and providers to focus
on COVID-19 response efforts, DHCS did not send quarterly MCP-level reports or raw data to
MCPs and did not require any MCP responses for the remainder of the calendar year.
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7. Population Needs Assessment

DHCS requires MCPs and PSPs to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the SPD population, children with
special health care needs, members with limited English proficiency, and other member
subgroups from diverse cultural and ethnic backgrounds. MCPs and PSPs must use the PNA
findings to identify opportunities for improvement and take action to address them. Section 19
of the Medi-Cal Managed Care External Quality Review Technical Report, July 1, 2019-June
30, 2020 (“Population Needs Assessment”) provides additional details regarding DHCS’ PNA
requirements and includes a summary of the PNAs across all MCPs and PSPs.

Status of Population Needs Assessment

Aetna submitted the MCP’s final PNA report to DHCS on August 6, 2020, and DHCS notified
the MCP via email on August 10, 2020, that DHCS approved the report as submitted. While
Aetna submitted the PNA report and DHCS sent the email outside the review period for this
MCP-specific evaluation report, HSAG includes the information because it was available prior
to this report being finalized.
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8. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Based on HSAG’s assessment of Aetna’s delivery of quality, accessible, and timely
care through the activities described in the MCP’s 2018-19 MCP-specific evaluation report,
HSAG included no recommendations in Aetna’'s 2018-19 MCP-specific evaluation report.
Therefore, Aetna had no recommendations for which it was required to provide the MCP’s self-
reported actions.

2019-20 Recommendations

Based on the overall assessment of Aetna’s delivery of quality, accessible, and timely care
through the activities described in previous sections of this report, HSAG has no
recommendations for the MCP.

In the next annual review, the EQRO will evaluate continued successes of Aetna.
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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPSs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted PSP, AIDS Healthcare Foundation (“AHF” or
“the PSP”). The purpose of this appendix is to provide PSP-specific results of each activity and
an assessment of the PSP’s strengths and opportunities for improvement with respect to the
quality and timeliness of, and access to health care services furnished to its members. In this
report, the term “beneficiary” refers to a person entitled to receive benefits under MCMC, and
the term “member” refers to a person enrolled in an MCMC plan. The review period for this
PSP-specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report
on activities that take place beyond the review period in AHF’s 2020-21 PSP-specific
evaluation report. This PSP-specific evaluation report references activities and methodologies
described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
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the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Population-Specific Health Plan Overview

AHF is a PSP 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 unigue membership, some of PSP’s contracted requirements are
different from MCP contract requirements. AHF became operational in Los Angeles County to
provide MCMC services effective April 1995. As of June 2020, AHF had 632 members."’

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted
The following is a summary of the most recent reviews conducted for AHF.

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical Audit of AHF. A&l conducted the audit from February 4, 2020, through
February 13, 2020. DHCS issued the final closeout letter on October 7, 2020, which is outside
the review period for this report; however, HSAG includes the information from the letter
because it reflects full resolution of the findings from the 2020 A&l Medical Audit.

Table 2.1—DHCS A&l Medical Audit of AHF
Audit Review Period: January 1, 2019, through December 31, 2019

Findings e
Category Evaluated (Yes/No) Monitoring Status

Corrective action plan (CAP)
Utilization Management Yes imposed and findings in this
category rectified.

CAP imposed and findings in

Case Management and Coordination of Care | Yes . e
this category rectified.

CAP imposed and findings in

Access and Availability of Care Yes this category rectified.

Member’s Rights Yes CAP imposed anq _flndlngs in
this category rectified.

Quality Management No No findings.

Administrative and Organizational Capacity No No findings.

Strengths—Compliance Reviews

A&l identified no findings in the Quality Management and Administrative and Organizational
Capacity categories during the 2020 Medical Audit of AHF. Additionally, in response to the
CAP from the 2020 A&l Medical Audit of AHF, the PSP provided documentation to DHCS that
resulted in DHCS closing the CAP. AHF’s documentation reflected changes to policies and
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procedures to ensure the PSP is compliant with DHCS’ standards within the Utilization
Management, Case Management and Coordination of Care, Access and Availability of Care,
and Member’s Rights categories.

Opportunities for Improvement—Compliance Reviews

AHF has no outstanding findings from the 2020 A&l Medical Audit; therefore, HSAG has no
recommendations for the PSP in the area of compliance reviews.

AIDS Healthcare Foundation Performance Evaluation Report: July 1, 2019-June 30, 2020 Page C4
California Department of Health Care Services Health Services Advisory Group, Inc.



Medi-Cal Managed Care External Quality Review Technical Report
Appendix C: Performance Evaluation Report

AIDS Healthcare Foundation

July 1, 2019—-June 30, 2020

necific Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
PSPs to their members. Beginning with reporting year2 2020, DHCS modified this performance
measure set, which it now calls the Managed Care Accountability Set (MCAS). MCAS includes
only select CMS Adult and Child Health Care Quality Measures for Medicaid (Adult and Child
Core Sets), some of which are also Healthcare Effectiveness Data and Information Set
(HEDIS®)3 measures. DHCS consults with PSPs, HSAG, and stakeholders to determine which
CMS Core Set measures DHCS will require PSPs to report. DHCS contracted with HSAG to
conduct an independent audit, in alignment with the National Committee for Quality
Assurance’s (NCQA'’s) HEDIS Compliance Audit™ 4 standards, policies, and procedures, to
assess the validity of HEDIS and non-HEDIS MCAS performance measures calculated and

submitted by PSPs.

Hybrid Measure Reporting

PSPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to PSP and provider staff members related to COVID-19, DHCS allowed PSPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the PSP reported
the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢ Report the hybrid rates using measurement year 2019 administrative data only.

AHF chose to report all hybrid measures according to the reporting year 2020 measure
specifications using measurement year 2019 data.

Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

2 The reporting year is the year in which PSPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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DHCS-Established Performance Levels

To assess performance for each PSP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for select MCAS measures for reporting year 2020;
however, due to COVID-19, DHCS determined not to hold PSPs accountable to meet the
minimum performance levels for any measures. Instead, DHCS required all PSPs to conduct
specific quality improvement activities as described under the “Reporting Year 2020 Quality
Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold PSPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all PSPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. PSPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow PSPs flexibility regarding the Plan-Do-Study-
Act (PDSA) cycle format and interventions. PSPs are required to submit PDSA cycle
information to DHCS using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the PSP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. PSPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the PSP contracts authorize
DHCS to impose sanctions on PSPs that fail to meet the required minimum performance levels
on any of the applicable MCAS measures in any reporting unit. Sanctions may include financial
penalties or auto-assignment withholds. The level and type of sanction depends on the number
of deficiencies and the severity of the quality issues identified. Note that based on DHCS not
holding PSPs accountable to meet the minimum performance level for any measure, DHCS
will not impose any sanctions based on reporting year 2020 performance measure results.

5 Quality Compass® is a registered trademark of NCQA.
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Performance Measure Validation Results

HSAG conducted an independent audit of AHF, and the HEDIS 2020 Compliance Audit Final
Report of Findings for AIDS Healthcare Foundation contains the detailed findings and
recommendations from the audit.

The HSAG auditor determined that AHF followed the appropriate specifications to produce
valid rates, and the auditor identified no issues of concern.

Performance Measure Results

After validating the PSP’s performance measure rates, HSAG assessed the results. See Table
3.1 for AHF’s performance measure results for reporting year 2020.

Note the following regarding Table 3.1:

¢ The table presents reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting
year. The EQRO will display performance measure rate comparisons in the 2020-21 PSP-
specific evaluation reports and trending beginning in the 2021-22 PSP-specific evaluation
reports.

¢ Based on DHCS not holding PSPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the PSP’s reporting year 2020 performance
measure results.
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Table 3.1—Reporting Year 2020 Performance Measure Results
AHF—Los Angeles County

* A lower rate indicates better performance for this measure.

NA = The PSP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate

Women’s Health Domain

Contraceptive Care—All Women—Most or Moderately Effective
Contraception—Ages 21-44 Years

Contraceptive Care—All Women—LARC—Ages 21-44 Years NA
Behavioral Health Domain

NA

Screening for Depression and Follow-Up Plan—Ages 18-64 Years 0.00%

Screening for Depression and Follow-Up Plan—Ages 65+ Years NA

Acute and Chronic Disease Management Domain
Adult BMI Assessment—Total 97.03%

Comprehensive Diabetes Care—HbA1c Poor Control

(>9.0 Percent)—Total* S
Comprehensive Diabetes Care—HbA1c Testing—Total 95.35%
Concurrent Use of Opioids and Benzodiazepines— 26.23%
Ages 18-64 Years*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years* NA
Controlling High Blood Pressure—Total 60.00%
HIV Viral Load Suppression—Ages 18-64 Years 93.56%
HIV Viral Load Suppression—Ages 65+ Years NA
Use of Opioids at High Dosage in Persons Without Cancer— 3
Ages 18-64 Years*

Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™
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Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, AHF will be required to conduct PDSA cycles on one MCAS measure
that focuses on preventive care, chronic disease management, or behavioral health and has
been impacted by COVID-19, as well as to develop and submit a COVID-19 QIP that briefly
describes the PSP’s strategies or interventions to increase the provision of preventive services,
chronic disease care, and/or behavioral health services for members amidst COVID-19.

Strengths—Performance Measures

The HSAG auditor determined that AHF followed the appropriate specifications to produce
valid rates, and the auditor identified no issues of concern.

Opportunities for Improvement—Performance Measures

Based on DHCS not holding PSPs accountable to meet the minimum performance level for

any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle performance improvement project (PIP) framework include
forming a PIP team, setting aims, establishing measures, determining interventions using
quality improvement tools, conducting PDSA cycles to test interventions, and planning for the
spread of successful changes. The core component of the rapid-cycle PIP approach involves
testing changes on a small scale so that improvement can occur more efficiently and lead to
long-term sustainability.

2017-19 Performance Improvement Projects

While MCPs, PSPs, and the SHP concluded their 2017-19 PIPs through the SMART (Specific,
Measurable, Achievable, Relevant, and Time-bound) Aim end date of June 30, 2019, MCPs,
PSPs, and the SHP submitted final modules for HSAG to validate during the review period for
this report. HSAG assessed the validity and reliability of the results based on CMS’ validation
protocols to determine whether key stakeholders can have confidence in the reported PIP
findings. HSAG assigned the following final confidence levels for each PIP:

¢ High confidence—the PIP was methodologically sound and achieved the SMART Aim goal;
the demonstrated improvement was clearly linked to the quality improvement processes
conducted and intervention(s) tested; and the MCP, PSP, or SHP accurately summarized
the key findings.

¢ Confidence—the PIP was methodologically sound and achieved the SMART Aim goal, and
the MCP, PSP, or SHP accurately summarized the key findings. However, some, but not
all, of the quality improvement processes conducted and/or intervention(s) tested were
clearly linked to the demonstrated improvement.

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

¢ Reported PIP results were not credible (referred to in this report as “not credible”’)—the PIP
methodology was not executed as approved.

2019-21 Performance Improvement Projects

Based on HSAG’s annual review of the rapid-cycle PIP process, HSAG released the Rapid-
Cycle PIP Version 5 in September 2019. While HSAG’s rapid-cycle PIP process still requires
extensive up-front preparation to allow for a structured, scientific approach to quality
improvement, the updated version more efficiently guides MCMC plans through the process to
provide more time for them to test interventions.
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The following provides an overview of the Rapid-Cycle PIP Version 5 modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:
o Topic rationale.
o Narrowed focus description.
o SMART Aim measure baseline data collection specifications and methodology.
o SMART Aim statement.
o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s  MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
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needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Performance Improvement Project Results and Findings

During the review period, AHF submitted final modules for its 2017-19 PSP-specific PIPs.
HSAG provided final validation findings and encouraged the PSP to incorporate the
experiences and lessons learned from the PIPs into future quality improvement efforts. HSAG
includes the final PIP validation findings in this report.

Additionally, AHF initiated the 2019-21 PSP-specific PIPs. While the original SMART Aim end
date for the 2019-21 PIPs was June 30, 2021, due to challenges MCMC plans experienced in
conducting PIP activities during the COVID-19 public health crisis, DHCS elected to end the
2019-21 PIPs effective June 30, 2020. In this report, HSAG includes summaries of the PSP’s
module submissions for the 2019-21 PIPs as well as validation findings from the review
period.

2017-19 Colorectal Cancer Screening Performance Improvement Project

AHF selected colorectal cancer screening as one of its 2017-19 PIP topics based on its PSP-
specific data.

Table 4.1 provides the SMART Aim measure results reported by the PSP for its Colorectal
Cancer Screening PIP.

Table 4.1—AHF Colorectal Cancer Screening PIP SMART Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of colorectal cancer screening among
members 50 to 75 years of age residing in Los 58.26% 70.50% No
Angeles County

Table 4.2 presents a description of the intervention that AHF tested for its Colorectal Cancer
Screening PIP. The table also indicates the key driver and failure mode that the intervention
addressed and whether the PSP decided, based on intervention testing results, to adopt,
adapt, abandon, or continue testing the intervention.
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Table 4.2—AHF Colorectal Cancer Screening PIP Intervention Testing Results

Adopt,
Adapt,
Abandon,
or Continue
Testing

Key Driver and Failure Mode

Intervention Addressed

¢ Memb t
Provide eligible members with a gift ember shgagemen

card for colorectal cancer screening ¢ Medmber_s do notl find ;/?Iue n Adapt
completion undergoing a colorectal cancer
screening

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for AHF’s Colorectal
Cancer Screening PIP. In the modules, AHF documented that it tested a member incentive
program. The PSP conducted outreach calls and sent text messages to inform eligible
members about the colorectal cancer screening incentive program and to offer appointment
scheduling assistance, if needed. The PSP sent gift cards to members upon receiving signed
incentive forms from providers and validating the claims. As part of the intervention, AHF
developed a real-time database to track eligible members’ screening status and gift card
receipt. While the PSP did not achieve the SMART Aim goal, as a result of the intervention,
AHF made a process change for providers to receive automatic approvals for the screening
referrals to lessen the time between members’ initial appointments with providers and the
actual colorectal cancer screenings. Additionally, the PSP learned from members that the
incentive program had a positive impact on their decision to complete the colorectal cancer
screening. AHF determined to adapt the intervention to further test the impact of the incentive
on the colorectal cancer screening completion rate.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned AHF’s
Colorectal Cancer Screening PIP a final confidence level of Low Confidence.

2017-19 Diabetes Retinal Eye Exam Performance Improvement Project

AHF selected diabetes retinal eye exam as its second 2017-19 PIP topic based on its PSP-
specific data.

Table 4.3 provides the SMART Aim measure results as reported by the PSP for its 2017-19
Diabetes Retinal Eye Exam PIP.
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Table 4.3—AHF 2017-19 Diabetes Retinal Eye Exam PIP SMART Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline

SMART Aim Measure Rate

Rate of retinal eye exams among members 18 to 75 38.64% 57 00% Yes
years of age residing in Los Angeles County e e

Table 4.4 presents a description of the intervention that AHF tested for its 2017-19 Diabetes
Retinal Eye Exam PIP. The table also indicates the key driver and failure mode that the
intervention addressed and whether the PSP decided, based on intervention testing results, to
adopt, adapt, abandon, or continue testing the intervention.

Table 4.4—AHF 2017-19 Diabetes Retinal Eye Exam PIP Intervention Testing Results

Adopt,
Adapt,
Abandon,
or Continue
Testing

Key Driver and Failure Mode
Addressed

Intervention

¢+ Member engagement
¢ Members do not find value in Adapt
undergoing a retinal eye exam

Provide eligible members with a gift
card for retinal eye exam completion

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for AHF’s 2017-19
Diabetes Retinal Eye Exam PIP. In the modules, AHF documented that it tested a member
incentive program. The PSP conducted outreach calls and sent text messages to inform
eligible members about the retinal eye exam incentive program and to offer appointment
scheduling assistance, if needed. The PSP sent gift cards to members upon receiving signed
incentive forms from providers and validating the claims. As part of the intervention, AHF
developed a real-time database to track eligible members’ exam completion status and gift
card receipt. AHF documented that it made a process change to allow members to make
ophthalmologist appointments without prior authorization. Additionally, the PSP learned from
members that the incentive program had a positive impact on their decision to complete the
retinal eye exams. AHF determined to adapt the intervention to further test the impact of the
incentive on the retinal eye exam completion rate. The SMART Aim run chart indicated that the
PSP achieved the SMART Aim goal prior to the start of the intervention testing, and while the
monthly SMART Aim rate fluctuated, the PSP did not achieve the SMART Aim goal during the
intervention testing period.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned AHF’s 2017—
19 Diabetes Retinal Eye Exam PIP a final confidence level of Low Confidence.
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2019-21 Diabetes Retinal Eye Exam Performance Improvement Project

Using its own PSP-specific data, AHF determined to continue to focus on diabetes retinal eye
exams as its 2019-21 PIP topic.

During the review period of this report, HSAG validated modules 1 through 3 for the PSP’s
2019-21 Diabetes Retinal Eye Exam PIP. Upon initial review of Module 1, HSAG determined
that AHF met some required validation criteria; however, HSAG identified opportunities for
improvement related to including all required components of the SMART Aim statement and
SMART Aim run chart. After receiving technical assistance from HSAG, AHF incorporated
HSAG’s feedback into Module 1; and upon final review, HSAG determined that the PSP met all
validation criteria for Module 1. AHF met all validation criteria for modules 2 and 3 in its initial
submission.

Table 4.5 provides the SMART Aim measure description, baseline rate, and SMART Aim goal
rate for the PSP’s 2019-21 Diabetes Retinal Eye Exam PIP.

Table 4.5—AHF 2019-21 Diabetes Retinal Eye Exam PIP SMART Aim Measure

SMART

SMART Aim Measure Baseline  5:0 'Goal

Rate Rate

Rate of retinal eye exams among members 18 to 75 years of age 449, 64
who are living with diabetes ° °

Table 4.6 presents a description of the interventions that AHF selected to test for its 2019-21
Diabetes Retinal Eye Exam PIP. The table also indicates the failure modes that each
intervention aims to address.

Table 4.6—AHF 2019-21 Diabetes Retinal Eye Exam PIP Intervention Testing

Intervention Failure Modes Addressed

¢ Members refuse to visit eye care
specialists

¢ Eye care specialists do not screen
patients for diabetes

Make retinal eye cameras available to
members at their primary care provider’'s
office and/or during home visits

¢ Members are not interested in
understanding the treatment plan and/or

Provide member education on signs and provider instructions
symptoms of diabetes ¢ Members do not understand providers’
explanation about the treatment plan

¢ Members do not disclose diabetic status
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Failure Modes Addressed

Intervention

¢ Members are not interested in
understanding the treatment plan and/or
provider instructions
¢ Members do not understand providers’
Conduct outreach to provide member explanations about the treatment plan
education on diabetes management and ¢ Providers do not provide members with
health coaching regarding behaviors treatment plans
¢ Members do not disclose diabetic status
¢ Members do not experience/mention any
symptoms when visiting eye care
specialists
¢ Members do not understand the
importance of retinal eye exams
Provide member education on the ¢ Members refuse to visit eye care
importance of retinal eye exams and dilation specialists
¢ Members refuse retinal eye exams due to
side effects
Ensure that members have scheduled ¢ Specialist locations are inconvenient for
transportation on appointment days members
¢ Specialists do not offer convenient office

Expand vision provider network

hours

While AHF advanced to the intervention testing phase, the PIP did not progress to the point
where the PSP was required to report PIP outcomes prior to DHCS determining to end the
2019-21 PIPs.

2019-21 Controlling Hight Blood Pressure Performance Improvement
Project

AHF selected controlling high blood pressure as its second 2019-21 PIP topic based on its
PSP-specific data.

During the review period for this report, HSAG validated modules 1 and 2 for the PSP’s

Controlling High Blood Pressure PIP. Upon initial review of the modules, HSAG determined
that AHF met some required validation criteria; however, HSAG identified opportunities for
improvement related to:

¢

Including all required components of:

s The SMART Aim data collection methodology.

s The SMART Aim run chart.
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¢ Perioritizing the listed failure modes and ranking them from highest to lowest in the Failure
Mode Priority Ranking Table.

After receiving technical assistance from HSAG, AHF incorporated HSAG'’s feedback into
modules 1 and 2. Upon final review, HSAG determined that the PSP met all validation criteria
for modules 1 and 2. AHF was in the process of working on its Module 3 submission when
DHCS determined to end the 2019-21 PIPs.

Strengths—Performance Improvement Projects

Upon completion of the 2017-19 PIPs, AHF identified interventions that it can adapt to improve
members’ compliance with colorectal cancer screenings and diabetes retinal eye exams.

Opportunities for Improvement—Performance Improvement
Projects

AHF has the opportunity to monitor the adapted interventions to achieve optimal outcomes
beyond the life of the 2017-19 Colorectal Cancer Screening and Diabetes Retinal Eye Exam
PIPs. The PSP should apply lessons learned from these PIPs to facilitate improvement of the
adapted interventions and to strengthen future quality improvement efforts.
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5. Population Needs Assessment

DHCS requires MCPs and PSPs to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the seniors and persons with
disabilities population, children with special health care needs, members with limited English
proficiency, and other member subgroups from diverse cultural and ethnic backgrounds. MCPs
and PSPs must use the PNA findings to identify opportunities for improvement and take action
to address them. Section 19 of the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2019—-June 30, 2020 (“Population Needs Assessment”) provides additional
details regarding DHCS’ PNA requirements and includes a summary of the PNAs across all
MCPs and PSPs.

Status of Population Needs Assessment

AHF submitted the PSP’s PNA report to DHCS on July 30, 2020, and DHCS notified the PSP
via email on August 7, 2020, that DHCS approved the report as submitted. While AHF
submitted the PNA report and DHCS sent the email outside the review period for this PSP-
specific evaluation report, HSAG includes the information because it was available prior to this
report being finalized.
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6. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Based on HSAG’s assessment of AHF’s delivery of quality, accessible, and timely care
through the activities described in the PSP’s 2018-19 PSP-specific evaluation report, HSAG
included no recommendations in AHF’s 2018-19 PSP-specific evaluation report. Therefore,
AHF had no recommendations for which it was required to provide the PSP’s self-reported
actions.

2019-20 Recommendations

Based on the overall assessment of AHF’s delivery of quality, accessible, and timely care
through the activities described in previous sections of this report, HSAG recommends the
following to the PSP:

¢+ Monitor the adapted interventions to achieve optimal outcomes beyond the life of the 2017-
19 Colorectal Cancer Screening and Diabetes Retinal Eye Exam PIPs.

¢ Apply lessons learned from the 2017—-19 PIPs to facilitate improvement of the adapted
interventions and to strengthen future quality improvement efforts.

In the next annual review, the EQRO will evaluate continued successes of AHF as well as the
PSP’s progress with these recommendations.
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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, Alameda Alliance for Health (“AAH” or
“the MCP?”). The purpose of this appendix is to provide MCP-specific results of each activity
and an assessment of the MCP’s strengths and opportunities for improvement with respect to
the quality and timeliness of, and access to health care services furnished to its members. In
this report, the term “beneficiary” refers to a person entitled to receive benefits under MCMC,
and the term “member” refers to a person enrolled in an MCMC plan. The review period for this
MCP-specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report
on activities that take place beyond the review period in AAH’s 2020-21 MCP-specific
evaluation report. This MCP-specific evaluation report references activities and methodologies
described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG'’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
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the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

AAH is a full-scope MCP delivering services to its members as a “Local Initiative” MCP under
the Two-Plan Model. Beneficiaries may enroll in AAH, the Local Initiative MCP, or in Blue
Cross of California Partnership Plan, Inc., DBA Anthem Blue Cross Partnership Plan, the
alternative commercial plan.

AAH became operational in Alameda County to provide MCMC services effective 1996. As of
June 2020, AAH had 250,619 members."! This represents 81 percent of the beneficiaries
enrolled in Alameda County.

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted

The following is a summary of the most recent reviews conducted for AAH. HSAG’s
compliance review summaries are based on final audit/survey reports issued and corrective
action plan (CAP) closeout letters dated on or before the end of the review period for this
report (June 30, 2020).

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of AAH. A&l conducted the audits
from June 10, 2019, through June 21, 2019. A&l assessed AAH’s compliance with its DHCS
contract and determined to what extent the MCP had implemented its CAP from the 2018
Medical and State Supported Services Audits. Note that the CAP from the 2018 audits is still
open.

Table 2.1—DHCS A&I Medical and State Supported Services Audits of AAH
Audit Review Period: June 1, 2018, through May 31, 2019

Findings

Category Evaluated (Yes/No) Monitoring Status

Utilization Management Yes CAP in process and under review.

Case Management and Coordination Yes CAP in process and under review.

of Care

Access and Availability of Care Yes CAP in process and under review.

Member’s Rights Yes CAP in process and under review.

Quality Management Yes CAP in process and under review.

Administrative and Organizational Yes CAP in process and under review.

Capacity

State Supported Services Yes CAP in process and under review.
Alameda Alliance for Health Peffomance Evaluation Report: July 1, 2019-June 30, 2020 Page D-3
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Strengths—Compliance Reviews

While the CAP from the 2018 A&I Medical and State Supported Services Audits is still open,
AAH provided information on the steps the MCP has taken to fully resolve the findings from the
audits. (See Table 7.1.)

Opportunities for Improvement—Compliance Reviews

AAH has the opportunity to work with DHCS to fully resolve the findings from the 2018 and
2019 A&l Medical and State Supported Services Audits. A&l identified repeat findings in all six
categories reviewed during the 2019 Medical Audit.
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3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Appendix GG includes tables that display all MCP reporting units and hybrid measures for
those MCPs that chose to report rates using measurement year 2018 audited hybrid rates or
using measurement year 2019 administrative data only. Please refer to this appendix to see
the reporting units and measures AAH chose to report using one or both of these two options.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established
minimum performance levels, DHCS required MCPs to submit to DHCS improvement plans
(IPs). IPs generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets;
however, if an MCP was already conducting a performance improvement project (PIP) for a
measure with a rate below the minimum performance level, DHCS did not require the MCP to
also conduct IP PDSA cycles and submit PDSA Cycle Worksheets for the measure.
Additionally, when DHCS determined that a more systematic intervention was warranted,
DHCS approved the MCP to conduct a SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis as an alternative quality improvement activity. Note that the IP requirements
do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

Additional technical assistance calls with DHCS Nurse Consultant staff.
In-person meetings with MCP and DHCS executive staff members.

5 Quality Compass® is a registered trademark of NCQA.
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Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of AAH, and the HEDIS 2020 Compliance Audit Final
Report of Findings for Alameda Alliance for Health contains the detailed findings and
recommendations from the audit.

The HSAG auditor determined that AAH followed the appropriate specifications to produce
valid rates, and the auditor identified no issues of concern.
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Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.4 for AAH’s performance measure results for reporting year 2020.

Note the following regarding Table 3.1 through Table 3.4:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting year.
The EQRO will display performance measure rate comparisons in the 2020-21 MCP-specific
evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation reports.

¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain

Table 3.1 presents the reporting year 2020 performance measure rates within the Children’s
Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
AAH—AIlameda County

Reporting Year

Measure

2020 Rate
Adolescent Well-Care Visits 59.12%
Childhood Immunization Status—Combination 10 52.80%
Children and Adolescents' Access to Primary Care Practitioners— 94.12%
Ages 12-24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 86.15%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— 89 339
Ages 7-11 Years "0
Children and Adolescents' Access to Primary Care Practitioners— o
88.32%
Ages 12-19 Years
Developmental Screening in the First Three Years of Life—Total 32.67%
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Reporting Year

Measure 2020 Rate

Immunizations for Adolescents—Combination 2 55.23%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 93.70%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 82.62%

64.48%

Women’s Health Domain

Table 3.2 presents the reporting year 2020 performance measure rates within the Women'’s
Health domain.

Table 3.2—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
AAH—AIlameda County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 62.82%
Cervical Cancer Screening 63.54%
Chlamydia Screening in Women—Ages 16-20 Years 59.11%
Chlamydia Screening in Women—Ages 21-24 Years 59.62%
Chlamydia Screening in Women—Total 59.34%
Contracept/:ve Care—AIll Women—NMost or Moderately Effective 19 74%
Contraception—Ages 15-20 Years

Contracept/:ve Care—AIll Women—NMost or Moderately Effective 25.11%
Contraception—Ages 21-44 Years

Contraceptive Care—All Women—LARC—Ages 15-20 Years 4.41%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 5.53%
Contraceptive Care—Postpartum Women—Most or Moderately 7 43%

Effective Contraception—3 Days—Ages 15-20 Years
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately

o)
Effective Contraception—3 Days—Ages 21-44 Years 12.46%
Contraceptive Care—Postpartum Women—Most or Moderately 45 27%
Effective Contraception—60 Days—Ages 15-20 Years ’
Contraceptive Care—Postpartum Women—Most or Moderately 39.49%
Effective Contraception—60 Days—Ages 21—44 Years S
Contraceptive Care—Postpartum Women—LARC—3 Days— s

Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— 3.05%
Ages 21-44 Years e

Contraceptive Care—Postpartum Women—LARC—60 Days—

o)
Ages 15-20 Years 28.38%
Contraceptive Care—Postpartum Women—LARC—60 Days— o
16.86%
Ages 21-44 Years
Prenatal and Postpartum Care—Postpartum Care 79.56%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 88.08%

Behavioral Health Domain

Table 3.3 presents the reporting year 2020 performance measure rates within the Behavioral
Health domain.

Table 3.3—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
AAH—AIlameda County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

ol 2020 Rate
Antidepressant Medication Management— 69.74%
Effective Acute Phase Treatment—Total e
Antidepressant Medication Management— 54 949
Effective Continuation Phase Treatment—Total I
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Reporting Year

Measure

2020 Rate

Follow-Up Care for Children Prescribed ADHD Medication— o

e 40.49%
Initiation Phase

Follow-Up Care for Children Prescribed ADHD Medication— 50 55%
Continuation and Maintenance Phase oo
Screening for Depression and Follow-Up Plan— 0.07%
Ages 12-17 Years R
Screening for Depression and Follow-Up Plan— 2 38Y%
Ages 18-64 Years e
Screening for Depression and Follow-Up Plan— 3
Ages 65+ Years

Acute and Chronic Disease Management Domain

Table 3.4 presents the reporting year 2020 performance measure rates within the Acute and
Chronic Disease Management domain.

Table 3.4—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
AAH—AIlameda County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporte Yoo
Adult BMI Assessment—Total 94.03%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 4411
Asthma Medication Ratio— Total 59.93%
Comprehensive Diabetes Care—HbA1c Poor Control 28,929,
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 89.29%
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Reporting Year

Measure

2020 Rate
Concurrent Use of Opioids and Benzodiazepines— 12.96%
Ages 18-64 Years™*
Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* S
Controlling High Blood Pressure—Total 64.23%
HIV Viral Load Suppression—Ages 18-64 Years 14.76%
HIV Viral Load Suppression—Ages 65+ Years S
Plan All-Cause Readmissions—Observed Readmissions—Total** 10.94%
Plan All-Cause Readmissions—Expected Readmissions—Total 10.26%
Plan All-Cause Readmissions—O/E Ratio—Total** 1.07
Use of Opioids at High Dosage in Persons Without Cancer— 3.88%
Ages 18-64 Years™*
Use of Opioids at High Dosage in Persons Without Cancer— S
Ages 65+ Years™™

Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, AAH will be required to conduct PDSA cycles on one MCAS measure
that focuses on preventive care, chronic disease management, or behavioral health and has
been impacted by COVID-19, as well as to develop and submit a COVID-19 QIP that briefly
describes the MCP’s strategies or interventions to increase the provision of preventive services,
chronic disease care, and/or behavioral health services for members amidst COVID-19.

Seniors and Persons with Disabilities Results and Findings

Seniors and Persons with Disabilities—Performance Measure Results

Table 3.5 presents the reporting year 2020 seniors and persons with disabilities (SPD) and
non-SPD rates, a comparison of the SPD and non-SPD rates, and the total combined rate for
each measure. Reporting year 2020 rates reflect measurement year data from January 1,
2019, through December 31, 2019.
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Table 3.5—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
AAH—Alameda County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting $epo;t(|)|;g SPD/Non- Reporting
Measure Year 2020 Ne:r:-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Rate
Ambulatory Care—ED Visits per
1,000 Member Months—Total* 78.77 40.39 Not Tested 44 11
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 94.12% c bl 94.12%
Ages 12-24 Months omparable
Children and Adolescents’ Access to
Primary Care Practitioners— 88.62% 86.10% 2.52 86.15%

Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 92.83% 89.20% 3.63 89.33%
Ages 7-11 Years
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Reporting 5:2: ;t(l)gg SPD/Non- Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Children and Adolescents’ Access to
Primary Care Practitioners— 86.11% 88.42% -2.31 88.32%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total**

12.44% 10.06% 2.38 10.94%

Seniors and Persons with Disabilities—Performance Measure Findings

For measures that AAH stratified by the SPD and non-SPD populations and for which HSAG

could compare reporting year 2020 SPD rates and reporting year 2020 non-SPD rates, HSAG
observed the following notable results:

¢ The reporting year 2020 SPD rate was significantly better than the reporting year 2020 non-
SPD rate for the Children and Adolescents’ Access to Primary Care Practitioners—Ages 7—
11 Years measure.

¢ Members ages 12 to 19 years in the SPD population had significantly fewer instances of a
visit with a primary care provider (PCP) during the measurement year than members in this
age group in the non-SPD population in reporting year 2020. The significant differences
may be attributed to these members choosing to receive all health care services from
specialist providers due to their complicated health care needs, rather than accessing care
from PCPs.

¢ The SPD population had a significantly higher hospital readmissions rate than the non-SPD
population in reporting year 2020. Note that 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 members.

Strengths—Performance Measures

The HSAG auditor determined that AAH followed the appropriate specifications to produce
valid rates, and the auditor identified no issues of concern.

Opportunities for Improvement—Performance Measures

Based on DHCS not holding MCPs accountable to meet the minimum performance level for

any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

2017-19 Performance Improvement Projects

While MCPs, PSPs, and the SHP concluded their 2017-19 PIPs through the SMART (Specific,
Measurable, Achievable, Relevant, and Time-bound) Aim end date of June 30, 2019, MCPs,
PSPs, and the SHP submitted final modules for HSAG to validate during the review period for
this report. HSAG assessed the validity and reliability of the results based on CMS’ validation
protocols to determine whether key stakeholders can have confidence in the reported PIP
findings. HSAG assigned the following final confidence levels for each PIP:

¢ High confidence—the PIP was methodologically sound and achieved the SMART Aim goal,
the demonstrated improvement was clearly linked to the quality improvement processes
conducted and intervention(s) tested; and the MCP, PSP, or SHP accurately summarized
the key findings.

¢ Confidence—the PIP was methodologically sound and achieved the SMART Aim goal, and
the MCP, PSP, or SHP accurately summarized the key findings. However, some, but not

all, of the quality improvement processes conducted and/or intervention(s) tested were
clearly linked to the demonstrated improvement.

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

¢ Reported PIP results were not credible (referred to in this report as “not credible”)—the PIP
methodology was not executed as approved.

2019-21 Performance Improvement Projects

Based on HSAG’s annual review of the rapid-cycle PIP process, HSAG released the Rapid-
Cycle PIP Version 5 in September 2019. While HSAG’s rapid-cycle PIP process still requires
extensive up-front preparation to allow for a structured, scientific approach to quality
improvement, the updated version more efficiently guides MCMC plans through the process to
provide more time for them to test interventions.
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The following provides an overview of the Rapid-Cycle PIP Version 5 modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:
o Topic rationale.
o Narrowed focus description.
o SMART Aim measure baseline data collection specifications and methodology.
o SMART Aim statement.
o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s  MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
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needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Performance Improvement Project Results and Findings

During the review period, AAH submitted final modules forits 2017-19 Disparity and DHCS-
priority PIPs. HSAG provided final validation findings and encouraged the MCP to incorporate
the experiences and lessons learned from the PIPs into future quality improvement efforts.
HSAG includes the final PIP validation findings in this report.

Additionally, AAH initiated the 2019-21 Health Equity and Child and Adolescent Health PIPs.
While the original SMART Aim end date for the 2019-21 PIPs was June 30, 2021, due to
challenges MCMC plans experienced in conducting PIP activities during the COVID-19 public
health crisis, DHCS elected to end the 2019-21 PIPs effective June 30, 2020. In this report,
HSAG includes summaries of the MCP’s module submissions for the 2019-21 PIPs as well as
validation findings from the review period.

2017-19 Disparity Performance ImprovementProject

DHCS required MCPs to conduct a PIP focusing on an identified health disparity based on, but
not limited to, age, gender, race or ethnicity, language spoken, income, educational
attainment, sexual orientation or gender identity, occupation, provider, or geographic area.
Using its own MCP-specific data, AAH identified diabetes HbA1c testing among the African-
American male population as its 2017-19 Disparity PIP topic by demonstrating a statistically
significant rate difference between two subgroups, with the disparate subgroup having the
lower rate.

Table 4.1 provides the SMART Aim measure results reported by the MCP forits Diabetes
HbA1c Testing Disparity PIP.

Table 4.1—AAH Diabetes HbA1c Testing Disparity PIP SMART Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of HbA1c testing among African-American o o
males ages 18 to 75 in Alameda County 73.12% 79.00% No
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Table 4.2 presents a description of the intervention that AAH tested for its Diabetes HbA1c
Testing Disparity PIP. The table also indicates the key drivers and failure modes that the
intervention addressed and whether the MCP decided, based on intervention testing results, to
adopt, adapt, abandon, or continue testing the intervention.

Table 4.2—AAH Diabetes HbA1c Testing Disparity PIP Intervention Testing Results

Adopt,
Adapt,
Abandon,
or Continue
Testing

Key Drivers and Failure Modes

Intervention Addressed

¢ Meaningful member engagement

¢ Members understand the need for
HbA1c testing but do not prioritize
it

Call non-compliant members to
educate them on the need for HbA1c

testing, address any barriers, and . . Adapt
schedule a convenient time for a lab ¢ Members are inconsistently
draw provided information on the

importance of or need for their

HbA1c testing

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for AAH’s Diabetes
HbA1c Testing Disparity PIP. In the modules, AAH documented that it tested the telephonic
outreach intervention from April 2019 through June 2019. The MCP determined that the
telephonic outreach was much more successful with this population as compared to other
populations for which the MCP has conducted telephonic outreach. Based on the intervention
testing outcomes, the MCP decided to adapt the intervention. Prior to testing the telephonic
outreach intervention, AAH planned to test the effectiveness of conducting point-of-care HbA1c
testing at the provider site; however, due to staffing issues the MCP was unable to test this
intervention. Despite AAH’s efforts, the MCP did not achieve the SMART Aim goal.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned AAH’s
Diabetes HbA1c Testing Disparity PIP a final confidence level of Low Confidence.

2017-19 DHCS-Priority Performance Improvement Project

DHCS required MCPs to conduct a PIP related to one of DHCS’ Quality Strategy focus areas:
Childhood Immunization Status—Combination 3, Controlling High Blood Pressure,
Comprehensive Diabetes Care, or Prenatal and Postpartum Care—Postpartum Care. Based
on AAH’s reporting year 2017 performance measure results, the MCP selected children’s and
adolescents’ access to primary care physicians as its 2017-19 DHCS-priority PIP topic.
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Table 4.3 provides the SMART Aim measure results as reported by the MCP for its
Children/Adolescent Access to Primary Care Physicians PIP.

Table 4.3—AAH Children/Adolescent Access to Primary Care Physicians PIP SMART
Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of primary care visits among members ages

12 to 19 who are assigned to partnering clinics 81.12% 86.00% Yes

Table 4.4 presents a description of the intervention that AAH tested for its Children/Adolescent
Access to Primary Care Physicians PIP. The table also indicates the failure modes that the
intervention addressed and whether the MCP decided, based on intervention testing results, to
adopt, adapt, abandon, or continue testing the intervention.

Table 4.4—AAH Children/Adolescent Access to Primary Care Physicians PIP
Intervention Testing Results

Adopt,
Adapt,

Intervention Failure Modes Addressed Abandon,
or Continue
Testing

Outreach to members and provide an | ¢ Lack of education around the need
incentive to promote adolescent well- for preventive care Adapt

care visits ¢ Lack of motivation to seek care

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for AAH'’s
Children/Adolescent Access to Primary Care Physicians PIP. In the modules, AAH
documented that it tested a member incentive and outreach intervention from December 2018
through June 2019. The MCP documented that it outreached to 164 members in December
2018 and 159 members in March 2019. In total, 32 of the outreached members completed a
primary care visit; however, only 18 members returned a gift card acknowledgement form. The
MCP determined that the intervention appeared to be ineffective in educating members on the
need forteen preventive care visits and incentivizing them to schedule those visits. The MCP
decided to adapt the intervention by offering a $25 movie gift card as an incentive rather than a
$25 Target gift card and test whether a movie gift card is a more appealing incentive for teens
to visit their PCPs. Although the MCP achieved the SMART Aim goal, it was reached and
sustained prior to the start of intervention testing. Therefore, the intervention the MCP tested
could not be clearly linked to the improvement.
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Upon assessment of the validity and reliability of the PIP results, HSAG assigned AAH’s
Children/Adolescent Access to Primary Care Physicians PIP a final confidence level of Low
Confidence.

2019-21 Health Equity Performance ImprovementProject

During the review period, DHCS required MCPs to conduct a PIP focusing on an identified
health disparity. While DHCS did not require the identified health disparity to be related to the
reporting year 2020 MCAS, DHCS strongly encouraged MCPs to select a health disparity
related to an MCAS measure for which they are not performing well. Additionally, DHCS
encouraged MCPs to continue with their 2017-19 Disparity PIP topic if the data showed that
the health disparity still exists.

Using its own MCP-specific data, AAH identified well-child visits in the first 15 months of life as
its 2019-21 Health Equity PIP topic by demonstrating a statistically significant rate difference
between two subgroups, with the disparate subgroup having the lower rate.

During the review period of this report, HSAG validated modules 1 through 3 for the MCP’s
Well-Child Visits in the First 15 months of Life Health Equity PIP. Upon initial review of the
modules, HSAG determined that AAH met some required validation criteria; however, HSAG
identified opportunities for improvement related to:

Including all required components of the SMART Aim and SMART Aim run chart.

Linking logically the failure modes, failure causes, and failure effectsto the steps in the
Failure Modes and Effects Analysis Table.

¢ Prioritizing the listed failure modes and ranking them from highest to lowest in the Failure
Mode Priority Ranking Table.

¢ Ensuring that the drivers and interventions in the key driver diagram are clearly stated,
logically linked to the SMART Aim, and have the potential for impacting the SMART Aim
goal.
Including all required components of the Intervention Plan.
Ensuring that the intervention effectiveness measure was appropriate for the intervention.

¢ Ensuring that the data collection process was appropriate for the intervention effectiveness
measure.

After receiving technical assistance from HSAG, AAH incorporated HSAG’s feedback into
modules 1 through 3. Upon final review, HSAG determined that the MCP met all validation
criteria for modules 1 and 2. AAH was in the process of working on its Module 3 resubmission
when DHCS determined to end the 2019-21 PIPs.
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2019-21 Child and Adolescent Health Performance Improvement Project

DHCS required MCPs to conduct a PIP for an area in need of improvement related to child and
adolescent health. Based on MCP-specific data, AAH selected well-child visits in the third,
fourth, fifth, and sixth years of life as its 2019-21 Child and Adolescent Health PIP topic.

During the review period for this report, HSAG validated modules 1 through 3 for the MCP’s
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. Upon initial review of
the modules, HSAG determined that AAH met all Module 2 validation criteria in its initial
submission; however, HSAG identified opportunities for improvement related to the following
modules 1 and 3 validation criteria:

¢ Including all required components of the:
s SMART Aim.
= SMART Aim data collection methodology.
= SMART Aim run chart.
= Intervention Plan.

¢ Ensuring that the data collection process was appropriate for the intervention effectiveness
measure.

After receiving technical assistance from HSAG, AAH incorporated HSAG’s feedback into
Module 1; upon final review, HSAG determined that the MCP met all validation criteria for
Module 1. AAH received the initial Module 3 validation findings when DHCS determined to end
the 2019-21 PIPs; therefore, the MCP did not have an opportunity to incorporate HSAG’s
feedback into Module 3.

Strengths—Performance Improvement Projects

Upon completion of the 2017-19 PIPs, AAH identified interventions that it can adapt to
improve HbA1c testing among its African-American male members as well as access to PCPs
for its adolescent members.

Opportunities for Improvement—Performance Improvement
Projects

AAH has the opportunity to monitor the adapted interventions to achieve optimal outcomes
beyond the life of the 2017-19 PIPs. The MCP should apply lessons learned from these PIPs
to facilitate improvement of the adapted interventions and to strengthen future quality
improvement efforts.
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5. Validation of Network Adequac

Timely Access Focused Study

DHCS requires MCPs to ensure that their participating providers offer appointments that meet
the wait time standards described in Table 5.1. During the review period, HSAG conducted the
Timely Access Focused Study to evaluate the extent to which MCPs are meeting the wait time
standards listed in Table 5.1.

Table 5.1—California Department of Health Care Services Timely Access Standards

Wait Time Standard
Appointment Type

Non-Urgent Appointments Urgent Appointments

Primary care appointment

(adult and pediatric) 10 business days 48 hours

Specialist appointment

(adult and pediatric) 15 business days 96 hours

Appointment with a mental
health care provider who is not 10 business days 96 hours
a physician (adult and pediatric)

First prenatal visits 10 business days Not Applicable

Appointment with ancillary

providers 15 business days Not Applicable

HSAG also evaluated the following:

¢ The extent to which providers are aware of interpretation service requirements.

¢ The extent to which the MCPs’ call centers are meeting DHCS’ 10-minute wait time
standard and the call centers’ knowledge of interpretation service requirements.

In March 2020, to ensure MCPs and their providers could prioritize COVID-19 response
efforts, HSAG temporarily halted the Timely Access Focused Study. In July 2020, DHCS
determined to cancel this study for the remainder of the calendar year to allow MCPs and their
providers to continue prioritizing COVID-19 response efforts.

HSAG included Timely Access Focused Study results from calendar year 2018 and the first
three quarters of 2019 in the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2018-June 30, 2019. During the review period for this MCP-specific evaluation
report, HSAG produced and submitted to DHCS quarterly reports and raw data files at the
statewide aggregate and MCP levels for fourth quarter 2019. Section 14 of the Medi-Cal
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Managed Care External Quality Review Technical Report, July 1, 2019—-June 30, 2020
(“Validation of Network Adequacy”) provides a summary of the statewide aggregate results
and conclusions from the Timely Access Focused Study.

DHCS’ process includes providing quarterly MCP-level reports and raw data to each MCP and
requires the MCP to provide via the Quality Monitoring Response Template a written response
to DHCS regarding results that showed potential compliance issues, strategies to overcome
any identified deficiencies, and a timeline for making needed corrections. DHCS reviews and
provides feedback to each MCP and then determines whether or not the MCP is required to
take further action. DHCS also uses the raw data files from the study to hold MCPs
accountable to investigate and correct errors in their 274 provider data. Due to DHCS
suspending the timely access survey calls in March 2020 to allow MCPs and providers to focus
on COVID-19 response efforts, DHCS did not send quarterly MCP-level reports or raw data to
MCPs and did not require any MCP responses for the remainder of the calendar year.
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6. Population Needs Assessment

DHCS requires MCPs and PSPs to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the SPD population, children with
special health care needs, members with limited English proficiency, and other member
subgroups from diverse cultural and ethnic backgrounds. MCPs and PSPs must use the PNA
findings to identify opportunities for improvement and take action to address them. Section 19
of the Medi-Cal Managed Care External Quality Review Technical Report, July 1, 2019-June
30, 2020 (“Population Needs Assessment”) provides additional details regarding DHCS’ PNA
requirements and includes a summary of the PNAs across all MCPs and PSPs.

Status of Population Needs Assessment

AAH submitted the MCP’s PNA report to DHCS on June 30, 2020, and DHCS notified the
MCP via email on July 15, 2020, that DHCS approved the report as submitted. While DHCS
sent the email outside the review period for this MCP-specific evaluation report, HSAG
includes the information because it was available prior to this report being finalized.
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7. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Table 7.1 provides EQR recommendations from AAH’s July 1, 2018, through June 30,
2019, MCP-specific evaluation report, along with the MCP’s self-reported actions taken
through June 30, 2020, that address the recommendations. Please note that HSAG made
minimal edits to Table 7.1 to preserve the accuracy of AAH’s self-reported actions.

Table 7.1—AAH’s Self-Reported Follow-Up on External Quality Review
Recommendations from the July 1, 2018, through June 30, 2019, MCP-Specific
Evaluation Report

Self-Reported Actions Taken by AAH

2018-19 External Quality Review during the Period of July 1, 2019—-June 30,

Recommendations Directed to AAH 2020, that Address the External Quality
Review Recommendations

Resolve all findings from the June 2018 AAH has worked consistently to address all

A&l Medical and State Supported Services | findings from the 2018 audits. The MCP has

Audits of AAH. updated policy documents and workflows,

provided training for staff members and
providers, and worked with our delegate
partners in addressing all findings related to
delegation. We have completed our internal
work to address all 38 findings. The MCP has
also completed an internal verification process
for 35 of the 38 findings. While AAH has not
received official CAP closure notification from
DHCS, we continue to work with the agency’s
team in our ongoing efforts to adhere to all
regulatory and contractual requirements and
provide the best services to our members.
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Assessmentof MCP’s Self-Reported Actions

HSAG reviewed AAH’s self-reported actions in Table 7.1 and determined that AAH adequately
addressed HSAG’s recommendations from the MCP’s July 1, 2018, through June 30, 2019,
MCP-specific evaluation report. While AAH has not fully resolved all findings from the 2018
A&l Medical and State Supported Services Audits, the MCP described steps it has taken to
address the findings, including modifying policies and procedures, conducting staff member
and provider trainings, and developing solutions with delegated partners. Additionally, AAH
indicated that it continues to work with DHCS to ensure the MCP meets all contractual
requirements.

2019-20 Recommendations

Based on the overall assessment of AAH’s delivery of quality, accessible, and timely care
through the activities described in previous sections of this report, HSAG recommends the
following to the MCP:

¢ Work with DHCS to fully resolve the findings from the 2018 and 2019 A&l Medical and
State Supported Services Audits.

¢+ Monitor the adapted interventions to achieve optimal outcomes beyond the life of the 2017—
19 PIPs.

¢ Apply lessons learned from the 2017-19 PIPs to facilitate improvement of the adapted
interventions and to strengthen future quality improvement efforts.

In the next annual review, the EQRO will evaluate continued successes of AAH as well as the
MCP’s progress with these recommendations.
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Anthem Blue Cross Partnership Plan

July 1, 2019-June 30, 2020

1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPSs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, Blue Cross of California Partnership Plan,
Inc., DBA Anthem Blue Cross Partnership Plan (“Anthem Blue Cross” or “the MCP”). The
purpose of this appendix is to provide MCP-specific results of each activity and an assessment
of the MCP’s strengths and opportunities for improvement with respect to the quality and
timeliness of, and access to health care services furnished to its members. In this report, the
term “beneficiary” refers to a person entitled to receive benefits under MCMC, and the term
‘member” refers to a person enrolled in an MCMC plan. The review period for this MCP-
specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report on
activities that take place beyond the review period in Anthem Blue Cross’ 2020-21
MCP-specific evaluation report. This MCP-specific evaluation report references activities and
methodologies described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
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activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

Anthem Blue Cross operated in 28 counties during the July 1, 2019, through June 30, 2020,
review period for this report. Anthem Blue Cross, a full-scope MCP, delivers services to its
members under the Two-Plan Model 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 Blue Cross 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 Blue Cross 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 Blue Cross contracted with DHCS to provide MCMC services in
Alpine, Amador, Butte, Calaveras, Colusa, El Dorado, Glenn, Inyo, Mariposa, Mono, Nevada,
Placer, Plumas, San Benito, Sierra, Sutter, Tehama, Tuolumne, and Yuba counties beginning
November 1, 2013.

Anthem Blue Cross’ Two-Plan Model

Anthem Blue Cross delivers services to its members as a “Local Initiative” MCP and
commercial plan under the Two-Plan Model. Table 1.1 shows the counties in which Anthem
Blue Cross provided services to its members under the Two-Plan Model and denotes for each
county which MCP is the commercial plan and which is the Local Initiative.

Table 1.1—Anthem Counties Under the Two-Plan Model

County Commercial Plan Local Initiative Plan

Alameda Anthem Blue Cross Alameda Alliance for Health

Contra Costa Anthem Blue Cross Contra Costa Health Plan

Fresno Anthem Blue Cross CalViva Health

Kings Anthem Blue Cross CalViva Health

Madera Anthem Blue Cross CalViva Health

San Francisco Anthem Blue Cross San Francisco Health Plan

Santa Clara Anthem Blue Cross Santa Clara Family Health Plan
AnthemBlue Cross Partnership Plan Performance Evaluation Report: July 1, 2019-June 30, 2020 Page E-2
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Commercial Plan Local Initiative Plan

Health Net Community

Tular !
ulare Solutions, Inc.

Anthem Blue Cross

Anthem Blue Cross’ Geographic Managed Care Model

Although the GMC model currently operates in San Diego and Sacramento counties, Anthem
Blue Cross only operates in Sacramento County. In the GMC model, DHCS allows
beneficiaries to select from several commercial MCPs within the specified geographic service
area (county). In addition to Anthem Blue Cross, Sacramento County’s beneficiaries may
select from the following MCPs:

¢+ Aetna Better Health of California

¢ Health Net Community Solutions, Inc.
+ Kaiser NorCal

¢ Molina Healthcare of California

Anthem Blue Cross’ Regional Model

Anthem Blue Cross delivers services to its members 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 Blue Cross or in the
alternative commercial plan in the respective counties.

Anthem Blue Cross’ Enrollment

Table 1.2 shows the counties in which Anthem Blue Cross provides MCMC services, Anthem
Blue Cross’ enroliment for each county, the MCP’s total number of members, and the
percentage of beneficiaries in the county enrolled in Anthem Blue Cross as of June 2020."

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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Table 1.2—Anthem Blue Cross Enrollment as of June 2020

Percentage of
Enrollment as of June Beneficiaries in the

2020 County Enrolled in
Anthem Blue Cross

Alameda 58,496 19%
Alpine 142 67%
Amador 4,834 78%
Butte 22,057 36%
Calaveras 4,523 47%
Colusa 4,552 58%
Contra Costa 26,885 13%
El Dorado 9,178 32%
Fresno 107,750 27%
Glenn 2,582 25%
Inyo 2,196 54%
Kings 19,423 39%
Madera 20,344 35%
Mariposa 3,267 80%
Mono 1,574 64%
Nevada 11,310 57%
Placer 28,149 61%
Plumas 2,628 51%
Sacramento 179,235 41%
San Benito 8,076 100%
San Francisco 18,161 12%
Santa Clara 66,046 21%
Sierra 347 60%
Sutter 20,955 66%
Tehama 8,881 42%
Tulare 96,752 47%
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INTRODUCTION

Percentage of
Enrollment as of June Beneficiaries in the

2020 County Enrolled in
Anthem Blue Cross

Tuolumne 5,132 51%
Yuba 16,212 63%
Total 749,687

Under the Regional model, DHCS allows Anthem Blue Cross to combine data from multiple
counties to form two single reporting units—Region 1 and Region 2. The counties within each
of these reporting units are as follows:

¢ Region 1—Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama counties

¢ Region 2—Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada, Placer,
Tuolumne, and Yuba counties

The remaining 10 counties in which Anthem Blue Cross operates are each reported as a single
reporting unit.

Alameda County
Contra Costa County
Fresno County

Kings County

Madera County
Sacramento County
San Benito County
San Francisco County
Santa Clara County
Tulare County

® & & & 6 > O o o o
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Medi-Cal Managed Care External Quality Review Technical Report
Appendix E: Performance Evaluation Report

Anthem Blue Cross Partnership Plan

July 1, 2019-June 30, 2020

2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted
The following is a summary of the most recent reviews conducted for Anthem Blue Cross.

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of Anthem Blue Cross. A&l
conducted the audits from September 30, 2019, through October 11, 2019. DHCS issued the
final closeout letter on December 4, 2020, which is outside the review period for this report;
however, HSAG includes the information from the letter because it reflects full resolution of the
findings from the 2019 A&l Medical Audit.

Table 2.1—DHCS A&l Medical and State Supported Services Audits of
Anthem Blue Cross
Audit Review Period: October 1, 2018, through September 30, 2019

Findings

Category Evaluated (Yes/No) Monitoring Status

Corrective action plan (CAP)
Utilization Management Yes imposed and findings in this
category rectified.

Case Management and Coordination

of Care No No findings.
Access and Availability of Care Yes CAP |mposec! _and findings in this
category rectified.
R CAP imposed and findings in this
Member's Rights Yes category rectified.
Quality Management No No findings.
Admlnllstratlve and Organizational No No findings.
Capacity
State Supported Services No No findings.
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COMPLIANCE REVIEWS

Follow-up on 2017 and 2018 A&l Medical Audits of Anthem Blue
Cross

A&l conducted Medical Audits of Anthem Blue Cross in 2017 and 2018, covering the review
periods of November 1, 2016, through October 31, 2017, and October 1, 2017, through
September 30, 2018, respectively. HSAG provided summaries of the audit results and status in
Anthem Blue Cross’ 2017-18 and 2018-19 MCP-specific evaluation reports. When the 2018
19 MCP-specific evaluation report was produced, the MCP’s CAPs from both audits were in
progress and under review by DHCS. Two letters from DHCS, both dated July 28, 2020,
indicated that Anthem Blue Cross provided DHCS with additional information regarding the
CAPs, and that DHCS had reviewed the information and closed the CAPs. The letters
indicated that DHCS would monitor the MCP’s full implementation of the CAPs during the
subsequent audit. Note that while the CAP closeout letters were sent outside the review dates
for this MCP-specific evaluation report, HSAG includes the information because it reflects full
resolution of all findings from the 2017 and 2018 A&l Medical Audits.

Strengths—Compliance Reviews

During the 2019 Medical and State Supported Services Audits of Anthem Blue Cross, A&l
identified no findings in the Case Management and Coordination of Care, Quality
Management, Administrative and Organizational Capacity, and State Supported Services
categories. Additionally, Anthem Blue Cross provided documentation to DHCS that resulted in
DHCS closing the CAPs from the 2017, 2018, and 2019 A&l Medical Audits of the MCP.

Opportunities for Improvement—Compliance Reviews

Anthem Blue Cross has no outstanding findings from the 2017, 2018, or 2019 A&l Medical
Audits; therefore, HSAG has no recommendations for the MCP in the area of compliance
reviews.
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Anthem Blue Cross Partnership Plan

July 1, 2019-June 30, 2020

3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Appendix GG includes tables that display all MCP reporting units and hybrid measures for
those MCPs that chose to report rates using measurement year 2018 audited hybrid rates or
using measurement year 2019 administrative data only. Please refer to this appendix to see
the reporting units and measures Anthem Blue Cross chose to report using one or both of
these two options.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established
minimum performance levels, DHCS required MCPs to submit to DHCS improvement plans
(IPs). IPs generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets;
however, if an MCP was already conducting a performance improvement project (PIP) for a
measure with a rate below the minimum performance level, DHCS did not require the MCP to
also conduct IP PDSA cycles and submit PDSA Cycle Worksheets for the measure.
Additionally, when DHCS determined that a more systematic intervention was warranted,
DHCS approved the MCP to conduct a SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis as an alternative quality improvement activity. Note that the IP requirements
do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

¢ Additional technical assistance calls with DHCS Nurse Consultant staff.
In-person meetings with MCP and DHCS executive staff members.

5 Quality Compass® is a registered trademark of NCQA.
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Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of Anthem Blue Cross, and the HEDIS 2020
Compliance Audit Final Report of Findings for Anthem Blue Cross Partnership Plan contains
the detailed findings and recommendations from the audit.

The HSAG auditor determined that Anthem Blue Cross followed the appropriate specifications
to produce valid rates, and the auditor identified no issues of concern.

Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.48 for Anthem Blue Cross’ performance measure results for reporting year
2020.
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Note the following regarding Table 3.1 through Table 3.48:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting
year. The EQRO will display performance measure rate comparisons in the 2020-21 MCP-
specific evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation
reports.

¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain
Results—Children’s Health Domain

Table 3.1 through Table 3.12 present the reporting year 2020 performance measure rates
within the Children’s Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Alameda County

Reporting Year

Measure

2020 Rate
Adolescent Well-Care Visits 47.45%
Childhood Immunization Status—Combination 10 49.88%
Children and Adolescents' Access to Primary Care Practitioners— 88.51%
Ages 12—-24 Months o
Children and Adolescents' Access to Primary Care Practitioners— 77 90%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— o
82.94%
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners— 81.28%
Ages 12-19 Years e
Developmental Screening in the First Three Years of Life—Total 22.24%
Immunizations for Adolescents—Combination 2 44.04%
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Reporting Year

Measure 2020 Rate

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 68.13%

42.93%

Table 3.2—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Contra Costa County

Reporting Year

LR 2020 Rate
Adolescent Well-Care Visits 45.50%
Childhood Immunization Status—Combination 10 44.35%
Children and Adolescents' Access to Primary Care Practitioners— 91 75%
Ages 12—-24 Months e

Children and Adolescents' Access to Primary Care Practitioners—

0,
Ages 25 Months—6 Years 83.18%
Children and Adolescents' Access to Primary Care Practitioners— o
87.10%
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners— 83.21%
Ages 12-19 Years e
Developmental Screening in the First Three Years of Life—Total 33.79%
Immunizations for Adolescents—Combination 2 36.50%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

o)
Six or More Well-Child Visits 42.86%
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 79.26%
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Table 3.3—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Fresno County

Reporting Year

R 2020 Rate
Adolescent Well-Care Visits 39.17%
Childhood Immunization Status—Combination 10 33.82%

Children and Adolescents' Access to Primary Care Practitioners—

o)
Ages 12—-24 Months 9317%
Children and Adolescents' Access to Primary Care Practitioners— 84.76%
Ages 25 Months—6 Years R
Children and Adolescents' Access to Primary Care Practitioners— 84 56%
Ages 7-11 Years R
Children and Adolescents' Access to Primary Care Practitioners— 80 98%
Ages 12-19 Years e
Developmental Screening in the First Three Years of Life—Total 32.42%
Immunizations for Adolescents—Combination 2 36.50%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 22 639
Six or More Well-Child Visits OV 70

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 73.48%

Table 3.4—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Kings County

Reporting Year

Measure

2020 Rate
Adolescent Well-Care Visits 45.99%
Childhood Immunization Status—Combination 10 33.82%
Children and Adolescents' Access to Primary Care Practitioners— 95.19%
Ages 12—24 Months FIIe
Children and Adolescents' Access to Primary Care Practitioners— 86.52%
Ages 25 Months—6 Years oere
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Reporting Year

Measure 2020 Rate

Children and Adolescents' Access to Primary Care Practitioners—

Ages 7-11 Years 88.35%
Children and Adolescents' Access to Primary Care Practitioners— 86.01%
Ages 12-19 Years

Developmental Screening in the First Three Years of Life—Total 4.97%
Immunizations for Adolescents—Combination 2 35.04%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 70.80%

31.50%

Table 3.5—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Madera County

Reporting Year

Measure 2020 Rate
Adolescent Well-Care Visits 60.83%
Childhood Immunization Status—Combination 10 38.20%

Children and Adolescents' Access to Primary Care Practitioners—

o)
Ages 12-24 Months 95.30%
Children and Adolescents' Access to Primary Care Practitioners— 91 48%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— o
94.02%
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners— 90.90%
Ages 12-19 Years SRR
Developmental Screening in the First Three Years of Life—Total 49.30%
Immunizations for Adolescents—Combination 2 61.80%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total
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Reporting Year

Measure 2020 Rate
Well-Child Visits in the First 15 Months of Life— 33.73%
Six or More Well-Child Visits 070
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 82.08%

Table 3.6—Children’s Health Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and
Tehama Counties)

Reporting Year

Measure 2020 Rate
Adolescent Well-Care Visits 44.77%
Childhood Immunization Status—Combination 10 33.82%
Children and Adolescents' Access to Primary Care Practitioners— 95.15%
Ages 12—-24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 88.129%
Ages 25 Months—6 Years e

Children and Adolescents' Access to Primary Care Practitioners—

Ages 7-11 Years 89.66%
Children and Adolescents' Access to Primary Care Practitioners— 86.71%
Ages 12-19 Years

Developmental Screening in the First Three Years of Life—Total 42.28%
Immunizations for Adolescents—Combination 2 26.76%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 37.47%
Six or More Well-Child Visits e

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 72.60%
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Table 3.7—Children’s Health Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa,
Mono, Nevada, Placer, Tuolumne, and Yuba Counties)

Reporting Year

Measure 2020 Rate
Adolescent Well-Care Visits 41.61%
Childhood Immunization Status—Combination 10 33.82%

Children and Adolescents' Access to Primary Care Practitioners—
Ages 12-24 Months

Children and Adolescents' Access to Primary Care Practitioners— 83.68%
Ages 25 Months—6 Years 70

94.06%

Children and Adolescents' Access to Primary Care Practitioners—

o)
Ages 7-11 Years 84.51%
Children and Adolescents' Access to Primary Care Practitioners— o
83.46%
Ages 12-19 Years
Developmental Screening in the First Three Years of Life—Total 35.17%
Immunizations for Adolescents—Combination 2 31.87%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 70.80%

35.52%

Table 3.8—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Sacramento County

Reporting Year

ACEEIC 2020 Rate
Adolescent Well-Care Visits 49.39%
Childhood Immunization Status—Combination 10 33.82%
Children and Adolescents' Access to Primary Care Practitioners— 92 549
Ages 12-24 Months e
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Reporting Year

Measure 2020 Rate

Children and Adolescents' Access to Primary Care Practitioners— 83.06%
Ages 25 Months—6 Years R

Children and Adolescents' Access to Primary Care Practitioners—

0,
Ages 7-11 Years 82.80%
Children and Adolescents' Access to Primary Care Practitioners— o
80.96%
Ages 12-19 Years
Developmental Screening in the First Three Years of Life—Total 55.13%
Immunizations for Adolescents—Combination 2 39.66%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 77.49%

14.84%

Table 3.9—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Benito County

Reporting Year

Measure 2020 Rate
Adolescent Well-Care Visits 38.44%
Childhood Immunization Status—Combination 10 33.82%
Children and Adolescents' Access to Primary Care Practitioners— 93.75%
Ages 12—-24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 84.35%
Ages 25 Months—6 Years S
Children and Adolescents' Access to Primary Care Practitioners— o
84.80%
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners— 82,29
Ages 12-19 Years e
Developmental Screening in the First Three Years of Life—Total 47.08%
Immunizations for Adolescents—Combination 2 24.29%
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Reporting Year

Measure 2020 Rate

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 70.80%

30.00%

Table 3.10—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Francisco County

Reporting Year

LR 2020 Rate
Adolescent Well-Care Visits 45.74%
Childhood Immunization Status—Combination 10 49.68%
Children and Adolescents' Access to Primary Care Practitioners— 92.91%
Ages 12—-24 Months e

Children and Adolescents' Access to Primary Care Practitioners—

0,
Ages 25 Months—6 Years 85.15%
Children and Adolescents' Access to Primary Care Practitioners— o
86.56%
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners— 86.27%
Ages 12-19 Years e
Developmental Screening in the First Three Years of Life—Total 33.25%
Immunizations for Adolescents—Combination 2 46.23%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

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

o)
Six or More Well-Child Visits 51.76%
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 72.99%
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Table 3.11—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Santa Clara County

Reporting Year

R 2020 Rate
Adolescent Well-Care Visits 47.69%
Childhood Immunization Status—Combination 10 44 .28%

Children and Adolescents' Access to Primary Care Practitioners—

o)
Ages 12—-24 Months 93.36%
Children and Adolescents' Access to Primary Care Practitioners— 85.24%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— 87 129
Ages 7-11 Years e
Children and Adolescents' Access to Primary Care Practitioners— 83.38%
Ages 12-19 Years oo
Developmental Screening in the First Three Years of Life—Total 35.74%
Immunizations for Adolescents—Combination 2 43.80%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 32 859
Six or More Well-Child Visits "oV 70

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 76.22%

Table 3.12—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Tulare County

Reporting Year

Measure

2020 Rate
Adolescent Well-Care Visits 55.23%
Childhood Immunization Status—Combination 10 35.04%
Children and Adolescents' Access to Primary Care Practitioners— 97.06%
Ages 12—24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 90.95%
Ages 25 Months—6 Years IR0
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Reporting Year

Measure 2020 Rate

Children and Adolescents' Access to Primary Care Practitioners—

Ages 7-11 Years 91.90%
Children and Adolescents' Access to Primary Care Practitioners— 90.34%
Ages 12-19 Years

Developmental Screening in the First Three Years of Life—Total 17.81%
Immunizations for Adolescents—Combination 2 45.50%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.00%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 32.85%
Six or More Well-Child Visits (o970

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 72.32%

Assessment of Improvement Plans—Children’s Health Domain

In April 2020, to allow MCPs to focus efforts on the COVID-19 response, DHCS waived
requirements for remaining IP and CAP submissions related to reporting year 2019
performance measure results. Following is a summary of the quality improvement activities
that Anthem Blue Cross conducted as part of its IP prior to April 2020.

Based on reporting year 2019 performance measure results, DHCS required Anthem Blue
Cross to submit IPs for the following measures within the Children’s Health Domain:

¢ Childhood Immunization Status—Combination 3 in Region 2, Sacramento County, and San
Benito County
= Note that DHCS required MCPs to report rates for the Childhood Immunization Status—
Combination 10 measure in reporting year 2020 in place of the Childhood Immunization
Status—Combination 3 measure; therefore, Anthem Blue Cross’ IP quality improvement
activities focused on the Childhood Immunization Status—Combination 10 measure.
Immunizations for Adolescents—Combination 2in Region 1 and San Benito County

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

DHCS did not hold MCPs accountable to meet the minimum performance level for any
measure in reporting year 2020; therefore, HSAG makes no assessment of Anthem Blue
Cross’ performance related to measures within the Children’s Health domain for which the
MCP conducted PDSA cycles or a PIP.
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Childhood Immunizations

To address Anthem Blue Cross’ performance below the minimum performance level for the
Childhood Immunization Status—Combination 10 measure in Region 2, Sacramento County,
and San Benito County, DHCS approved the MCP to conduct a Childhood Immunizations—
Combination 10 PIP in place of conducting PDSA cycles. HSAG includes a summary of
Anthem Blue Cross’ progress on the Childhood Immunizations—Combination 10 PIP in
Section 5 of this report (“Performance Improvement Projects”).

Adolescent Immunizations

DHCS approved Anthem Blue Cross to conduct PDSA cycles to address the MCP’s
performance below the minimum performance level for the Immunizations for Adolescents—
Combination 2 measure in Region 1 and San Benito County.

Anthem Blue Cross partnered with a clinic in San Benito County to test whether designating a
clinic-based outreach specialist and implementing an electronic health record (EHR) member
recall dashboard would result in improved immunization compliance for adolescent members
seen at the clinic. The new dashboard allowed the outreach specialist to identify adolescent
members in need of immunizations. Anthem Blue Cross also partnered with the clinic to
improve data exchange between the clinic’s EHR system and the California Immunization
Registry. The data exchange improved member data collection and eliminated the need to
manually document immunizations. The positive results from the PDSA cycle led to the clinic
creating a permanent position to conduct member outreach.

Well-Child Visits

To address Anthem Blue Cross’ performance below the minimum performance level for the
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life measure in San Benito
County, DHCS approved the MCP to conduct a Well-Child Visits in the Third, Fourth, Fifth, and
Sixth Years of Life Health Equity PIP in place of conducting PDSA cycles. HSAG includes a
summary of Anthem Blue Cross’ progress on the Well-Child Visits in the Third, Fourth, Fifth,
and Sixth Years of Life Health Equity PIP in Section 5 of this report (“Performance
Improvement Projects”).
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Women’s Health Domain
Results—Women’s Health Domain

Table 3.13 through Table 3.24 present the reporting year 2020 performance measure rates
within the Women’s Health domain.

Table 3.13—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Alameda County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening— Total 49.04%
Cervical Cancer Screening 54.01%
Chlamydia Screening in Women—Ages 16—-20 Years 64.05%
Chlamydia Screening in Women—Ages 21-24 Years 69.14%
Chlamydia Screening in Women—Total 66.45%
Contraceptive Care—All Women—Most or Moderately Effective 21.77%
Contraception—Ages 15-20 Years e
Contraceptive Care—All Women—Most or Moderately Effective 20.06%
Contraception—Ages 21-44 Years R
Contraceptive Care—All Women—LARC—Ages 15-20 Years 4.82%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.08%
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 12.50%
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 35.48%
Effective Contraception—60 Days—Ages 15-20 Years o0
Contraceptive Care—Postpartum Women—Most or Moderately 36.00%
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 15-20 Years
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—LARC—3 Days— 3.759%
Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 16.75%
Ages 21-44 Years O
Prenatal and Postpartum Care—Postpartum Care 73.97%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 86.62%

Table 3.14—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Contra Costa County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 50.44%
Cervical Cancer Screening 57.18%
Chlamydia Screening in Women—Ages 1620 Years 63.89%
Chlamydia Screening in Women—Ages 21-24 Years 71.26%
Chlamydia Screening in Women—Total 66.77%
Contraceptive Care—All Women—Most or Moderately Effective 16.21%
Contraception—Ages 15-20 Years e
Contraceptive Care—All Women—Most or Moderately Effective 21 55%
Contraception—Ages 21-44 Years e
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.30%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.55%
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—3 Days—Ages 15-20 Years
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Reporting Year

Measure

2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately 9 93
Effective Contraception—3 Days—Ages 21-44 Years o070
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—60 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 38.30%
Effective Contraception—60 Days—Ages 21-44 Years '
Contraceptive Care—Postpartum Women—LARC—3 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 14.89%
Ages 21-44 Years o970
Prenatal and Postpartum Care—Postpartum Care 67.16%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 84.31%

Table 3.15—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Fresno County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 49.67%
Cervical Cancer Screening 51.58%
Chlamydia Screening in Women—Ages 16-20 Years 55.22%
Chlamydia Screening in Women—Ages 21-24 Years 68.52%
Chlamydia Screening in Women—Total 62.03%
Contracept/:ve Care—All Women—Most or Moderately Effective 15.12%
Contraception—Ages 15-20 Years
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Reporting Year

Measure 2020 Rate

Contraceptive Care—All Women—Most or Moderately Effective 25 17%
Contraception—Ages 21-44 Years e
Contraceptive Care—All Women—LARC—Ages 15-20 Years 1.87%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 3.70%
Contraceptive Care—Postpartum Women—Most or Moderately S
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 7 050,
Effective Contraception—3 Days—Ages 21-44 Years oo
Contraceptive Care—Postpartum Women—Most or Moderately 34.04%
Effective Contraception—60 Days—Ages 15-20 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 35.01%
Effective Contraception—60 Days—Ages 21-44 Years R
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— 1.329
Ages 21-44 Years oere
Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 6.51%
Ages 21-44 Years R
Prenatal and Postpartum Care—Postpartum Care 68.86%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 80.54%
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Table 3.16—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Kings County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening— Total 52.06%
Cervical Cancer Screening 54.50%
Chlamydia Screening in Women—Ages 1620 Years 52.78%
Chlamydia Screening in Women—Ages 21-24 Years 73.99%
Chlamydia Screening in Women—Total 63.73%

Contraceptive Care—All Women—Most or Moderately Effective

o)
Contraception—Ages 15-20 Years 18.02%
Contraceptive Care—All Women—Most or Moderately Effective 27 929
Contraception—Ages 21—-44 Years e
Contraceptive Care—All Women—LARC—Ages 15-20 Years 3.27%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 6.77%
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 15-20 Years
Contraceptive Care—Postpartum Women—Most or Moderately 5429
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 43.33%
Effective Contraception—60 Days—Ages 15-20 Years o070
Contraceptive Care—Postpartum Women—Most or Moderately 42 08%
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 15-20 Years
Contraceptive Care—Postpartum Women—LARC—3 Days— s

Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— S
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days—
Ages 21-44 Years

17.50%
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Reporting Year

Measure 2020 Rate
Prenatal and Postpartum Care—Postpartum Care 78.51%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 90.83%

Table 3.177—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Madera County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate
Breast Cancer Screening—Total 50.60%
Cervical Cancer Screening 63.17%
Chlamydia Screening in Women—Ages 16-20 Years 46.60%
Chlamydia Screening in Women—Ages 21-24 Years 63.55%
Chlamydia Screening in Women—Total 55.24%
Contraceptive Care—All Women—Most or Moderately Effective 15.11%

Contraception—Ages 15-20 Years

Contraceptive Care—All Women—Most or Moderately Effective

0,

Contraception—Ages 21-44 Years 21.710%
Contraceptive Care—All Women—LARC—Ages 15-20 Years 1.18%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 5.45%
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 9.739%
Effective Contraception—3 Days—Ages 21-44 Years 70
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—60 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 41.15%
Effective Contraception—60 Days—Ages 21-44 Years o0
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—LARC—3 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 11.50%
Ages 21-44 Years o
Prenatal and Postpartum Care—Postpartum Care 68.28%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 87.59%

Table 3.18—Women’s Health Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and
Tehama Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate
Breast Cancer Screening—Total 49.98%
Cervical Cancer Screening 54.99%
Chlamydia Screening in Women—Ages 16-20 Years 44.55%
Chlamydia Screening in Women—Ages 21-24 Years 56.22%
Chlamydia Screening in Women—Total 50.25%

Contraceptive Care—All Women—Most or Moderately Effective

Contraception—Ages 15-20 Years 20.97%

Contracept/:ve Care—AIll Women—Most or Moderately Effective 26.30%

Contraception—Ages 21-44 Years

Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.18%

Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.16%
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately

Effective Contraception—3 Days—Ages 15-20 Years S
Contraceptive Care—Postpartum Women—Most or Moderately 6.21%
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 30.23%
Effective Contraception—60 Days—Ages 15-20 Years ’

Contraceptive Care—Postpartum Women—Most or Moderately 37.41%
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%

Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— S
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days—

Ages 15-20 Years S
Contraceptive Care—Postpartum Women—LARC—60 Days— 6.21%
Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 75.91%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 77.62%

Table 3.19—Women’s Health Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa,
Mono, Nevada, Placer, Tuolumne, and Yuba Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 51.93%
Cervical Cancer Screening 55.47%
Chlamydia Screening in Women—Ages 1620 Years 47.41%
Chlamydia Screening in Women—Ages 21-24 Years 55.77%
Chlamydia Screening in Women—Total 51.01%
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Reporting Year

Measure 2020 Rate

Contraceptive Care—All Women—Most or Moderately Effective 26.05%
Contraception—Ages 15-20 Years R
Contraceptive Care—All Women—Most or Moderately Effective 26.129%
Contraception—Ages 21-44 Years e’
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.78%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.27%
Contraceptive Care—Postpartum Women—Most or Moderately 0.00%
Effective Contraception—3 Days—Ages 15-20 Years Ve
Contraceptive Care—Postpartum Women—Most or Moderately 8.16%
Effective Contraception—3 Days—Ages 21-44 Years S0
Contraceptive Care—Postpartum Women—Most or Moderately 21 829
Effective Contraception—60 Days—Ages 15-20 Years oer
Contraceptive Care—Postpartum Women—Most or Moderately 37.13%
Effective Contraception—60 Days—Ages 21-44 Years o0
Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 15-20 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 7 47%
Ages 21-44 Years R
Prenatal and Postpartum Care—Postpartum Care 65.69%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 84.91%
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Table 3.20—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Sacramento County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening— Total 56.97%
Cervical Cancer Screening 57.18%
Chlamydia Screening in Women—Ages 16—-20 Years 67.69%
Chlamydia Screening in Women—Ages 21-24 Years 67.59%
Chlamydia Screening in Women—Total 67.64%
Contraceptive Care—All Women—Most or Moderately Effective 16.74%
Contraception—Ages 15-20 Years e
Contraceptive Care—All Women—Most or Moderately Effective 24 50%
Contraception—Ages 21—-44 Years o
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.54%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.86%
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 4.57%
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 27 849
Effective Contraception—60 Days—Ages 15-20 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 28.31%
Effective Contraception—60 Days—Ages 21-44 Years o
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— 0.70%
Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—60 Days— 11.93%
Ages 15-20 Years SR
Contraceptive Care—Postpartum Women—LARC—60 Days— 8.36%
Ages 21-44 Years oo
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Reporting Year

Measure 2020 Rate
Prenatal and Postpartum Care—Postpartum Care 72.02%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 84.43%

Table 3.21—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Benito County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate
Breast Cancer Screening—Total 57.24%
Cervical Cancer Screening 57.42%
Chlamydia Screening in Women—Ages 16-20 Years 36.63%
Chlamydia Screening in Women—Ages 21-24 Years 53.33%
Chlamydia Screening in Women—Total 46.19%
Contraceptive Care—All Women—Most or Moderately Effective 14.78%

Contraception—Ages 15-20 Years

Contraceptive Care—All Women—Most or Moderately Effective

0,

Contraception—Ages 21-44 Years 30.02%
Contraceptive Care—All Women—LARC—Ages 15-20 Years S
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.97%
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 21-44 Years

Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—60 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 37 50%
Effective Contraception—60 Days—Ages 21-44 Years R
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Measure

Reporting Year

2020 Rate

Contraceptive Care—Postpartum Women—LARC—3 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 21-44 Years Ve
Contraceptive Care—Postpartum Women—LARC—60 Days— NA
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 65.74%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 88.89%

Table 3.22—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Francisco County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)

to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability

Act of 1996 Privacy Rule’s de-identification standard.

Measure

Reporting Year

2020 Rate

Breast Cancer Screening—Total 58.32%
Cervical Cancer Screening 57.28%
Chlamydia Screening in Women—Ages 16-20 Years 53.68%
Chlamydia Screening in Women—Ages 21-24 Years 59.43%
Chlamydia Screening in Women—Total 56.91%
Contracept/:ve Care—All Women—Most or Moderately Effective 13.93%
Contraception—Ages 15-20 Years

Contracept/:ve Care—AIll Women—NMost or Moderately Effective 21.69%
Contraception—Ages 21-44 Years

Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.32%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 5.79%
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Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately

Effective Contraception—3 Days—Ages 15-20 Years NA
Contraceptive Care—Postpartum Women—Most or Moderately 11.65%
Effective Contraception—3 Days—Ages 21-44 Years o0
Contraceptive Care—Postpartum Women—Most or Moderately NA
Effective Contraception—60 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 33.98%
Effective Contraception—60 Days—Ages 21-44 Years IR0
Contraceptive Care—Postpartum Women—LARC—3 Days— NA

Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— S
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days—

Ages 15-20 Years NA
Contraceptive Care—Postpartum Women—LARC—60 Days— 16.50%
Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 67.80%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 84.75%

Table 3.23—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Santa Clara County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 56.11%
Cervical Cancer Screening 54.26%
Chlamydia Screening in Women—Ages 16-20 Years 56.93%
Chlamydia Screening in Women—Ages 21-24 Years 61.84%
Chlamydia Screening in Women—Total 59.41%
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Reporting Year

Measure 2020 Rate

Contraceptive Care—All Women—Most or Moderately Effective 14.529
Contraception—Ages 15-20 Years oe o
Contraceptive Care—All Women—Most or Moderately Effective 23,959
Contraception—Ages 21-44 Years IR0
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.33%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 5.01%
Contraceptive Care—Postpartum Women—Most or Moderately 33.339
Effective Contraception—3 Days—Ages 15-20 Years o070
Contraceptive Care—Postpartum Women—Most or Moderately 21,379
Effective Contraception—3 Days—Ages 21-44 Years R
Contraceptive Care—Postpartum Women—Most or Moderately 45 459,
Effective Contraception—60 Days—Ages 15-20 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 41.419%
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— 10.79%
Ages 21-44 Years YR
Contraceptive Care—Postpartum Women—LARC—60 Days— 36.36%
Ages 15-20 Years R e
Contraceptive Care—Postpartum Women—LARC—60 Days— 18.72%
Ages 21-44 Years e
Prenatal and Postpartum Care—Postpartum Care 77.37%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 86.13%
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Table 3.24—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Tulare County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening— Total 60.52%
Cervical Cancer Screening 66.94%
Chlamydia Screening in Women—Ages 16—-20 Years 53.97%
Chlamydia Screening in Women—Ages 21-24 Years 71.40%
Chlamydia Screening in Women—Total 62.22%
Contraceptive Care—All Women—NMost or Moderately Effective 18.49%
Contraception—Ages 15-20 Years e
Contraceptive Care—All Women—Most or Moderately Effective 30.62%
Contraception—Ages 21—-44 Years e
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.66%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 5.76%
Contraceptive Care—Postpartum Women—Most or Moderately 0.00%
Effective Contraception—3 Days—Ages 15-20 Years R
Contraceptive Care—Postpartum Women—Most or Moderately 6.77%
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 39.73%
Effective Contraception—60 Days—Ages 15-20 Years 1970
Contraceptive Care—Postpartum Women—Most or Moderately 43359
Effective Contraception—60 Days—Ages 21-44 Years e e
Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 15-20 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— S
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 9.74%
Ages 21-44 Years e

AnthemBlue Cross Partnership Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page E-36

California Department of Health Care Services Health Services Advisory Group, Inc.



MANAGED CARE HEALTH PLAN PERFORMANCE MEASURES

Reporting Year

Measure 2020 Rate
Prenatal and Postpartum Care—Postpartum Care 82.97%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 91.24%

Assessment of Improvement Plans—Women’s Health Domain

As previously stated, in April 2020, to allow MCPs to focus efforts on the COVID-19 response,
DHCS waived requirements for remaining IP and CAP submissions related to reporting year
2019 performance measure results. Following is a summary of the quality improvement
activities that Anthem Blue Cross conducted as part of its IP prior to April 2020.

The rate for the Breast Cancer Screening—Total measure was below the minimum
performance level in reporting year 2019 in Alameda County, Contra Costa County, Fresno
County, Kings County, Region 1, and Region 2. DHCS approved Anthem Blue Cross to
conduct a SWOT analysis in place of PDSA cycles to improve its performance on the
measure. The MCP reported that it implemented the following quality improvement strategies:

¢ In Alameda County, coordinated member outreach and breast cancer screening services
with imaging providers that in turn communicated outreach and breast cancer screening
results to participating federally qualified health centers (FQHCs).

= Anthem Blue Cross reported learning that for this process to be successful, careful
collaboration with the imaging provider and FQHC partners along with shared buy-in
and commitment to meet the project goals is necessary.

¢ In Fresno County, facilitated provider education sessions using a lunch and learn format
and conducted member outreach for participation in coordinated clinic days.

Anthem Blue Cross reported a delay in progress of the quality improvement strategies due to
provider closures and temporary suspension of non-urgent medical services in response to the
COVID-19 public health crisis.

DHCS did not hold MCPs accountable to meet the minimum performance level for the Breast
Cancer Screening—Total measure in reporting year 2020; therefore, HSAG makes no
assessment of Anthem Blue Cross’ performance related to this measure.
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Behavioral Health Domain

Table 3.25 through Table 3.36 presents the reporting year 2020 performance measure rates
within the Behavioral Health domain.

Table 3.25—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Alameda County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Antidepressant Medication Management— 51.99%
Effective Acute Phase Treatment—Total oo
Antidepressant Medication Management— 35.46%
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— 36.56%
Initiation Phase R
Follow-Up Care for Children Prescribed ADHD Medication— NA
Continuation and Maintenance Phase

Screening for Depression and Follow-Up Plan— 6.72Y%
Ages 12-17 Years here
Screening for Depression and Follow-Up Plan— 0.39%
Ages 18-64 Years e
Screening for Depression and Follow-Up Plan— S
Ages 65+ Years
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Table 3.26—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Contra Costa County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

LG 2020 Rate

Antidepressant Medication Management— 59.28%
Effective Acute Phase Treatment—Total ik
Antidepressant Medication Management— 42.27%
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— 30.13%
Initiation Phase o
Follow-Up Care for Children Prescribed ADHD Medication—

. " . NA
Continuation and Maintenance Phase
Screening for Depression and Follow-Up Plan— 10.64%
Ages 12-17 Years e
Screening for Depression and Follow-Up Plan— 0.56%
Ages 18-64 Years o
Screening for Depression and Follow-Up Plan— 0.00%
Ages 65+ Years 7

Table 3.27—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Fresno County

Reporting Year

LG 2020 Rate

Antidepressant Medication Management—

o)
Effective Acute Phase Treatment—Total 50.50%

Antidepressant Medication Management—
Effective Continuation Phase Treatment—Total

Follow-Up Care for Children Prescribed ADHD Medication—
Initiation Phase

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

34.15%

35.04%

33.33%
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Reporting Year

Measure 2020 Rate

Screening for Depression and Follow-Up Plan—
Ages 12—-17 Years

Screening for Depression and Follow-Up Plan—
Ages 18-64 Years

Screening for Depression and Follow-Up Plan— 1.86%
Ages 65+ Years o e

8.60%

0.88%

Table 3.28—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Kings County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

ACEEIC 2020 Rate
Antidepressant Medication Management— 48.51%
Effective Acute Phase Treatment—Total R
Antidepressant Medication Management— 30.20%
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— 50 00%
Initiation Phase e
Follow-Up Care for Children Prescribed ADHD Medication— NA
Continuation and Maintenance Phase

Screening for Depression and Follow-Up Plan— s
Ages 12—-17 Years

Screening for Depression and Follow-Up Plan— 0.229%
Ages 18-64 Years e re
Screening for Depression and Follow-Up Plan— 0.00%
Ages 65+ Years R
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Table 3.29—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Madera County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate

Antidepressant Medication Management—

0,
Effective Acute Phase Treatment—Total 41.86%
Antidepressant Medication Management— 30.23%
Effective Continuation Phase Treatment—Total e 7o
Follow-Up Care for Children Prescribed ADHD Medication— o
e 53.13%
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— NA

Continuation and Maintenance Phase

Screening for Depression and Follow-Up Plan— 1.45%
Ages 12-17 Years R

Screening for Depression and Follow-Up Plan—

2.14%
Ages 18-64 Years °
Screening for Depression and Follow-Up Plan— S
Ages 65+ Years
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Table 3.30—Behavioral Health Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and
Tehama Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses

displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate
Antidepressant Medication Management— 54 19%
Effective Acute Phase Treatment—Total e
Antidepressant Medication Management— 37 129
Effective Continuation Phase Treatment—Total ere
Follow-Up Care for Children Prescribed ADHD Medication— o
e 46.50%
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— 64.71%
Continuation and Maintenance Phase e
Screening for Depression and Follow-Up Plan— 3.16%
Ages 12-17 Years SO
Screening for Depression and Follow-Up Plan— 0.64%
Ages 18-64 Years e
Screening for Depression and Follow-Up Plan— S
Ages 65+ Years

Table 3.31—Behavioral Health Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa,
Mono, Nevada, Placer, Tuolumne, and Yuba Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate

Antidepressant Medication Management— 55.65%
Effective Acute Phase Treatment—Total OVe
Antidepressant Medication Management— 40.05%
Effective Continuation Phase Treatment—Total o
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Reporting Year

Measure 2020 Rate

Follow-Up Care for Children Prescribed ADHD Medication— 44,299
Initiation Phase oo
Follow-Up Care for Children Prescribed ADHD Medication— 45.00%
Continuation and Maintenance Phase e
Screening for Depression and Follow-Up Plan— 3.43Y
Ages 12-17 Years o
Screening for Depression and Follow-Up Plan— 0.829%
Ages 18-64 Years "0e 7o
Screening for Depression and Follow-Up Plan— 3
Ages 65+ Years

Table 3.32—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Sacramento County

Reporting Year

Measure

2020 Rate

Antidepressant Medication Management— 54 639%
Effective Acute Phase Treatment—Total o070
Antidepressant Medication Management— 38.88Y%
Effective Continuation Phase Treatment—Total 0070
Follow-Up Care for Children Prescribed ADHD Medication— o

e 30.13%
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— 38.30%
Continuation and Maintenance Phase R
Screening for Depression and Follow-Up Plan— 6.85%
Ages 12-17 Years U
Screening for Depression and Follow-Up Plan— 5 499
Ages 18-64 Years o
Screening for Depression and Follow-Up Plan— 10.07%
Ages 65+ Years e
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Table 3.33—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Benito County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate

Antidepressant Medication Management—

[o)
Effective Acute Phase Treatment—Total 45.59%
Antidepressant Medication Management— 29.41%
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— NA
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— NA

Continuation and Maintenance Phase

Screening for Depression and Follow-Up Plan— 7.73%
Ages 12-17 Years o

Screening for Depression and Follow-Up Plan—
Ages 18-64 Years

Screening for Depression and Follow-Up Plan—
Ages 65+ Years

NA

Table 3.34—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Francisco County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate

Antidepressant Medication Management—

Effective Acute Phase Treatment— Total 55.81%
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Reporting Year

Measure 2020 Rate

Antidepressant Medication Management—

Effective Continuation Phase Treatment—Total 46.12%
Follow-Up Care for Children Prescribed ADHD Medication— NA
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication—

. . . NA
Continuation and Maintenance Phase
Screening for Depression and Follow-Up Plan— 10.94%
Ages 12-17 Years T

Screening for Depression and Follow-Up Plan— 0.61%
Ages 18-64 Years -

Screening for Depression and Follow-Up Plan—
Ages 65+ Years

S

Table 3.35—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Santa Clara County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Antidepressant Medication Management— 51.16%
Effective Acute Phase Treatment—Total o
Antidepressant Medication Management— 32 379
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— 39.34
Initiation Phase e
Follow-Up Care for Children Prescribed ADHD Medication—

. . . NA
Continuation and Maintenance Phase
Screening for Depression and Follow-Up Plan— 2 02%
Ages 12-17 Years wern
Screening for Depression and Follow-Up Plan— 0.61%
Ages 18-64 Years e
Screening for Depression and Follow-Up Plan— o

2.47%
Ages 65+ Years
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Table 3.36—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Tulare County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

LR 2020 Rate
Antidepressant Medication Management— 45.01%
Effective Acute Phase Treatment—Total e
Antidepressant Medication Management— 30.83%
Effective Continuation Phase Treatment—Total oo
Follow-Up Care for Children Prescribed ADHD Medication— 38.89%
Initiation Phase oue
Follow-Up Care for Children Prescribed ADHD Medication— 43.149
Continuation and Maintenance Phase nre
Screening for Depression and Follow-Up Plan— 1.27%
Ages 12-17 Years e
Screening for Depression and Follow-Up Plan— 0.33%
Ages 18-64 Years o070
Screening for Depression and Follow-Up Plan— 3
Ages 65+ Years

Acute and Chronic Disease Management Domain
Results—Acute and Chronic Disease Management Domain

Table 3.37 through Table 3.48 present the reporting year 2020 performance measure rates
within the Acute and Chronic Disease Management domain.
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Table 3.37—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Alameda County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 46.00
Asthma Medication Ratio— Total 59.25%
Comprehensive Diabetes Care—HbA1c Poor Control 42 09%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 85.16%
Concurrent Use of Opioids and Benzodiazepines— 11.74%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** NA
Controlling High Blood Pressure—Total 57.18%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 10.81%
Plan All-Cause Readmissions—Expected Readmissions— Total 10.06%
Plan All-Cause Readmissions—O/E Ratio—Total** 1.07
Use of Opioids at High Dosage in Persons Without Cancer— 8.01%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—

Ages 65+ Years™* NA
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Table 3.38—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Contra Costa County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 44.56
Asthma Medication Ratio— Total 65.68%
Comprehensive Diabetes Care—HbA1c Poor Control 47 20%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 82.73%
Concurrent Use of Opioids and Benzodiazepines— 12.11%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** NA
Controlling High Blood Pressure—Total 57.18%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 11.08%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.40%
Plan All-Cause Readmissions—O/E Ratio—Total** 1.18
Use of Opioids at High Dosage in Persons Without Cancer— 13.37%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—

Ages 65+ Years™* NA
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Table 3.39—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Fresno County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 4415
Asthma Medication Ratio— Total 61.06%
Comprehensive Diabetes Care—HbA1c Poor Control 54 50%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 85.16%
Concurrent Use of Opioids and Benzodiazepines— 8.79%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** NA
Controlling High Blood Pressure—Total 54.74%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 9.24%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.40%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.98
Use of Opioids at High Dosage in Persons Without Cancer— 4.30%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—

Ages 65+ Years™* NA
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Table 3.40—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Kings County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 46.52
Asthma Medication Ratio—Total 70.00%
Comprehensive Diabetes Care—HbA1c Poor Control 48.91%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 89.54%
Concurrent Use of Opioids and Benzodiazepines— 17 87%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 61.54%
HIV Viral Load Suppression—Ages 18-64 Years NA
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 10.64%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.39%
Plan All-Cause Readmissions—O/E Ratio—Total** 1.13
Use of Opioids at High Dosage in Persons Without Cancer— S
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™™
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Table 3.41—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Madera County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 43.67
Asthma Medication Ratio—Total 65.89%
Comprehensive Diabetes Care—HbA1c Poor Control 54.74%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 89.54%
Concurrent Use of Opioids and Benzodiazepines— 13.20%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 63.26%
HIV Viral Load Suppression—Ages 18-64 Years NA
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 8.20%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.33%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.88
Use of Opioids at High Dosage in Persons Without Cancer— S
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™™
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Table 3.42—Acute and Chronic Disease Management Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and
Tehama Counties)

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 43.75
Asthma Medication Ratio—Total 64.23%
Comprehensive Diabetes Care—HbA1c Poor Control 34.79%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 82.48%
Concurrent Use of Opioids and Benzodiazepines— 11.36%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 63.02%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 9.80%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.65%
Plan All-Cause Readmissions—O/E Ratio— Total** 1.02
Use of Opioids at High Dosage in Persons Without Cancer— 4.20%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—
Ages 65+ Years™™ NA
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Table 3.43—Acute and Chronic Disease Management Domain

Reporting Year 2020 Performance Measure Results

Anthem Blue Cross—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa,
Mono, Nevada, Placer, Tuolumne, and Yuba Counties)

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 52.13
Asthma Medication Ratio—Total 62.32%
Comprehensive Diabetes Care—HbA1c Poor Control 42 82%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 85.40%
Concurrent Use of Opioids and Benzodiazepines— 15.79%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 55.47%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 8.51%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.40%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.91

Use of Opioids at High Dosage in Persons Without Cancer— 7 519
Ages 18-64 Years** e

Use of Opioids at High Dosage in Persons Without Cancer—
Ages 65+ Years™™

NA
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Table 3.44—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Sacramento County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 53.28
Asthma Medication Ratio—Total 58.38%
Comprehensive Diabetes Care—HbA1c Poor Control 33.82%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 85.40%
Concurrent Use of Opioids and Benzodiazepines— 11.54%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* 0.00%
Controlling High Blood Pressure—Total 54.26%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 9.47%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.58%
Plan All-Cause Readmissions—O/E Ratio— Total** 0.99
Use of Opioids at High Dosage in Persons Without Cancer— 10.03%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—
Ages 65+ Years™™ NA
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Table 3.45—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Benito County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

] “®

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 54.27
Asthma Medication Ratio—Total 68.35%
Comprehensive Diabetes Care—HbA1c Poor Control 40.34%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 82.95%
Concurrent Use of Opioids and Benzodiazepines— S
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 58.09%
HIV Viral Load Suppression—Ages 18-64 Years NA
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** NA
Plan All-Cause Readmissions—Expected Readmissions— Total NA
Plan All-Cause Readmissions—O/E Ratio—Total** NA
Use of Opioids at High Dosage in Persons Without Cancer— 0.00%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™™
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Table 3.46—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—San Francisco County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

] “®

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 45.65
Asthma Medication Ratio— Total 46.74%
Comprehensive Diabetes Care—HbA1c Poor Control 28.71%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 91.00%
Concurrent Use of Opioids and Benzodiazepines— 16.38%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** NA
Controlling High Blood Pressure—Total 55.96%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 11.58%
Plan All-Cause Readmissions—Expected Readmissions— Total 10.30%
Plan All-Cause Readmissions—O/E Ratio—Total** 1.12
Use of Opioids at High Dosage in Persons Without Cancer— 13.59%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—

Ages 65+ Years™* NA
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Table 3.47—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Santa Clara County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 41.38
Asthma Medication Ratio—Total 60.22%
Comprehensive Diabetes Care—HbA1c Poor Control 31.63%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 83.21%
Concurrent Use of Opioids and Benzodiazepines— 6.84%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 56.20%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 8.58%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.44%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.91
Use of Opioids at High Dosage in Persons Without Cancer— S
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™™

AnthemBlue Cross Partnership Plan Performance Evaluation Report: July 1, 2019-June 30, 2020 Page E-57

California Department of Health Care Services Health Services Advisory Group, Inc.



MANAGED CARE HEALTH PLAN PERFORMANCE MEASURES

Table 3.48—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Anthem Blue Cross—Tulare County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 91.33%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 34.39
Asthma Medication Ratio— Total 65.82%
Comprehensive Diabetes Care—HbA1c Poor Control 33.829%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 92.70%
Concurrent Use of Opioids and Benzodiazepines— 14.04%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** NA
Controlling High Blood Pressure—Total 61.56%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 8.41%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.21%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.91
Use of Opioids at High Dosage in Persons Without Cancer— 2 06%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer—

Ages 65+ Years™* NA
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Assessment of Improvement Plans—Acute and Chronic Disease Management Domain

As previously stated, in April 2020, to allow MCPs to focus efforts on the COVID-19 response,
DHCS waived requirements for remaining IP and CAP submissions related to reporting year
2019 performance measure results. Following is a summary of the quality improvement
activities that Anthem Blue Cross conducted as part of its IP prior to April 2020.

Based on reporting year 2019 performance measure results, DHCS required Anthem Blue
Cross to submit IPs for the following measures within the Acute and Chronic Disease
Management domain:

¢ Asthma Medication Ratio—Total in Alameda, Fresno, Sacramento, San Francisco, and
Santa Clara counties

¢ Comprehensive Diabetes Care—HbA1c Testing—Total in Alameda County, Contra Costa
County, Region 1, Region 2, San Benito County, and Santa Clara County

DHCS did not hold MCPs accountable to meet the minimum performance level for any
measure in reporting year 2020; therefore, HSAG makes no assessment of Anthem Blue
Cross’ performance related to measures within the Acute and Chronic Disease Management
domain for which the MCP conducted IP quality improvement activities.

Asthma Medication Ratio

DHCS approved Anthem Blue Cross to conduct PDSA cycles to address the MCP’s
performance below the minimum performance level for the Asthma Medication Ratio—Total
measure in Alameda, Fresno, Sacramento, San Francisco, and Santa Clara counties.

Anthem Blue Cross partnered with a large hospital system in Santa Clara County to test
whether conducting telephonic member outreach would result in members attending
appointments with their primary care providers (PCPs) and filling their asthma controller
medication prescriptions. When conducting the outreach calls, Anthem Blue Cross and the
provider partner used a call script that included educational messaging about the benefits of
using controller medications and filling prescriptions, an offer to schedule PCP appointments
following medication reconciliation, and an option for the member to receive a 90-day home
delivery supply of asthma controller medications. The MCP reported learning that having a
shared commitment with the provider partner’s leadership strengthened the collaborative
relationship and resulted in a more streamlined intervention that resulted in successful
outreach efforts and more members receiving their controller medication refills.

Comprehensive Diabetes Care—HbA1c Testing

The rate for the Comprehensive Diabetes Care—HbA1c Testing—Total measure was below
the minimum performance level in reporting year 2019 in Alameda County, Contra Costa
County, Region 1, Region 2, San Benito County, and Santa Clara County. DHCS approved
Anthem Blue Cross to conduct a SWOT analysis in place of PDSA cycles to improve its
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performance on the measure. The MCP reported that it conducted multiple quality
improvement activities within Region 1 and Region 2, including:

¢ Conducting provider training regarding using gap-in-care reports to adjust and improve
member outreach process mapping.

¢ Partnering with a medical group that worked to capture and update member contact
information from commercially available private databases to help reach non-engaged
members.

¢ Connecting with local community partners likely to be in contact with the MCP’s diabetic
members as a way of reaching members in need of HbA1c testing.

Anthem Blue Cross indicated that COVID-19 impacted the normal operations of the provider
partners, resulting in more telehealth engagement and restructuring of member preventive
visits. The MCP reported learning the importance of communication and collaboration when
redesigning quality improvement activities to improve performance on the Comprehensive
Diabetes Care—HDbA1c Testing—Total measure. The MCP noted the importance of updating
COVID-19 information in the member portal, providing safe access to preventive services, and
promoting the use of telehealth services among providers and members.

Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, Anthem Blue Cross will be required to conduct PDSA cycles on one
MCAS measure that focuses on preventive care, chronic disease management, or behavioral
health and has been impacted by COVID-19, as well as to develop and submit a COVID-19
QIP that briefly describes the MCP’s strategies or interventions to increase the provision of
preventive services, chronic disease care, and/or behavioral health services for members
amidst COVID-19.

Seniors and Persons with Disabilities Results and Findings

Seniors and Persons with Disabilities—Performance Measure Results

Table 3.49 through Table 3.60 present the reporting year 2020 seniors and persons with
disabilities (SPD) and non-SPD rates, a comparison of the SPD and non-SPD rates, and the
total combined rate for each measure. Reporting year 2020 rates reflect measurement year
data from January 1, 2019, through December 31, 2019.
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Table 3.49—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Alameda County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting $epo;t(|)|;g SPD/Non- Reporting
Measure Year 2020 Ne:r:-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Rate
Ambulatory Care—ED Visits per
1,000 Member Months—Total* 89.85 41.59 Not Tested 46.00
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 88.61% c bl 88.51%
Ages 12-24 Months omparable
Children and Adolescents’ Access to
Primary Care Practitioners— 79.37% 77.88% 1.49 77.90%

Ages 25 Months—6 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 82.50% 82.96% -0.46 82.94%
Ages 7-11 Years
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Reporting _
Year 2020  SPD/Non-  Reporting

Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting
Measure Year 2020

Children and Adolescents’ Access to
Primary Care Practitioners— 78.31% 81.46% -3.15 81.28%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total**

11.45% 10.38% 1.07 10.81%

Table 3.50—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Contra Costa County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting 522:";3;% SPD/Non- Reporting
Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Ambulatory Care—ED Visits per
1,000 Member Months—Total* 78.45 41.60 Not Tested 44.56
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Reporting _
Year 2020  SPD/Non-  Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 91.72% Comparable 91.75%
Ages 12-24 Months P

Children and Adolescents’ Access to

Primary Care Practitioners— 87.18% 83.05% 413 83.18%

Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 89.74% 86.98% 2.76 87.10%
Ages 7-11 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 80.69% 83.38% -2.69 83.21%
Ages 12-19 Years

Plan All-Cause Readmissions— Not

Total*™ NA 11.26% Comparable 11.08%

Table 3.51—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Fresno County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.
I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.
Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.
The reporting year 2020 total rates are based on the MCP reporting unit’s total results, including
the SPD and non-SPD populations. Please note, if data are not available for either the SPD or
non-SPD population, the total rate is based on results reported for the available population.
* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.
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Reporting 522: ;t(')g% SPD/Non- Reporting

Measure Year 2020

Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Ambulatory Care—ED Visits per

1,000 Member Months—Total* 71.44 42 .14 Not Tested 44 15
Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 93.16% 93.17%
Ages 12-24 Months Comparable

Children and Adolescents’ Access to

Primary Care Practitioners— 86.51% 84.71% 1.80 84.76%

Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 86.70% 84.47% 2.23 84.56%
Ages 7-11 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 84.73% 80.81% 3.92 80.98%
Ages 12-19 Years

?ﬁgléll-Cause Readmissions— 11.35% 8.41% 9.24%

Table 3.52—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Kings County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.
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Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting _
Year 2020  SFD/Non-  Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Rate Difference Total Rate

Reporting

Ambulatory Care—ED Visits per

1,000 Member Months—Total* 79.79 44 54 Not Tested 46.52
Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 95.16% Comparable 95.19%
Ages 12-24 Months P

Children and Adolescents’ Access to

Primary Care Practitioners— 87.50% 86.49% 1.01 86.52%

Ages 25 Months—6 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 90.70% 88.25% 2.45 88.35%
Ages 7-11 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 83.00% 86.11% -3.11 86.01%
Ages 12-19 Years

Plan All-Cause Readmissions— Not

Total*™ NA 8.68% Comparable 10.64%

Table 3.53—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Madera County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.
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* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

] “®

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting _
Year 2020  SPD/Non-  Reporting

Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting

Measure Year 2020

Ambulatory Care—ED Visits per

1,000 Member Months—Total* 69.88 42.44 Not Tested 43.67
Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 95.28% 95.30%
Ages 12-24 Months Comparable

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 91.39% Comparabl 91.48%
Ages 25 Months—6 Years omparable

Children and Adolescents’ Access to

Primary Care Practitioners— 97.83% 93.94% 3.89 94.02%

Ages 7-11 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 95.65% 90.77% 4.88 90.90%
Ages 12-19 Years

Plan ill—Cause Readmissions— NA 7 66% Not
Total Comparable

8.20%
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Table 3.54—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and

Tehama Counties)

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p

value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available

population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.
NA = The MCP followed the specifications, but the denominator was too small (less than 30)

to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not

available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Measure

Reporting

Year 2020
SPD Rate

Reporting
Year 2020
Non-SPD

Rate

SPD/Non-
SPD Rate
Difference

Reporting
Year 2020
Total Rate

Ambulatory Care—ED Visits per

1,000 Member Months—Total* 77.61 41.05 Not Tested 43.75
Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 95.11% 95.15%
Ages 12-24 Months Comparable

Children and Adolescents’ Access to

Primary Care Practitioners— 87.60% 88.13% -0.53 88.12%
Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 92.81% 89.58% 3.23 89.66%
Ages 7-11 Years
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Reporting _
Year 2020  SPD/Non-  Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting

Children and Adolescents’ Access to
Primary Care Practitioners— 86.14% 86.73% -0.59 86.71%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total**

10.81% 9.31% 1.50 9.80%

Table 3.55—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa,
Mono, Nevada, Placer, Tuolumne, and Yuba Counties)

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting
Year 2020
Non-SPD

Reporting
Measure Year 2020

SPD/Non- Reporting

SPD Rate Year 2020
SPD Rate Rate Difference Total Rate

Ambulatory Care—ED Visits per

1,000 Member Months— Total* 82.66 49.85 Not Tested 52.13
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Reporting _
Year 2020  SPD/Non-  Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 94.10% Comparabl 94.06%
Ages 12-24 Months omparable

Children and Adolescents’ Access to

Primary Care Practitioners— 82.39% 83.70% -1.31 83.68%

Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 82.53% 84.58% -2.05 84.51%
Ages 7-11 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 80.52% 83.56% -3.04 83.46%
Ages 12-19 Years

?(l;glﬂll-Cause Readmissions— 11.84% 7 18% 8.51%

Table 3.56—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Sacramento County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.
The reporting year 2020 total rates are based on the MCP reporting unit’s total results, including
the SPD and non-SPD populations. Please note, if data are not available for either the SPD or
non-SPD population, the total rate is based on results reported for the available population.
* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

’s “contribution” to the total yearly membership.

months are a member’s
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.
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Reporting 5:2: ;t(')g% SPD/Non- Reporting

Measure Year 2020

Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Ambulatory Care—ED Visits per

1,000 Member Months—Total* 82.86 50.16 Not Tested 53.28
Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 92.49% Comparable 92.54%
Ages 12-24 Months P

Children and Adolescents’ Access to

Primary Care Practitioners— 84.05% 83.04% 1.01 83.06%

Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 85.41% 82.68% 2.73 82.80%
Ages 7-11 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 81.30% 80.94% 0.36 80.96%
Ages 12-19 Years

?ﬁglill-Cause Readmissions— 11.91% 8.09% 9.47%

Table 3.57—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—San Benito County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either

the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.
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Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting $§§:);t(|)r;% SPD/Non- Reporting
Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Rate
Ambulatory Care—ED Visits per
1,000 Member Months— Total* 43.61 54.42 Not Tested 54.27
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 93.72% Comparable 93.75%
Ages 12-24 Months P
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 84.18% 84.35%
Ages 25 Months—6 Years Comparable
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 84.93% 84.80%
Comparable
Ages 7-11 Years
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 82.18% 82.29%
Ages 12-19 Years Comparable
Plan All-Cause Readmissions— Not
Total*™ NA NA Comparable NA

Table 3.58—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—San Francisco County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.
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* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting _
Year 2020  SPD/Non-  Reporting

Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting
Measure Year 2020

Ambulatory Care—ED Visits per
1,000 Member Months— Total* 87.35 36.80 Not Tested 45.65

Children and Adolescents’ Access to
Primary Care Practitioners— NA 92.81%
Ages 12-24 Months

Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 84.93% Combarable
Ages 25 Months—6 Years P

Children and Adolescents’ Access to
Primary Care Practitioners— 83.33% 86.71% -3.38 86.56%
Ages 7-11 Years

Not

0,
Comparable 92.91%

85.15%

Children and Adolescents’ Access to
Primary Care Practitioners— 75.86% 87.02%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total**

86.27%

12.74% 10.46% 2.28 11.58%
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Table 3.59—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Santa Clara County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting $epo;t(|)|;g SPD/Non- Reporting
Measure Year 2020 Ne:rrl-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Rate
Ambulatory Care—ED Visits per
1,000 Member Months—Total* 52.68 40.34 Not Tested 41.38
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 93.44% c bl 93.36%
Ages 12-24 Months omparable
Children and Adolescents’ Access to
Primary Care Practitioners— 80.56% 85.32% -4.76 85.24%
Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 76.82% 87.50% 87.12%
Ages 7-11 Years
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Reporting 5:2: ;t(l)gg SPD/Non- Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Children and Adolescents’ Access to
Primary Care Practitioners— 73.63% 83.81% -10.18 83.38%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total**

6.35% 9.04%

Table 3.60—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Anthem Blue Cross—Tulare County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.
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Reporting 522: ;t(l)gg SPD/Non- Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Ambulatory Care—ED Visits per
1,000 Member Months—Total*

Children and Adolescents’ Access to
Primary Care Practitioners— NA 97.03%
Ages 12-24 Months

Children and Adolescents’ Access to
Primary Care Practitioners— 92.34% 90.91% 1.43 90.95%
Ages 25 Months—6 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 92.88% 91.87% 1.01 91.90%
Ages 7-11 Years

68.72 32.47 Not Tested 34.39

Not

o)
Comparable 97.06%

Children and Adolescents’ Access to
Primary Care Practitioners— 90.66% 90.33% 0.33 90.34%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total**

10.26% 7.73% 2.53 8.41%

Seniors and Persons with Disabilities—Performance Measure Findings

For measures that Anthem Blue Cross stratified by the SPD and non-SPD populations and for
which HSAG could compare reporting year 2020 SPD rates and reporting year 2020 non-SPD
rates, HSAG observed the following notable results:

¢ In Fresno County, the reporting year 2020 SPD rate was significantly better than the
reporting year 2020 non-SPD rate for the Children and Adolescents’ Access to Primary
Care Practitioners—Ages 12—19 Years measure.

¢ Members ages 7 to 11 years in Santa Clara County and 12 to 19 years in San Francisco
and Santa Clara counties in the SPD population had significantly fewer instances of a visit
with a PCP during the measurement year than members in these age groups in the non-
SPD population in reporting year 2020. The significant differences may be attributed to
members ages 7 to 19 in the SPD population in these counties choosing to receive all
health care services from specialist providers due to their complicated health care needs,
rather than accessing care from PCPs.

¢ In reporting year 2020, the SPD population had a significantly higher hospital readmissions
rate than the non-SPD population in Fresno County, Region 2, and Sacramento County.
Note that 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 members.
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Strengths—Performance Measures

The HSAG auditor determined that Anthem Blue Cross followed the appropriate specifications
to produce valid rates, and the auditor identified no issues of concern.

Opportunities for Improvement—Performance Measures
Based on DHCS not holding MCPs accountable to meet the minimum performance level for

any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Managed Long-Term Services and Supports Plan
Performance Measures

Due to Anthem Blue Cross’ participation in California’s Coordinated Care Initiative as a
Managed Long-Term Services and Supports Plan (MLTSSP), DHCS required that Anthem
Blue Cross report rates for four HEDIS measures for HSAG to validate as part of the HEDIS
Compliance Audit. Note that DHCS does not hold MLTSSPs accountable to meet minimum
performance levels for the required measures.

Managed Long-Term Services and Supports Plan Performance
Measure Results

Table 4.1 presents the reporting year 2020 rates for each required MLTSSP performance
measure. Table 4.1 presents reporting year 2020 rates only, based on changes in performance
measures and age stratifications from the previous reporting year. The EQRO will display
performance measure rate comparisons in the 2020-21 MCP-specific evaluation reports and
trending beginning in the 2021-22 MCP-specific evaluation reports. Reporting year 2020 rates
reflect measurement year data from January 1, 2019, through December 31, 2019.

Table 4.1—Reporting Year 2020 MLTSSP Performance Measure Results
Anthem Blue Cross—Santa Clara County

* Member months are a member's “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MLTSSP followed the specifications, but the denominator was too small (less than
30) to report a valid rate.

Reporting Year

IS 2020 Rate
Ambulatory Care—ED Visits per 1,000 Member Months* 88.49
Plan All-Cause Readmissions—Observed Readmissions— NA
Total™*

Plan All-Cause Readmissions—Expected Readmissions— NA
Total

Plan All-Cause Readmissions—QO/E Ratio—Total** NA
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5. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

2017-19 Performance Improvement Projects

While MCPs, PSPs, and the SHP concluded their 2017-19 PIPs through the SMART (Specific,
Measurable, Achievable, Relevant, and Time-bound) Aim end date of June 30, 2019, MCPs,
PSPs, and the SHP submitted final modules for HSAG to validate during the review period for
this report. HSAG assessed the validity and reliability of the results based on CMS’ validation
protocols to determine whether key stakeholders can have confidence in the reported PIP
findings. HSAG assigned the following final confidence levels for each PIP:

¢ High confidence—the PIP was methodologically sound and achieved the SMART Aim goal,
the demonstrated improvement was clearly linked to the quality improvement processes
conducted and intervention(s) tested; and the MCP, PSP, or SHP accurately summarized
the key findings.

¢ Confidence—the PIP was methodologically sound and achieved the SMART Aim goal, and
the MCP, PSP, or SHP accurately summarized the key findings. However, some, but not

all, of the quality improvement processes conducted and/or intervention(s) tested were
clearly linked to the demonstrated improvement.

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

¢ Reported PIP results were not credible (referred to in this report as “not credible”)—the PIP
methodology was not executed as approved.

2019-21 Performance Improvement Projects

Based on HSAG’s annual review of the rapid-cycle PIP process, HSAG released the Rapid-
Cycle PIP Version 5 in September 2019. While HSAG’s rapid-cycle PIP process still requires
extensive up-front preparation to allow for a structured, scientific approach to quality
improvement, the updated version more efficiently guides MCMC plans through the process to
provide more time for them to test interventions.
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The following provides an overview of the Rapid-Cycle PIP Version 5 modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:
o Topic rationale.
o Narrowed focus description.
o SMART Aim measure baseline data collection specifications and methodology.
o SMART Aim statement.
o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s  MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
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needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Performance Improvement Project Results and Findings

During the review period, Anthem Blue Cross submitted final modules for its 2017—19 Disparity
and DHCS-priority PIPs. HSAG provided final validation findings and encouraged the MCP to
incorporate the experiences and lessons learned from the PIPs into future quality improvement
efforts. HSAG includes the final PIP validation findings in this report.

Additionally, Anthem Blue Cross initiated the 2019-21 Health Equity and Child and Adolescent
Health PIPs. While the original SMART Aim end date for the 2019-21 PIPs was June 30,
2021, due to challenges MCMC plans experienced in conducting PIP activities during the
COVID-19 public health crisis, DHCS elected to end the 2019-21 PIPs effective June 30,
2020. In this report, HSAG includes summaries of the MCP’s module submissions for the
2019-21 PIPs as well as validation findings from the review period.

2017-19 Disparity Performance ImprovementProject

DHCS required MCPs to conduct a PIP focusing on an identified health disparity based on, but
not limited to, age, gender, race or ethnicity, language spoken, income, educational
attainment, sexual orientation or gender identity, occupation, provider, or geographic area.
Using its own MCP-specific data, Anthem Blue Cross identified asthma medication ratio
among the African-American population as its 2017—19 Disparity PIP topic by demonstrating a
statistically significant rate difference between two subgroups, with the disparate subgroup
having the lower rate.

Table 5.1 provides the SMART Aim measure results reported by the MCP for its Asthma
Medication Ratio Disparity PIP.

Table 5.1—Anthem Blue Cross Asthma Medication Ratio Disparity PIP SMART Aim
Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of controller medication refills among a cohort
of 60 non-compliant African Americans 5 to 64

o) o)
years of age residing in Alameda County who have 13.6% 16.4% No
Provider Network A% as their PCP
6 Provider network name removed for confidentiality.
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Table 5.2 presents a description of the intervention that Anthem Blue Cross tested forits
Asthma Medication Ratio Disparity PIP. The table also indicates the failure modes that the
intervention addressed and whether the MCP decided, based on intervention testing results, to
adopt, adapt, abandon, or continue testing the intervention.

Table 5.2—Anthem Blue Cross Asthma Medication Ratio Disparity PIP Intervention
Testing Results

Adopt,
Adapt,

Intervention Failure Modes Addressed Abandon,
or Continue
Testing

¢ Member not provided with
information about the importance

Providing one-on-one telephonic of asthma self-management

health education counseling sessions | ¢ Member not interested in

to encourage members to take understanding the information Abandon
proactive roles in controlling their provided

asthma + Clinic staff members do not

understand how to counsel on
asthma self-management

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for Anthem Blue
Cross’ Asthma Medication Ratio Disparity PIP. In the modules, Anthem Blue Cross
documented that it tested the one-on-one telephonic health education counseling intervention
in three stages from November 2018 through May 2019. Due to significant challenges in
reaching members telephonically and coordinating with the local clinics to reach out to the
members, Anthem Blue Cross decided to abandon this intervention. Despite Anthem Blue
Cross’ efforts, the MCP did not achieve the SMART Aim goal.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned Anthem Blue
Cross’ Asthma Medication Ratio Disparity PIP a final confidence level of Low Confidence.

2017-19 DHCS-Priority Performance Improvement Project

DHCS required MCPs to conduct a PIP related to one of DHCS’ Quality Strategy focus areas:
Childhood Immunization Status—Combination 3, Controlling High Blood Pressure,
Comprehensive Diabetes Care, or Prenatal and Postpartum Care—Postpartum Care. Based
on Anthem Blue Cross’ reporting year 2017 performance measure results, the MCP selected
postpartum care as its 2017-19 DHCS-priority PIP topic.
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Table 5.3 provides the SMART Aim measure results as reported by the MCP for its
Postpartum Care PIP.

Table 5.3—Anthem Blue Cross Postpartum Care PIP SMART Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of postpartum care visits among women who

reside in Kings County 40.12% 55.47% No

Table 5.4 presents a description of the intervention that Anthem Blue Cross tested forits
Postpartum Care PIP. The table also indicates the failure modes that the intervention
addressed and whether the MCP decided, based on intervention testing results, to adopt,
adapt, abandon, or continue testing the intervention.

Table 5.4—Anthem Blue Cross Postpartum Care PIP Intervention Testing Results

Adopt,
Adapt,

Intervention Failure Modes Addressed Abandon,
or Continue

Testing

¢ Provider does not reinforce
postpartum exam education

Counseling and providing education to s Women are not interested in

members during the prenatal period

that emphasizes the importance of up:ﬁ;sggndlng the education Adopt
postpartum care P ) .
¢ Current educational materials are
not suitable

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for Anthem Blue
Cross’ Postpartum Care PIP. In the modules, Anthem Blue Cross documented that it began
testing the intervention (counseling and providing education on the importance of postpartum
care) in June 2019. Based on the intervention effectiveness measure data, Anthem Blue Cross
documented that of the 116 members who delivered live births, 104 received education, 65 of
whom completed a postpartum visit. The MCP determined to adopt the intervention. While
Anthem Blue Cross achieved the SMART Aim goal, it appears that the MCP did not calculate
the monthly SMART Aim measure rates in alignment with the methodology documented in
Module 2 and in accordance with the rolling 12-month measurement methodology.
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Upon assessment of the validity and reliability of the PIP results, HSAG assigned Anthem Blue
Cross’ Postpartum Care PIP a final confidence level of Low Confidence.

2019-21 Health Equity Performance ImprovementProject

During the review period, DHCS required MCPs to conduct a PIP focusing on an identified
health disparity. While DHCS did not require the identified health disparity to be related to the
reporting year 2020 MCAS, DHCS strongly encouraged MCPs to select a health disparity
related to an MCAS measure for which they are not performing well. Additionally, DHCS
encouraged MCPs to continue with their 2017-19 Disparity PIP topic if the data showed that
the health disparity still exists.

Using its own MCP-specific data, Anthem Blue Cross identified well-child visits among African-
American children in Sacramento County as its 2019-21 Health Equity PIP topic by
demonstrating a statistically significant rate difference between two subgroups, with the
disparate subgroup having the lower rate.

During the review period of this report, HSAG validated modules 1 through 3 for the MCP’s
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life Health Equity PIP. Anthem
Blue Cross met all validation criteria for all three modules in its initial submissions.

Table 5.5 provides the SMART Aim measure description, baseline rate, and SMART Aim goal
rate for the MCP’s Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life Health
Equity PIP.

Table 5.5—Anthem Blue Cross Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life Health Equity PIP SMART Aim Measure

SMART
Aim Goal
Rate

Baseline
Rate

SMART Aim Measure

Rate of well-child visits among African American members ages

3 to 6 living in Sacramento County assigned to Provider A7 47.68% 72.87%

Table 5.6 presents a description of the intervention that Anthem Blue Cross selected to test for
its Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life Health Equity PIP. The
table also indicates the failure mode that the intervention aims to address.

7 Provider name removed for confidentiality.
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Table 5.6—Anthem Blue Cross Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life Health Equity PIP Intervention Testing

Intervention Failure Mode Addressed

Host monthly, or more frequent, Well-Child
Clinic Day events at Provider A and provide
a gift card incentive to those eligible
members who complete the visit and post-
visit survey

Well-child visit appointments are
inconvenient for parents to schedule

While Anthem Blue Cross advanced to the intervention testing phase, the PIP did not progress
to the point where the MCP was required to report PIP outcomes prior to DHCS determining to
end the 2019-21 PIPs.

2019-21 Child and Adolescent Health Performance Improvement Project

DHCS required MCPs to conduct a PIP for an area in need of improvement related to child and
adolescent health. Based on MCP-specific data, Anthem Blue Cross selected childhood
immunizations as its 2019-21 Child and Adolescent Health PIP topic.

During the review period for this report, HSAG validated modules 1 through 3 for the MCP’s
Childhood Immunizations—Combination 10 PIP. HSAG determined that Anthem Blue Cross
met all required validation criteria for modules 1 and 2 upon initial review; however, due to
Anthem Blue Cross needing to remove one of the intervention test sites, the MCP resubmitted
modules 1 and 2 with updated information along with its Module 3 initial submission. HSAG
provided validation findings for the modules 1 and 2 resubmissions and Module 3 initial
submission when DHCS determined to end the 2019-21 PIPs; therefore, Anthem Blue Cross
did not have an opportunity to incorporate HSAG’s feedback into modules 1 through 3.

Strengths—Performance Improvement Projects

Upon completion of the 2017-19 PIPs, Anthem Blue Cross identified an intervention that it can
adopt to improve postpartum visits among its members who recently delivered.

Opportunities for Improvement—Performance Improvement
Projects

Anthem Blue Cross has the opportunity to monitor the adopted intervention to achieve optimal
outcomes beyond the life of the 2017-19 Postpartum Care PIP. Anthem Blue Cross also has
the opportunity to apply the lessons learned from the 2017-19 Postpartum Care and Asthma
Medication Ratio Disparity PIPs to facilitate improvement for future PIPs and to strengthen
other quality improvement efforts.
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6. Validation of Network Adequac

Timely Access Focused Study

DHCS requires MCPs to ensure that their participating providers offer appointments that meet
the wait time standards described in Table 6.1. During the review period, HSAG conducted the
Timely Access Focused Study to evaluate the extent to which MCPs are meeting the wait time
standards listed in Table 6.1.

Table 6.1—California Department of Health Care Services Timely Access Standards

Wait Time Standard
Appointment Type

Non-Urgent Appointments Urgent Appointments

Primary care appointment

(adult and pediatric) 10 business days 48 hours

Specialist appointment

(adult and pediatric) 15 business days 96 hours

Appointment with a mental
health care provider who is not 10 business days 96 hours
a physician (adult and pediatric)

First prenatal visits 10 business days Not Applicable

Appointment with ancillary

providers 15 business days Not Applicable

HSAG also evaluated the following:

¢+ The extent to which providers are aware of interpretation service requirements.

¢ The extent to which the MCPs’ call centers are meeting DHCS’ 10-minute wait time
standard and the call centers’ knowledge of interpretation service requirements.

In March 2020, to ensure MCPs and their providers could prioritize COVID-19 response
efforts, HSAG temporarily halted the Timely Access Focused Study. In July 2020, DHCS
determined to cancel this study for the remainder of the calendar year to allow MCPs and their
providers to continue prioritizing COVID-19 response efforts.

HSAG included Timely Access Focused Study results from calendar year 2018 and the first
three quarters of 2019 in the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2018-June 30, 2019. During the review period for this MCP-specific evaluation
report, HSAG produced and submitted to DHCS quarterly reports and raw data files at the
statewide aggregate and MCP levels for fourth quarter 2019. Section 14 of the Medi-Cal
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Managed Care External Quality Review Technical Report, July 1, 2019—-June 30, 2020
(“Validation of Network Adequacy”) provides a summary of the statewide aggregate results
and conclusions from the Timely Access Focused Study.

DHCS’ process includes providing quarterly MCP-level reports and raw data to each MCP and
requires the MCP to provide via the Quality Monitoring Response Template a written response
to DHCS regarding results that showed potential compliance issues, strategies to overcome
any identified deficiencies, and a timeline for making needed corrections. DHCS reviews and
provides feedback to each MCP and then determines whether or not the MCP is required to
take further action. DHCS also uses the raw data files from the study to hold MCPs
accountable to investigate and correct errors in their 274 provider data. Due to DHCS
suspending the timely access survey calls in March 2020 to allow MCPs and providers to focus
on COVID-19 response efforts, DHCS did not send quarterly MCP-level reports or raw data to
MCPs and did not require any MCP responses for the remainder of the calendar year.
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7. Population Needs Assessment

DHCS requires MCPs and PSPs to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the SPD population, children with
special health care needs, members with limited English proficiency, and other member
subgroups from diverse cultural and ethnic backgrounds. MCPs and PSPs must use the PNA
findings to identify opportunities for improvement and take action to address them. Section 19
of the Medi-Cal Managed Care External Quality Review Technical Report, July 1, 2019-June
30, 2020 (“Population Needs Assessment”) provides additional details regarding DHCS’ PNA
requirements and includes a summary of the PNAs across all MCPs and PSPs.

Status of Population Needs Assessment

As part of NCQA'’s accreditation requirements, Anthem Blue Cross submits accreditation
reports to NCQA that contain information similar to what DHCS requires for the PNA report;
therefore, DHCS approved Anthem Blue Cross to submit sections of the MCP’s NCQA
accreditation reports to meet the PNA report requirements. Anthem Blue Cross submitted the
MCP’s final PNA report to DHCS on July 21, 2020, and DHCS notified the MCP via email on
August 5, 2020, that DHCS approved the report as submitted. While Anthem Blue Cross
submitted the PNA report and DHCS sent the email outside the review period for this MCP-
specific evaluation report, HSAG includes the information because it was available prior to this
report being finalized.
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8. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Table 8.1 provides EQR recommendations from Anthem Blue Cross’ July 1, 2018,
through June 30, 2019, MCP-specific evaluation report, along with the MCP’s self-reported
actions taken through June 30, 2020, that address the recommendations. Please note that
HSAG made minimal edits to Table 8.1 to preserve the accuracy of Anthem Blue Cross’ self-
reported actions.

Table 8.1—Anthem Blue Cross’ Self-Reported Follow-Up on External Quality Review
Recommendations from the July 1, 2018, through June 30, 2019, MCP-Specific
Evaluation Report

2018-19 External Quality Review Self-Reported Actions Taken by Anthem Blue

Cross during the Period of July 1, 2019-June 30,
2020, that Address the External Quality Review
Recommendations

Recommendations Directed to
Anthem Blue Cross

1. Work with DHCS to ensure that
the MCP fully resolves all findings
from the 2017 and 2018 A&l
Medical Audits.

2. Determine whether current improvement strategies related to the following measures with
declining rates or rates below the minimum performance levels in reporting year 2019
need to be modified or expanded to improve the MCP’s performance:

Anthem Blue Cross continues to work with DHCS on
closing out the CAPs that are in place for the 2017 and
2018 A&l Medical Audits.

¢ Asthma Medication Ratio in Based on reporting year 2019 (measurement year
Alameda, Fresno, 2018) HEDIS results, Anthem Blue Cross was below
Sacramento, San Francisco, |the minimum performance level for the Asthma
and Santa Clara counties (The | Medication Ratio measure in Alameda County;
rates for this measure were additional analysis showed a disparity for Anthem Blue

also below the minimum Cross members who identify as Black. In collaboration
performance level in reporting |with a local FQHC, Anthem Blue Cross designed and
year 2018 for all listed tested a PIP member education intervention on self-
reporting units except Santa management and the importance of controller

Clara County.) medication refills. Intervention effectiveness was

measured by way of pre- and post-tests and count of
pharmacy refills. The final PIP modules 4 and 5 were
submitted on September 20, 2019. Final data analysis
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RECOMMENDATIONS

Self-Reported Actions Taken by Anthem Blue
Cross during the Period of July 1, 2019—-June 30,

2020, that Address the External Quality Review
Recommendations

indicated the intervention was effective, with an
increase in the rate of controller medication refills.

In fourth quarter 2019, Anthem Blue Cross began a
PDSA cycle for the Asthma Medication Ratio measure
in Santa Clara County. In consultation with DHCS,
Anthem Blue Cross partnered with a large county-
operated health system to improve asthma medication
management between its PCPs and pharmacies. While
the quality improvement project was compliant with
DHCS submission requirements, given the COVID-19
public health emergency, the PDSA cycle ended before
results could be evaluated. The clinic system is on the
front lines of the COVID-19 public health emergency
and declined to resume the PDSA cycle in the near
future.

In 2019, Anthem Blue Cross created an Asthma
Medication Ratio Workgroup to help improve San
Francisco County’s Asthma Medication Ratio measure
rate. The following interventions were identified and
implemented:

¢ Member Outreach: Anthem Blue Cross educated
members on controller and rescue inhalers,
confirmed the members were engaged in care with
their PCP, and addressed any potential barriers to
the members refilling their prescriptions.

¢ Medical Record Review: Anthem Blue Cross
targeted high-volume, low-performing providers for
the Asthma Medication Ratio measure, requested
and reviewed medical records to complete a gap
analysis on controller asthma medications
prescribed but not filled, and followed up with and
educated the member, as appropriate.

¢ Provider Assessment: Anthem Blue Cross discussed
findings from the medical record review with the
providers and educated providers on gaps in care
and diagnosis codes (related to member inclusion in
the denominator).
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Self-Reported Actions Taken by Anthem Blue
Cross during the Period of July 1, 2019—-June 30,

2020, that Address the External Quality Review
Recommendations

An Asthma Medication Ratio measure tip sheet was
created and shared with providers on asthma
medications, use of controllers versus rescue inhalers,
how to refer members for education support, and best
practices on improving the Asthma Medication Ratio
measure rates.

¢ Breast Cancer Screening in
Alameda County, Contra
Costa County, Fresno County,
Kings County, Region 1, and
Region 2 (The rates for this
measure were also below the
minimum performance level in
reporting year 2018 for all
listed reporting units except
Alameda County.)

In fourth quarter 2019, Anthem Blue Cross began
SWOT cycles (Strengths, Weaknesses, Opportunities,
Threats) to improve Breast Cancer Screening measure
rates in Alameda and Fresno counties. In Alameda
County, Anthem Blue Cross piloted a breast cancer
screening standing order process in partnership with
two local FQHCs and imaging centers with which they
have referral relationships. In Fresno County, Anthem
Blue Cross piloted a breast cancer screening referral
intervention with a local FQHC, and eventually a large
imaging center provider. While the SWOT projects
were demonstrating results and were compliant with
DHCS submission requirements, due to the COVID-19
public health emergency and DHCS guidance, the
interventions ended prior to completion. Anthem Blue
Cross is in ongoing conversations with the FQHC to
resume breast cancer screening standing orders as
public health emergency restrictions are lifted. Two of
the FQHCs in Alameda County agreed to move forward
with the standing order intervention if COVID-19
precautionary procedures are adopted by the imaging
center. Anthem Blue Cross is waiting for the imaging
center to confirm it is willing and able to meet the
requirements. Additionally, one of the Alameda County
FQHCs with a health center in Contra Costa County is
piloting the intervention with the goal of adopting the
standing orders in other Contra Costa County clinics.

In third and fourth quarters 2019, Anthem Blue Cross
coordinated breast cancer screening days with a
mobile mammography vendor and FQHCs in Fresno
County, Region 1, and Region 2. Members were
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Anthem Blue Cross

RECOMMENDATIONS

Self-Reported Actions Taken by Anthem Blue
Cross during the Period of July 1, 2019—-June 30,
2020, that Address the External Quality Review
Recommendations

awarded gift cards for completing the recommended
screening.

Anthem Blue Cross executed a contract with a mobile
mammography vendor, effective January 1, 2020, to
expand member access to breast cancer screenings.
Anthem Blue Cross partners with the mobile
mammography vendor and contracted health centers to
coordinate and complete breast cancer screening clinic
days and awards members with a gift card for
completing the recommended screening. Due to the
COVID-19 public health emergency and shelter in
place mandate, the intervention was put on hold
through June 2020. Anthem Blue Cross will resume
clinic days in select counties starting July 2020.

¢ Childhood Immunization
Status—Combination 3in
Region 2, Sacramento
County, San Benito County,
and Tulare County (The rates
for this measure were also
below the minimum
performance level in reporting
year 2018 for Region 2 and
San Benito County.)

In fourth quarter 2019, Anthem Blue Cross submitted a
Priority Child and Adolescent PIP topic proposal to
improve the Childhood Immunization Status—
Combination 10 measure rate in Region 2. Anthem
Blue Cross subsequently submitted modules 1, 2, and
3, and established relationships with PIP providers. The
target intervention start date was July 1, 2020. Due to
the COVID-19 public health emergency and DHCS
guidance, the PIP ended prior to implementation.

Engaging providers in electronic data transmission with
the California Immunization Registry enhances
immunization data quality and promotes ready access
to a member’'s comprehensive immunization history. In
2019, Anthem Blue Cross provided 11 health centers
with grants to purchase an EHR interface to automate
data exchange with the California Immunization
Reqistry.

Under the “California Immunization Registry Catch Up”
pilot program in Sacramento County and Region 2,
Anthem Blue Cross partnered with a provider medical
group (PMG) and select health centers with very low
Childhood Immunization Status—Combination 10
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RECOMMENDATIONS

Self-Reported Actions Taken by Anthem Blue
Cross during the Period of July 1, 2019—-June 30,
2020, that Address the External Quality Review
Recommendations

measure rates to manually enter historical
immunizations from the medical record into the
California Immunization Registry.

¢ Comprehensive Diabetes
Care—HbA1c Testing in
Alameda County, Contra
Costa County, Region 1,
Region 2, San Benito County,
and Santa Clara County (The
rates for this measure have
been below the minimum
performance levels for more
than three consecutive years
in San Benito County.)

In fourth quarter 2019, Anthem Blue Cross began
SWOT cycles to improve Comprehensive Diabetes
Care—HbA1c Testing measure rates in Region 1 and
Region 2. Anthem Blue Cross partnered with FQHCs in
each region and provided education on using the gap-
in-care report as a call list to outreach members in
need of an HbA1c test.

The SWOT projects met DHCS submission
requirements and were demonstrating results;
however, due to the COVID-19 public health
emergency, the intervention ended prior to results
being evaluated.

Anthem Blue Cross partnered with a vendor in third and
fourth quarters 2019 to administer in-home A1c testing
to members with diabetes who had not yet received an
HbA1c test. By the end of the year, 245 members
statewide received an HbA1c test.
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Anthem Blue Cross

¢

Immunizations for
Adolescents—Combination 2
in Region 1 and San Benito
County

RECOMMENDATIONS

Self-Reported Actions Taken by Anthem Blue
Cross during the Period of July 1, 2019—-June 30,
2020, that Address the External Quality Review
Recommendations

In fourth quarter 2019, Anthem Blue Cross began a
PDSA cycle to improve Immunizations for
Adolescents—Combination 2 measure rates in San
Benito County. Anthem Blue Cross partnered with a
large FQHC to implement the following interventions:

¢ Dedicating staff members to improve member
outreach

¢ Creating a HEDIS dashboard to support outreach
efforts

¢ Modifying clinic protocols to reduce barriers to care

While the PDSA cycle met DHCS submission
requirements, due to the COVID-19 public health
emergency and DHCS guidance, it ended before
results could be evaluated.

Engaging providers in electronic data transmission with
the California Immunization Registry enhances
immunization data quality and promotes ready access
to a member's comprehensive immunization history. In
2019, Anthem Blue Cross provided grants to 11 health
centers to purchase an EHR interface to automate data
exchange with the California Immunization Registry.

¢

Well-Child Visits in the Third,
Fourth, Fifth, and Sixth Years
of Life in Alameda, Kings, San
Benito, and Tulare counties

In third quarter 2019, Anthem Blue Cross submitted a
Health Equity PIP topic proposal to reduce disparities
for well-child visits in Sacramento County and increase
the rate at which members who identify as Black
received the services. Anthem Blue Cross
subsequently submitted modules 1, 2 and 3, and
developed an excellent partnership with the
participating PIP provider. The target intervention
implementation date was July 1, 2020. Due to the
COVID-19 public health emergency and DHCS
guidance, the PIP process ended prior to the start date.

In 2019, Anthem Blue Cross partnered with a pediatric
PMG based in Alameda County to host quarterly
workshops for providers. The sessions included
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2018-19 External Quality Review

Recommendations Directed to
Anthem Blue Cross

education on the importance of well-child visits and
related best practices.

In June 2020, Anthem Blue Cross received buy-in from
providers in Alameda County to host virtual clinic days
for well-child visits.

As part of Anthem Blue Cross’ Clinic Pay-for-
Performance (CP4P) program, prospective incentive
payments have been made to select high-volume
providers (includes Alameda, Kings, and Tulare
counties) to be used for improvement activities to
improve well-child visit rates. Low- scoring measures,
including Well-Child Visits in the Third, Fourth, Fifth,
and Sixth Years of Life, are included in the program,
and providers are required to develop quality
improvement plans addressing the measures. An
example of an improvement activity includes the use of
text messaging platforms to inform and remind
members of the importance of well-child visits.

Assessmentof MCP’s Self-Reported Actions

HSAG reviewed Anthem Blue Cross’ self-reported actions in Table 8.1 and determined that the
MCP adequately addressed HSAG’s recommendations from the MCP’s July 1, 2018, through
June 30, 2019, MCP-specific evaluation report. Anthem Blue Cross described in detail actions
taken during the review period, results from the MCP’s assessment of declining performance
and performance below the minimum performance levels, and steps the MCP intends to take
moving forward. Anthem Blue Cross described specific interventions the MCP implemented to
improve performance to above the minimum performance levels or prevent further decline in
performance, including:

¢ Conducting member education, care gap analyses, and provider education to improve
performance on the Asthma Medication Ratio—Total measure.

¢ Implementing standing orders for breast cancer screening and conducting breast cancer
screening clinic days using a mobile mammography vendor.

¢ Providing grants to health centers to purchase an EHR interface to allow them to exchange
immunization data with the California Immunization Registry.

AnthemBlue Cross Partnership Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page E-94
California Department of Health Care Services Health Services Advisory Group, Inc.



I —
RECOMMENDATIONS

¢ Partnering with a vendor to administer in-home HbA1c tests.

¢ Providing incentive payments to providers to use for activities that support improving well-
child visit rates.

2019-20 Recommendations

Based on the overall assessment of Anthem Blue Cross’ delivery of quality, accessible, and
timely care through the activities described in previous sections of this report, HSAG
recommends the following to the MCP:

¢+ Monitor the adopted intervention to achieve optimal outcomes beyond the life of the
2017-19 Postpartum Care PIP.

¢ Apply the lessons learned from the 2017-19 Postpartum Care DHCS-priority PIP and
Asthma Medication Ratio Disparity PIPs to facilitate improvement for future PIPs and to
strengthen other quality improvement efforts.

In the next annual review, the EQRO will evaluate continued successes of Anthem Blue Cross
as well as the MCP’s progress with these recommendations.
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Medi-Cal Managed Care External Quality Review Technical Report
Appendix F: Performance Evaluation Report

Blue Shield of California Promise Health Plan

July 1, 2019—-June 30, 2020

1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPSs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, Blue Shield of California Promise Health
Plan (prior to January 1, 2019, known as Care1st Health Plan and referred to in this report as
“Blue Shield Promise” or “the MCP”). The purpose of this appendix is to provide MCP-specific
results of each activity and an assessment of the MCP’s strengths and opportunities for
improvement with respect to the quality and timeliness of, and access to health care services
furnished to its members. In this report, the term “beneficiary” refers to a person entitled to
receive benefits under MCMC, and the term “member” refers to a person enrolled in an MCMC
plan. The review period for this MCP-specific evaluation report is July 1, 2019, through June
30, 2020. The EQRO will report on activities that take place beyond the review period in Blue
Shield Promise’s 2020-21 MCP-specific evaluation report. This MCP-specific evaluation report
references activities and methodologies described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
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activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

Blue Shield Promise is a full-scope MCP delivering services to its members under a
Geographic Managed Care (GMC) model. Although the GMC model operates in both San
Diego and Sacramento counties, Blue Shield Promise only operates in San Diego County. In
the GMC model, DHCS allows beneficiaries to select from several commercial MCPs within
the specified geographic service area (county). In addition to Blue Shield Promise, San Diego
County’s beneficiaries may select from the following MCPs:

¢ Aetna Better Health of California

Community Health Group Partnership Plan

Health Net Community Solutions, Inc.

Kaiser SoCal

Molina Healthcare of California

UnitedHealthcare Community Plan

* & & o o

Blue Shield Promise became operational in San Diego County to provide MCMC services
effective February 2006. As of June 2020, Blue Shield Promise had 84,524 members.! This
represents 12 percent of the beneficiaries enrolled in San Diego County.

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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Medi-Cal Managed Care External Quality Review Technical Report
Appendix F: Performance Evaluation Report

Blue Shield of California Promise Health Plan

July 1, 2019—-June 30, 2020

2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted
The following is a summary of the most recent reviews conducted for Blue Shield Promise.

Table 2.1 summarizes the results and status of the 2019 on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of Blue Shield Promise. A&l
conducted the audits from January 22, 2019, through January 25, 2019. DHCS issued the final
closeout letter on November 6, 2020, which is outside the review period for this report;
however, HSAG includes the information from the letter because it reflects full resolution of the
findings from the 2019 A&l Medical Audit.

Table 2.1—DHCS A&l Medical and State Supported Services Audits of
Blue Shield Promise
Audit Review Period: January 1, 2018, through December 31, 2018

Findings

Category Evaluated (Yes/No) Monitoring Status

Corrective action plan (CAP)
Utilization Management Yes imposed and findings in this
category rectified.
Case Management and Coordination of Yes CAP imposed and findings in
Care this category rectified.
Access and Availability of Care No No findings.
e D CAP imposed and findings in
Member's Rights Yes this category rectified.

: CAP imposed and findings in
Quality Management ves this category rectified.
Administrative and Organizational Yes CAP imposed and findings in
Capacity this category rectified.

State Supported Services No No findings.
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Table 2.2 summarizes the results and status of the 2020 on-site DHCS A&l Medical and State
Supported Services Audits of Blue Shield Promise. A&l conducted the audits from January 27,
2020, through February 6, 2020. During the audits, A&l reviewed documentation to determine
Blue Shield Promise’s compliance with the DHCS contract requirements and actions taken by
the MCP to resolve the 2019 audit findings. DHCS issued the final closeout letter on November
5, 2020, which is outside the review period for this report; however, HSAG includes the
information from the letter because it reflects full resolution of the findings from the 2020 A&l
Medical Audit.

Table 2.2—DHCS A&l Medical and State Supported Services Audits of
Blue Shield Promise
Audit Review Period: January 1, 2019, through December 31, 2019

Findings

Category Evaluated (Yes/No)

Monitoring Status

I CAP imposed and findings in
Utilization Management Yes this category rectified.
Case Management and Coordination of Y CAP imposed and findings in
es . e
Care this category rectified.
Access and Availability of Care No No findings.
Member’s Rights Yes CAP imposed an(_j .findings in
this category rectified.

, CAP imposed and findings in
Quality Management Yes this category rectified.
Admini.strative and Organizational No No findings.

Capacity
State Supported Services No No findings.

Strengths—Compliance Reviews

During the 2019 and 2020 A&l Medical and State Supported Services Audits of Blue Shield
Promise, A&l identified no findings in the Access and Availability of Care and State Supported
Services categories. Additionally, in response to the CAPs from the 2019 and 2020 A&l
Medical Audits of Blue Shield Promise, the MCP provided documentation to DHCS that
resulted in DHCS closing both CAPs. Blue Shield Promise’s documentation reflected changes
to policies and procedures to ensure the MCP is compliant with DHCS’ standards within the
Utilization Management, Case Management and Coordination of Care, Member’s Rights,
Quality Management, and Administrative and Organizational Capacity categories.
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Opportunities for Improvement—Compliance Reviews

Blue Shield Promise has no outstanding findings from the 2019 or 2020 A&l Medical Audits;
therefore, HSAG has no recommendations forthe MCP in the area of compliance reviews.
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Appendix F: Performance Evaluation Report

Blue Shield of California Promise Health Plan

July 1, 2019—-June 30, 2020

3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Appendix GG includes tables that display all MCP reporting units and hybrid measures for
those MCPs that chose to report rates using measurement year 2018 audited hybrid rates or
using measurement year 2019 administrative data only. Please refer to this appendix to see
the reporting units and measures Blue Shield Promise chose to report using one or both of
these two options.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established
minimum performance levels, DHCS required MCPs to submit to DHCS improvement plans
(IPs). IPs generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets;
however, if an MCP was already conducting a performance improvement project (PIP) for a
measure with a rate below the minimum performance level, DHCS did not require the MCP to
also conduct IP PDSA cycles and submit PDSA Cycle Worksheets for the measure.
Additionally, when DHCS determined that a more systematic intervention was warranted,
DHCS approved the MCP to conduct a SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis as an alternative quality improvement activity. Note that the IP requirements
do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

Additional technical assistance calls with DHCS Nurse Consultant staff.
In-person meetings with MCP and DHCS executive staff members.

5 Quality Compass® is a registered trademark of NCQA.
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Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of Blue Shield Promise, and the HEDIS 2020
Compliance Audit Final Report of Findings for Blue Shield of California Promise Health Plan
contains the detailed findings and recommendations from the audit.

The HSAG auditor determined that Blue Shield Promise followed the appropriate specifications
to produce valid rates, and the auditor identified no issues of concern.

Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.4 for Blue Shield Promise’s performance measure results for reporting
year 2020.
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Note the following regarding Table 3.1 through Table 3.4:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting
year. The EQRO will display performance measure rate comparisons in the 2020-21 MCP-
specific evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation
reports.

¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain
Results—Children’s Health Domain

Table 3.1 presents the reporting year 2020 performance measure rates within the Children’s
Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
Blue Shield Promise—San Diego County

Reporting Year

Measure

2020 Rate
Adolescent Well-Care Visits 45.01%
Childhood Immunization Status—Combination 10 40.39%
Children and Adolescents' Access to Primary Care Practitioners— 82 18%
Ages 12—-24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 68.30%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— o
75.58%
Ages 7-11 Years
Children and Adolescents' Access to Primary Care Practitioners— 71.71%
Ages 12-19 Years R
Developmental Screening in the First Three Years of Life—Total 37.42%
Immunizations for Adolescents—Combination 2 39.17%
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Reporting Year

Measure 2020 Rate

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 91.15%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 61.75%

40.18%

Assessment of Improvement Plans—Children’s Health Domain

In April 2020, to allow MCPs to focus efforts on the COVID-19 response, DHCS waived
requirements for remaining IP and CAP submissions related to reporting year 2019
performance measure results. Following is a summary of the quality improvement activities
that Blue Shield Promise conducted as part of its IP prior to April 2020.

The rate for the Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life measure
was below the minimum performance level in reporting year 2019. DHCS approved Blue
Shield Promise to conduct a Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
PIP in place of conducting PDSA cycles to improve the MCP’s performance on this measure.
HSAG includes a summary of Blue Shield Promise’s progress on the Well-Child Visits in the
Third, Fourth, Fifth, and Sixth Years of Life PIP in Section 5 of this report (“Performance
Improvement Projects”).

DHCS did not hold MCP’s accountable to meet the minimum performance level for the
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life measure in reporting year
2020; therefore, HSAG makes no assessment of Blue Shield Promise’s performance related to
this measure.

Women’s Health Domain

Table 3.2 presents the reporting year 2020 performance measure rates within the Women’s
Health domain.

Table 3.2—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
Blue Shield Promise—San Diego County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.
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Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 53.80%
Cervical Cancer Screening 57.95%
Chlamydia Screening in Women—Ages 16-20 Years 65.26%
Chlamydia Screening in Women—Ages 21-24 Years 65.84%
Chlamydia Screening in Women—Total 65.59%
Contraceptive Care—All Women—Most or Moderately Effective 18.09%
Contraception—Ages 15-20 Years e
Contraceptive Care—All Women—Most or Moderately Effective 24.13%
Contraception—Ages 21-44 Years B
Contraceptive Care—All Women—LARC—Ages 15-20 Years 3.79%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.31%
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 10.20%
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 37.04%
Effective Contraception—60 Days—Ages 15-20 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 3438
Effective Contraception—60 Days—Ages 21-44 Years IR0
Contraceptive Care—Postpartum Women—LARC—3 Days— s

Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— S
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days—

Ages 15-20 Years S

Contraceptive Care—Postpartum Women—LARC—60 Days— 9.54%

Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 77.86%

Prenatal and Postpartum Care—Timeliness of Prenatal Care 94.89%
Blue Shield of California Promise Health Plan Performance Evaluation Report: July 1, 2019-June 30, 2020 Page F-11
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Behavioral Health Domain

Table 3.3 presents the reporting year 2020 performance measure rates within the Behavioral
Health domain.

Table 3.3—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
Blue Shield Promise—San Diego County

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure

2020 Rate

Antidepressant Medication Management— 61.77%
Effective Acute Phase Treatment—Total e
Antidepressant Medication Management— 46.90%
Effective Continuation Phase Treatment—Total Ve
Follow-Up Care for Children Prescribed ADHD Medication— o

e 46.88%
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— NA
Continuation and Maintenance Phase
Screening for Depression and Follow-Up Plan— 17.99%
Ages 12—-17 Years ) 0
Screening for Depression and Follow-Up Plan— 14.10%
Ages 18-64 Years e
Screening for Depression and Follow-Up Plan— 14.979%
Ages 65+ Years Jee

Acute and Chronic Disease Management Domain
Results—Acute and Chronic Disease Management Domain

Table 3.4 presents the reporting year 2020 performance measure rates within the Acute and
Chronic Disease Management domain.
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Table 3.4—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
Blue Shield Promise—San Diego County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

] “®

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 98.11%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 43.73
Asthma Medication Ratio—Total 51.52%
Comprehensive Diabetes Care—HbA1c Poor Control 35.509,
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 93.92%

Concurrent Use of Opioids and Benzodiazepines—

Ages 18-64 Years™* 11.69%
Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* 12.90%
Controlling High Blood Pressure—Total 66.05%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years 0.00%
Plan All-Cause Readmissions—Observed Readmissions—Total** 7.80%
Plan All-Cause Readmissions—Expected Readmissions—Total 10.13%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.77

Use of Opioids at High Dosage in Persons Without Cancer— 7 01%
Ages 18-64 Years** e

Use of Opioids at High Dosage in Persons Without Cancer—
Ages 65+ Years™™

S
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Assessment of Improvement Plans—Acute and Chronic Disease Management Domain

As previously stated, in April 2020, to allow MCPs to focus efforts on the COVID-19 response,
DHCS waived requirements for remaining IP and CAP submissions related to reporting year
2019 performance measure results. Following is a summary of the quality improvement
activities that Blue Shield Promise conducted as part of its IP prior to April 2020.

The rate for the Asthma Medication Ratio—Total measure was below the minimum
performance level in reporting year 2019. DHCS approved Blue Shield Promise to conduct
PDSA cycles to address the MCP’s performance below the minimum performance level for this
measure.

Blue Shield Promise tested whether conducting outreach to non-compliant members would
result in these members scheduling an appointment with their primary care providers (PCPs)
and refilling their asthma medications. The MCP conducted outreach via live phone calls,
interactive voice response calls, and mailers to encourage targeted members to schedule their
PCP appointments. During the appointment, the PCP provided the members with education
about asthma and information about the member incentive for asthma medication use and refill
compliance. Blue Shield Promise indicated learning that timely receipt of reports showing
which members received the incentive would have allowed the MCP to follow up with members
who had not redeemed the incentive to provide asthma medication education prior to the
incentive program ending.

DHCS did not hold MCPs accountable to meet the minimum performance level for the Asthma
Medication Ratio—Total measure in reporting year 2020; therefore, HSAG makes no
assessment of Blue Shield Promise’s performance related to this measure.

Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, Blue Shield Promise will be required to conduct PDSA cycles on one
MCAS measure that focuses on preventive care, chronic disease management, or behavioral
health and has been impacted by COVID-19, as well as to develop and submit a COVID-19
QIP that briefly describes the MCP’s strategies or interventions to increase the provision of
preventive services, chronic disease care, and/or behavioral health services for members
amidst COVID-19.
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Seniors and Persons with Disabilities Results and Findings

Seniors and Persons with Disabilities—Performance Measure Results

Table 3.5 presents the reporting year 2020 seniors and persons with disabilities (SPD) and
non-SPD rates, a comparison of the SPD and non-SPD rates, and the total combined rate for
each measure. Reporting year 2020 rates reflect measurement year data from January 1,
2019, through December 31, 2019.

Table 3.5—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
Blue Shield Promise—San Diego County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

. Reportin
Reporting yob>2 00

SPD/Non- Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate

Ambulatory Care—ED Visits per

1,000 Member Months—Total® 80.60 39.84 Not Tested 43.73
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. Reportin
Reporting yob>2 00

SPD/Non- Reporting
Measure Year 2020 Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Children and Adolescents’ Access to
Primary Care Practitioners— NA 82.37%
Ages 12-24 Months

Children and Adolescents’ Access to
Primary Care Practitioners— 67.00% 68.33% -1.33 68.30%
Ages 25 Months—6 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 72.31% 75.71% -3.40 75.58%
Ages 7-11 Years

Not

0,
Comparable 82.18%

Children and Adolescents’ Access to
Primary Care Practitioners— 68.13% 71.85% -3.72 71.71%
Ages 12-19 Years

?(l;glﬂll-Cause Readmissions— 10.62% 6.61% 7 80%

Seniors and Persons with Disabilities—Performance Measure Findings

For measures that Blue Shield Promise stratified by the SPD and non-SPD populations and for
which HSAG could compare the reporting year 2020 SPD rates and reporting year 2020 non-
SPD rates, HSAG observed that the SPD population had a significantly higher hospital
readmissions rate than the non-SPD population in reporting year 2020. Note that 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 members.

Strengths—Performance Measures

The HSAG auditor determined that Blue Shield Promise followed the appropriate specifications
to produce valid rates, and the auditor identified no issues of concern.

Opportunities for Improvement—Performance Measures

Based on DHCS not holding MCPs accountable to meet the minimum performance level for

any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Managed Long-Term Services and Supports Plan
Performance Measures

Due to Blue Shield Promise’s participation in California’s Coordinated Care Initiative as a
Managed Long-Term Services and Supports Plan (MLTSSP), DHCS required that Blue Shield
Promise report rates for four HEDIS measures for HSAG to validate as part of the HEDIS
Compliance Audit. Note that DHCS does not hold MLTSSPs accountable to meet minimum
performance levels for the required measures.

Managed Long-Term Services and Supports Plan Performance
Measure Results

Table 4.1 presents the reporting year 2020 rates for each required MLTSSP performance
measure. Table 4.1 presents reporting year 2020 rates only, based on changes in performance
measures and age stratifications from the previous reporting year. The EQRO will display
performance measure rate comparisons in the 2020-21 MCP-specific evaluation reports and
trending beginning in the 2021-22 MCP-specific evaluation reports. Reporting year 2020 rates
reflect measurement year data from January 1, 2019, through December 31, 2019.

Table 4.1—Reporting Year 2020 MLTSSP Performance Measure Results
Blue Shield Promise—San Diego County

* Member months are a member's “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

Reporting Year

ol 2020 Rate
Ambulatory Care—ED Visits per 1,000 Member Months* 82.82
Plan All-Cause Readmissions—Observed Readmissions—

x 10.96%
Total
Plan All-Cause Readmissions—Expected Readmissions— o

13.51%

Total
Plan All-Cause Readmissions—O/E Ratio—Total** 0.81
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5. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

2017-19 Performance Improvement Projects

While MCPs, PSPs, and the SHP concluded their 2017-19 PIPs through the SMART (Specific,
Measurable, Achievable, Relevant, and Time-bound) Aim end date of June 30, 2019, MCPs,
PSPs, and the SHP submitted final modules for HSAG to validate during the review period for
this report. HSAG assessed the validity and reliability of the results based on CMS’ validation
protocols to determine whether key stakeholders can have confidence in the reported PIP
findings. HSAG assigned the following final confidence levels for each PIP:

¢ High confidence—the PIP was methodologically sound and achieved the SMART Aim goal,
the demonstrated improvement was clearly linked to the quality improvement processes
conducted and intervention(s) tested; and the MCP, PSP, or SHP accurately summarized
the key findings.

¢ Confidence—the PIP was methodologically sound and achieved the SMART Aim goal, and
the MCP, PSP, or SHP accurately summarized the key findings. However, some, but not

all, of the quality improvement processes conducted and/or intervention(s) tested were
clearly linked to the demonstrated improvement.

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

¢ Reported PIP results were not credible (referred to in this report as “not credible”)—the PIP
methodology was not executed as approved.

2019-21 Performance Improvement Projects

Based on HSAG’s annual review of the rapid-cycle PIP process, HSAG released the Rapid-
Cycle PIP Version 5 in September 2019. While HSAG’s rapid-cycle PIP process still requires
extensive up-front preparation to allow for a structured, scientific approach to quality
improvement, the updated version more efficiently guides MCMC plans through the process to
provide more time for them to test interventions.
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The following provides an overview of the Rapid-Cycle PIP Version 5 modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:

Topic rationale.
Narrowed focus description.
SMART Aim measure baseline data collection specifications and methodology.
SMART Aim statement.

o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s  MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

O
O
O
@)

Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
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needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Performance Improvement Project Results and Findings

During the review period, Blue Shield Promise submitted final modules for its 2017-19
Disparity and DHCS-priority PIPs. HSAG provided final validation findings and encouraged the
MCP to incorporate the experiences and lessons learned from the PIPs into future quality
improvement efforts. HSAG includes the final PIP validation findings in this report.

Additionally, Blue Shield Promise initiated the 2019-21 Health Equity and Child and
Adolescent Health PIPs. While the original SMART Aim end date for the 2019-21 PIPs was
June 30, 2021, due to challenges MCMC plans experienced in conducting PIP activities during
the COVID-19 public health crisis, DHCS elected to end the 2019-21 PIPs effective June 30,
2020. In this report, HSAG includes summaries of the MCP’s module submissions for the
2019-21 PIPs as well as validation findings from the review period.

2017-19 Disparity Performance ImprovementProject

DHCS required MCPs to conduct a PIP focusing on an identified health disparity based on, but
not limited to, age, gender, race or ethnicity, language spoken, income, educational
attainment, sexual orientation or gender identity, occupation, provider, or geographic area.
Using its own MCP-specific data, Blue Shield Promise identified immunizations among non-
Hispanic children as its 2017—19 Disparity PIP topic by demonstrating a statistically significant
rate difference between two subgroups, with the disparate subgroup having the lower rate.

Table 5.1 provides the SMART Aim measure results reported by the MCP for its Childhood
Immunization Status—Combination 3 Disparity PIP.

Table 5.1—Blue Shield Promise Childhood Immunization Status—Combination 3
Disparity PIP SMART Aim Measure Results

Baseli SMART SMART
SMART Aim Measure aseliNne  Aim Goal Aim Goal

Rate Rate Achieved

Rate of non-Hispanic members 2 years of age
residing in San Diego County who receive 54.9% 74.0% No
appropriate immunizations

Table 5.2 presents a description of the intervention that Blue Shield Promise tested for its
Childhood Immunization Status—Combination 3 Disparity PIP. The table also indicates the
failure modes that the intervention addressed and whether the MCP decided, based on
intervention testing results, to adopt, adapt, abandon, or continue testing the intervention.
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Table 5.2—Blue Shield Promise Childhood Immunization Status—Combination 3
Disparity PIP Intervention Testing Results

Adopt,
Adapt,

Intervention Failure Modes Addressed Abandon,
or Continue
Testing

¢ Parents/guardians do not return
Conduct a text message campaign to provider offices’ calls even if the
send a standardized and approved offices leave voice messages
text message, translated into 22 ¢ Parents/guardians may forget the Adapt
languages, to parents/guardians of appointments P
children eligible for childhood ¢ Parents/guardians may realize the
immunizations appointment dates are

inconvenient

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for Blue Shield
Promise’s Childhood Immunization Status—Combination 3 Disparity PIP. The MCP tested a
text message campaign to encourage parents/guardians of non-Hispanic members under 2
years of age who are due for their immunizations to set up immunization appointments.
Despite Blue Shield Promise’s efforts, the MCP did not achieve the SMART Aim goal.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned Blue Shield
Promise’s Childhood Immunization Status—Combination 3 Disparity PIP a final confidence
level of Low Confidence.

2017-19 DHCS-Priority Performance Improvement Project

DHCS required MCPs to conduct a PIP related to one of DHCS’ Quality Strategy focus areas:
Childhood Immunization Status—Combination 3, Controlling High Blood Pressure,
Comprehensive Diabetes Care, or Prenatal and Postpartum Care—Postpartum Care. Based
on Blue Shield Promise’s reporting year 2017 performance measure results, the MCP selected
well-child visits among members ages 3 to 6 as its 2017—-19 DHCS-priority PIP topic.

Table 5.3 provides the SMART Aim measure results as reported by the MCP forits Well-Child
Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP.
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Table 5.3—Blue Shield Promise Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life PIP SMART Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of well-care visits for children ages 3 to 6

0, 0,
years at Health Center A® 62.05% 68.30% No

Table 5.4 presents a description of the intervention that Blue Shield Promise tested for its
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. The table also
indicates the failure modes that the intervention addressed and whether the MCP decided,
based on intervention testing results, to adopt, adapt, abandon, or continue testing the
intervention.

Table 5.4—Blue Shield Promise Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life PIP Intervention Testing Results

Adopt,
Adapt,

Intervention Failure Modes Addressed Abandon,
or Continue
Testing

¢ Not all members are successfully

_ contacted to remind them of the
Conduct a text message campaign to well-child care visits

send a standardized and approved
text message, translated into 22

languages, to parents/guardians of
children eligible for well-child visits

¢ Parents/guardians do not return
: . : Adapt
provider offices’ calls even if
offices leave voice messages

¢ Parents/guardians do not show up
at the appointments

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for Blue Shield
Promise’s Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. The MCP
tested a text message campaign to encourage parents/guardians of members 3 to 6 years of
age in need of annual well-child visits to schedule their well-child visit appointments. Despite
Blue Shield Promise’s efforts, the MCP did not achieve the SMART Aim goal.

6 Health center name removed for confidentiality.
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Upon assessment of the validity and reliability of the PIP results, HSAG assigned Blue Shield
Promise’'s Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP a final
confidence level of Low Confidence.

2019-21 Health Equity Performance ImprovementProject

During the review period, DHCS required MCPs to conduct a PIP focusing on an identified
health disparity. While DHCS did not require the identified health disparity to be related to the
reporting year 2020 MCAS, DHCS strongly encouraged MCPs to select a health disparity
related to an MCAS measure for which they are not performing well. Additionally, DHCS
encouraged MCPs to continue with their 2017—19 Disparity PIP topic if the data showed that
the health disparity still exists.

Using its own MCP-specific data, Blue Shield Promise determined to continue its focus on
childhood immunizations among non-Hispanic children for its 2019-21 Health Equity PIP topic
by demonstrating a statistically significant rate difference between two subgroups, with the
disparate subgroup having the lower rate.

During the review period of this report, HSAG validated modules 1 through 3 for the MCP’s
Childhood Immunization Status—Combination 3 Health Equity PIP. Upon initial review of the
modules, HSAG determined that Blue Shield Promise met some required validation criteria;
however, HSAG identified opportunities for improvement related to:

¢ Including all required components of the SMART Aim data collection methodology.
Including all required components of the SMART Aim run chart.

¢ Aligning the steps documented in the Failure Modes and Effects Analysis Table with the
steps in the process map that were identified as gaps or opportunities for improvement.

¢ Linking logically the failure modes, failure causes, and failure effects to the steps in the
Failure Modes and Effects Analysis Table.

¢ Ensuring that the drivers and interventions in the key driver diagram are clearly stated,
logically linked to the SMART Aim, and have the potential for impacting the SMART Aim
goal.

¢ Ensuring that the intervention effectiveness measure was appropriate for the intervention.

After receiving technical assistance from HSAG, Blue Shield Promise incorporated HSAG’s
feedback into modules 1 through 3. Upon final review, HSAG determined that the MCP met all
validation criteria for modules 1 through 3.

Table 5.5 provides the SMART Aim measure description, baseline rate, and SMART Aim goal
rate for the MCP’s Childhood Immunization Status—Combination 3 Health Equity PIP.
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Table 5.5—Blue Shield Promise Childhood Immunization Status—Combination 3 Health
Equity PIP SMART Aim Measure

SMART
Aim Goal
Rate

SMART Aim Measure Baseline

Rate

Rate of non-Hispanic members 2 years of age residing in San
Diego County who receive the appropriate immunizations
according to the Childhood Immunization Status—Combination 3
measure requirements

58.98% 74.00%

Table 5.6 presents a description of the intervention that Blue Shield Promise selected to test
for its Childhood Immunization Status—Combination 3 Health Equity PIP. The table also
indicates the failure mode that the intervention aims to address.

Table 5.6—Blue Shield Promise Childhood Immunization Status—Combination 3 Health
Equity PIP Intervention Testing

Intervention Failure Mode Addressed

Implement member gift card incentive
program to encourage parents/guardians of
eligible non-Hispanic members to ensure the
members receive appropriate immunizations
according to the Childhood Immunization
Status—Combination 3 measure schedule

Parents/guardians may not see the urgency
of bringing eligible members to the clinic for
the preventive service

While Blue Shield Promise advanced to the intervention testing phase, the PIP did not
progress to the point where the MCP was required to report PIP outcomes prior to DHCS
determining to end the 2019-21 PIPs.

2019-21 Child and Adolescent Health Performance Improvement Project

DHCS required MCPs to conduct a PIP for an area in need of improvement related to child and
adolescent health. Based on MCP-specific data, Blue Shield Promise determined to continue
to focus on well-child visits among members ages 3 to 6 for its 2019-21 Child and Adolescent
Health PIP topic.

During the review period for this report, HSAG validated modules 1 through 3 for the MCP’s
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. Upon initial review of
the modules, HSAG determined that Blue Shield Promise met all Module 2 validation criteria.
Blue Shield Promise met some required validation criteria for modules 1 and 3; however,
HSAG identified opportunities for improvement related to:

¢ Including all required components of the SMART Aim data collection methodology.
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¢ Including all required components of the SMART Aim.
¢ Including all required components of the SMART Aim run chart.
¢ Ensuring that the intervention effectiveness measure was appropriate for the intervention.

After receiving technical assistance from HSAG, Blue Shield Promise incorporated HSAG’s
feedback into modules 1 and 3. Upon final review, HSAG determined that the MCP met all
validation criteria for modules 1 and 3.

Table 5.7 provides the SMART Aim measure description, baseline rate, and SMART Aim goal
rate for the Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP.

Table 5.7—Blue Shield Promise Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life PIP SMART Aim Measure

SMART
Aim Goal
Rate

Baseline
Rate

SMART Aim Measure

Rate of well-child visits in the third, fourth, fifth, and sixth years of

0, 0,
life among members assigned to Health Center A7 64.8% 74.0%

Table 5.8 presents a description of the intervention that Blue Shield Promise selected to test
for its Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. The table also
indicates the failure mode that the intervention aims to address.

Table 5.8—Blue Shield Promise Well-Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life PIP Intervention Testing

Intervention Failure Mode Addressed

Implement member gift card incentive

program to encourage parents/guardians of | Parents/guardians and members do not
eligible members to schedule and complete show up to the scheduled appointments
members’ well-child visits

While Blue Shield Promise advanced to the intervention testing phase, the PIP did not
progress to the point where the MCP was required to report PIP outcomes prior to DHCS
determining to end the 2019-21 PIPs.

7 Health center name removed for confidentiality.

Blue Shield of California Promise Health Plan Performance Evaluation Report: July 1, 2019-June 30, 2020 Page F-25
California Department of Health Care Services Health Services Advisory Group, Inc.



PERFORMANCE IMPROVEMENT PROJECTS

Strengths—Performance Improvement Projects

Upon completion of the 2017-19 PIPs, Blue Shield Promise identified interventions that it can
adapt to improve adherence to immunizations and well-child visits for children.

Opportunities for Improvement—Performance Improvement
Projects

Blue Shield Promise has the opportunity to monitor the adapted interventions to achieve
optimal outcomes beyond the life of the 2017-19 PIPs. The MCP should apply lessons learned
from these PIPs to facilitate improvement of the adapted interventions and to strengthen future
quality improvement efforts.
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6. Validation of Network Adequac

Timely Access Focused Study

DHCS requires MCPs to ensure that their participating providers offer appointments that meet
the wait time standards described in Table 6.1. During the review period, HSAG conducted the
Timely Access Focused Study to evaluate the extent to which MCPs are meeting the wait time
standards listed in Table 6.1.

Table 6.1—California Department of Health Care Services Timely Access Standards

Wait Time Standard
Appointment Type

Non-Urgent Appointments Urgent Appointments

Primary care appointment

(adult and pediatric) 10 business days 48 hours

Specialist appointment

(adult and pediatric) 15 business days 96 hours

Appointment with a mental
health care provider who is not 10 business days 96 hours
a physician (adult and pediatric)

First prenatal visits 10 business days Not Applicable

Appointment with ancillary

providers 15 business days Not Applicable

HSAG also evaluated the following:

¢+ The extent to which providers are aware of interpretation service requirements.

¢ The extent to which the MCPs’ call centers are meeting DHCS’ 10-minute wait time
standard and the call centers’ knowledge of interpretation service requirements.

In March 2020, to ensure MCPs and their providers could prioritize COVID-19 response
efforts, HSAG temporarily halted the Timely Access Focused Study. In July 2020, DHCS
determined to cancel this study for the remainder of the calendar year to allow MCPs and their
providers to continue prioritizing COVID-19 response efforts.

HSAG included Timely Access Focused Study results from calendar year 2018 and the first
three quarters of 2019 in the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2018-June 30, 2019. During the review period for this MCP-specific evaluation
report, HSAG produced and submitted to DHCS quarterly reports and raw data files at the
statewide aggregate and MCP levels for fourth quarter 2019. Section 14 of the Medi-Cal
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Managed Care External Quality Review Technical Report, July 1, 2019—-June 30, 2020
(“Validation of Network Adequacy”) provides a summary of the statewide aggregate results
and conclusions from the Timely Access Focused Study.

DHCS’ process includes providing quarterly MCP-level reports and raw data to each MCP and
requires the MCP to provide via the Quality Monitoring Response Template a written response
to DHCS regarding results that showed potential compliance issues, strategies to overcome
any identified deficiencies, and a timeline for making needed corrections. DHCS reviews and
provides feedback to each MCP and then determines whether or not the MCP is required to
take further action. DHCS also uses the raw data files from the study to hold MCPs
accountable to investigate and correct errors in their 274 provider data. Due to DHCS
suspending the timely access survey calls in March 2020 to allow MCPs and providers to focus
on COVID-19 response efforts, DHCS did not send quarterly MCP-level reports or raw data to
MCPs and did not require any MCP responses for the remainder of the calendar year.
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7. Population Needs Assessment

DHCS requires MCPs and PSPs to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the SPD population, children with
special health care needs, members with limited English proficiency, and other member
subgroups from diverse cultural and ethnic backgrounds. MCPs and PSPs must use the PNA
findings to identify opportunities for improvement and take action to address them. Section 19
of the Medi-Cal Managed Care External Quality Review Technical Report, July 1, 2019-June
30, 2020 (“Population Needs Assessment”) provides additional details regarding DHCS’ PNA
requirements and includes a summary of the PNAs across all MCPs and PSPs.

Status of Population Needs Assessment

Blue Shield Promise submitted the MCP’s final PNA report to DHCS on August 17, 2020, and
DHCS notified the MCP via email on the same date that DHCS approved the report as
submitted. While Blue Shield Promise submitted the PNA report and DHCS sent the email
outside the review period for this MCP-specific evaluation report, HSAG includes the
information because it was available prior to this report being finalized.
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8. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Table 8.1 provides EQR recommendations from Blue Shield Promise’s July 1, 2018,
through June 30, 2019, MCP-specific evaluation report, along with the MCP’s self-reported
actions taken through June 30, 2020, that address the recommendations. Please note that
HSAG made minimal edits to Table 8.1 to preserve the accuracy of Blue Shield Promise’s self-
reported actions.

Table 8.1—Blue Shield Promise’s Self-Reported Follow-Up on External Quality Review
Recommendations from the July 1, 2018, through June 30, 2019, MCP-Specific
Evaluation Report

Self-Reported Actions Taken by Blue
Shield Promise during the Period of July 1,
2019—-June 30, 2020, that Address the
External Quality Review Recommendations

2018-19 External Quality Review

Recommendations Directed to Blue
Shield Promise

. To address the MCP’s continued
performance below the minimum
performance level for the Asthma
Medication Ratio measure, assess
whether current improvement strategies
need to be changed or expanded to
ensure that beneficiaries ages 5 to 64
who are identified as having persistent
asthma have a ratio of controller
medications to total asthma
medications of 0.50 or greater.

In September 2019, Blue Shield Promise
completed the Plan portion of the required
PDSA cycle. Blue Shield Promise identified
San Diego Family Care as the continued
narrowed focus group. The SMART objective
for the PDSA cycle was that by December 31,
2020, the rate for the Asthma Medication Ratio
measure would increase from the current rate
of 45.45 percent to 67.00 percent for San
Diego Family Care located in San Diego
County. The identified intervention was to offer
members a gift card incentive through a
program called Healthy Rewards. Healthy
Rewards is a vendor-run incentive program
offered to members for measures identified by
Blue Shield Promise. Because the incentive is
considered a “high touch” member incentive,
Blue Shield Promise determined it would be
necessary to involve the narrowed focus group
to help with communication and outreach.
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Shield Promise

RECOMMENDATIONS

Self-Reported Actions Taken by Blue
Shield Promise during the Period of July 1,

2019—-June 30, 2020, that Address the
External Quality Review Recommendations

The planned intervention ran from October 1,
2019, through December 31, 2019. Members
who were eligible for the Asthma Medication
Ratio measure incentive received a $10 gift
card for each refill of an eligible prescription up
to a total of three times. The vendor conducted
initial outreach to eligible members via
interactive voice response system, email, and
physical mailers. In addition, San Diego Family
Care provided an additional level of personal
outreach via phone calls to its members to
advise them of the available incentive and
provide education on the importance of refilling
prescriptions. It was predicted that the
additional layer of outreach done by the
provider group would encourage members to
refill medications and redeem the incentive.

At the conclusion of the intervention testing, it
was determined that the intervention did not
have any impact on rate improvement. In
January 2020, DHCS required Blue Shield
Promise to complete another PDSA cycle, and
Blue Shield Promise chose to “adapt” the
intervention and pilot an in-person gift card
incentive for members who refill their
medications. The goal of the adapted
intervention was to provide members
immediate access to the gift card incentive
upon proof of refill and to hopefully encourage
patients to visit their PCPs. Although Blue
Shield Promise received DHCS’ approval to
move forward with the gift card incentive, in
March 2020, DHCS suspended all PDSA cycle
submission requirements due to COVID-19,
and intervention testing therefore came to a
halt. Blue Shield Promise will continue to work
to improve the Asthma Medication Ratio
measure and all other MCAS measure rates

Blue Shield of California Promise Health Plan Performance Evaluation Report: July 1, 2019-June 30, 2020 Page F-31

California Department of Health Care Services

Health Services Advisory Group, Inc.



2018-19 External Quality Review

Recommendations Directed to Blue
Shield Promise

RECOMMENDATIONS

Self-Reported Actions Taken by Blue
Shield Promise during the Period of July 1,
2019—-June 30, 2020, that Address the
External Quality Review Recommendations

and will work with the individual needs of the
clinics/groups.

In addition to the PDSA cycle work, Blue Shield
Promise conducted member outreach for the
Asthma Medication Ratio measure to educate
and remind members to refill their asthma
medication. These calls were conducted by an
internal outreach team and included all
members in the Asthma Medication Ratio
measure denominator. The calls are continuing
throughout 2020, although there has been
some impact due to COVID-19.

2. To improve the MCP’s performance to
above the minimum performance level
for the Well-Child Visits in the Third,
Fourth, Fifth, and Sixth Years of Life
measure; determine the factors
preventing beneficiaries ages 3 to 6
from being seen for one or more well-
child visits with a PCP during the
measurement year; and identify
strategies to address the factors.

In November 2019, Blue Shield Promise
completed the Module 1 submission for its
Well-Child Visits in the Third, Fourth, Fifth, and
Sixth Years of Life PIP and chose Family
Health Centers of San Diego as the narrowed
focus group forimplementing an intervention
to improve the rate for the Well-Child Visits in
the Third, Fourth, Fifth, and Sixth Years of Life
measure. The SMART Aim goal for the PIP
was that by June 30, 2021, Blue Shield
Promise would increase the percentage of
well-child visits among Family Health Centers
of San Diego members from 64 percent to the
NCQA Medicaid national 50th percentile rate
of 74 percent.

During the development of the process map
and key driver diagram, Blue Shield Promise
identified potential interventions based on
barriers identified by Family Health Centers of
San Diego and Blue Shield Promise. Those
barriers included incorrect member contact
information and access to care, including the
need for extended clinic hours in the evening
and weekends or in-home services, or the
need to incentivize members to show up for
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Recommendations Directed to Blue
Shield Promise

RECOMMENDATIONS

Self-Reported Actions Taken by Blue
Shield Promise during the Period of July 1,
2019—-June 30, 2020, that Address the
External Quality Review Recommendations

scheduled appointments. Due to COVID-19, it
was determined by Family Health Centers of
San Diego and Blue Shield Promise to
implement an in-person gift card incentive
program for members to improve the Well-
Child Visits in the Third, Fourth, Fifth, and
Sixth Years of Life measure rate. Family
Health Centers of San Diego continued to see
members for in-person visits but struggled to
get members to show up for appointments.

In April and May 2020, Blue Shield Promise
received DHCS’ approval to implement the gift
card incentive program for members and
developed an intervention plan based on the
identified failure mode and key driver. Blue
Shield Promise had received approval from
HSAG to continue with the planned
intervention; however, due to COVID-19,
future 2019-21 PIP submissions were
canceled. Despite the PIP ending, Blue Shield
Promise has determined to move forward with
the in-person gift card member incentive for
completion of well-child visits for members
ages 3 to 6 years. The program is launching in
July 2020. The impact of the program on the
Well-Child Visits in the Third, Fourth, Fifth, and
Sixth Years of Life measure will be monitored.
If the program is determined to be successful,
it will be expanded to other measures and
clinics.

In addition to this targeted member incentive
program that is a part of our PIP intervention,
Blue Shield Promise also has the Healthy
Rewards Program for all other children ages 3
to 6 years of age. This program mails
members incentive information which they can
redeem upon completion of a well-child visit.
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Self-Reported Actions Taken by Blue
Shield Promise during the Period of July 1,
2019—-June 30, 2020, that Address the
External Quality Review Recommendations

2018-19 External Quality Review

Recommendations Directed to Blue
Shield Promise

Blue Shield Promise also conducted outreach
to all members who were identified as needing
a well-child visit in 2019, and the outreach has
continued into 2020. While our outreach efforts
have been impacted due to COVID-19, we are
still continuing to outreach to members to
educate them on the importance of well-child
visits and immunizations.

Assessmentof MCP’s Self-Reported Actions

HSAG reviewed Blue Shield Promise’s self-reported actions in Table 8.1 and determined that
Blue Shield Promise adequately addressed HSAG’s recommendations from the MCP’s July 1,
2018, through June 30, 2019, MCP-specific evaluation report. Blue Shield Promise described
in detail interventions the MCP conducted to improve its performance on the Asthma
Medication Ratio—Total and Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
measures to above the minimum performance levels. Interventions included member outreach,
incentives, and education.

2019-20 Recommendations

Based on the overall assessment of Blue Shield Promise’s delivery of quality, accessible, and
timely care through the activities described in previous sections of this report, HSAG
recommends the following to the MCP:

¢+ Monitor the adapted interventions to achieve optimal outcomes beyond the life of the 2017-
19 PIPs.

¢ Apply lessons learned from the 2017—-19 PIPs to facilitate improvement of the adapted
interventions and to strengthen future quality improvement efforts.

In the next annual review, the EQRO will evaluate continued successes of Blue Shield Promise
as well as the MCP’s progress with these recommendations.
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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPSs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, California Health & Wellness Plan (“CHW”
or “‘the MCP”). The purpose of this appendix is to provide MCP-specific results of each activity
and an assessment of the MCP’s strengths and opportunities for improvement with respect to
the quality and timeliness of, and access to health care services furnished to its members. In
this report, the term “beneficiary” refers to a person entitled to receive benefits under MCMC,
and the term “member” refers to a person enrolled in an MCMC plan. The review period for this
MCP-specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report
on activities that take place beyond the review period in CHW’s 2020-21 MCP-specific
evaluation report. This MCP-specific evaluation report references activities and methodologies
described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
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INTRODUCTION

the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

CHW is a full-scope MCP delivering services to its members under the Regional and Imperial
models. In all counties, beneficiaries may enroll in CHW or the other commercial plan.

CHW became operational to provide MCMC services effective November 1, 2013. Table 1.1
shows the counties in which CHW provides MCMC services, the other commercial plans for
each county, CHW’s enroliment for each county, the MCP’s total number of members, and the
percentage of beneficiaries in the county who were enrolled in CHW as of June 2020.1

Table 1.1—CHW Enroliment as of June 2020

Percentage of
CHW Enrollment Beneficiaries in

R as of June 2020 the County

Enrolled in CHW

Blue Cross of California
Partnership Plan, Inc., DBA

Alpine Anthem Blue Cross 71 33%
Partnership Plan (Anthem
Blue Cross)
Anth Blue C
Amador n. em BIUe LToSs 1,229 20%
Kaiser NorCal
Butte Anthem Blue Cross 39,449 64%
Calaveras Anthem Blue Cross 5,000 53%
Colusa Anthem Blue Cross 3,344 42%
El Dorado Anthem Blue Cross 17,525 61%
Kaiser NorCal
Glenn Anthem Blue Cross 7,609 75%
, Molina Healthcare of o
Imperial California Partner Plan, Inc. 62,228 81%
Inyo Anthem Blue Cross 1,837 46%

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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Percentage of
CHW Enroliment Beneficiaries in

Other Commercial Plan

as of June 2020 the County

Enrolled in CHW

Mariposa Anthem Blue Cross 830 20%
Mono Anthem Blue Cross 885 36%
Nevada Anthem Blue Cross 8,362 43%
Placer QZ:::?N?):E?OSS 9,507 21%
Plumas Anthem Blue Cross 2,568 49%
Sierra Anthem Blue Cross 230 40%
Sutter Anthem Blue Cross 10,852 34%
Tehama Anthem Blue Cross 12,211 58%
Tuolumne Anthem Blue Cross 4,999 49%
Yuba Anthem Blue Cross 9,516 37%

Total 198,252

Under the Regional model, DHCS allows CHW to combine data from multiple counties to make
up two single reporting units—Region 1 and Region 2. The counties within each of these
reporting units are as follows:

¢ Region 1— Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama counties

¢ Region 2— Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada, Placer,
Tuolumne, and Yuba counties

The Imperial model consists of one reporting unit with a single county, Imperial County.
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2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted
The following is a summary of the most recent reviews conducted for CHW.

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of CHW. A&l conducted the audits
from February 24, 2020, through March 3, 2020. During the audits, A&l examined CHW'’s
compliance with its DHCS contract and assessed implementation of the MCP’s prior year
corrective action plan (CAP), which DHCS closed on January 15, 2020. DHCS issued the final
closeout letter on November 20, 2020, which is outside the review period for this report;
however, HSAG includes the information from the letter because it reflects full resolution of the
findings from the audits.

Table 2.1—DHCS A&l Medical and State Supported Services Audits of CHW
Audit Review Period: December 1, 2018, through November 30, 2019

Category Evaluated ::er;g;;g Monitoring Status

Utilization Management No No findings.

Case Management and Coordination of Y CAP imposed and findings in
es . -

Care this category rectified.

Access and Availability of Care No No findings.

Member’s Rights No No findings.

Quality Management No No findings.

Administrative and Organizational No No findings.

Capacity

State Supported Services No No findings.
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Follow-Up on 2019 A&l Medical Audit of CHW

A&l conducted a Medical Audit of CHW in February 2019, covering the review period of
December 1, 2017, through November 30, 2018. HSAG provided a summary of the audit
results and status in CHW’s 2018—-19 MCP-specific evaluation report. At the time of the 2018—
19 MCP-specific evaluation report publication, CHW’s CAP was in progress and under review
by DHCS. A letter from DHCS dated January 15, 2020, stated that CHW provided DHCS with
additional information regarding the CAP, and that DHCS had reviewed the information and
closed the CAP. The letter indicated that DHCS would monitor the MCP’s full implementation
of the CAP during the subsequent audit.

Strengths—Compliance Reviews

In response to the CAP from the 2019 A&l Medical Audit, CHW submitted documentation to
DHCS regarding the MCP’s processes for the following:

¢ Monitoring the completion of a member’s initial health assessment (IHA) within the required
time frame.

Family planning prior authorizations.
Grievance resolutions.

IHA quality improvement.
Transportation quality improvement.

* & o o

CHW’s responses to the MCP’s CAP resulted in DHCS closing the 2019 A&l Medical Audit
CAP.

During the 2020 A&l Medical and State Supported Services Audits of CHW, A&l identified a
finding in only one category (Case Management and Coordination of Care). In response to the
CAP, CHW indicated that it updated its policies and procedures to ensure the MCP is in full
compliance with the Physician Certification Statement requirements. CHW’s response resulted
in DHCS closing the 2020 A&l Medical Audit CAP.

Opportunities for Improvement—Compliance Reviews

CHW has no outstanding findings from the 2019 or 2020 A&l Medical Audits; therefore, HSAG
has no recommendations forthe MCP in the area of compliance reviews.
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Appendix G: Performance Evaluation Report

California Health & Wellness Plan

July 1, 2019—-June 30, 2020

3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Appendix GG includes tables that display all MCP reporting units and hybrid measures for
those MCPs that chose to report rates using measurement year 2018 audited hybrid rates or
using measurement year 2019 administrative data only. Please refer to this appendix to see
the reporting units and measures CHW chose to report using one or both of these two options.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established
minimum performance levels, DHCS required MCPs to submit to DHCS improvement plans
(IPs). IPs generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets;
however, if an MCP was already conducting a performance improvement project (PIP) for a
measure with a rate below the minimum performance level, DHCS did not require the MCP to
also conduct IP PDSA cycles and submit PDSA Cycle Worksheets for the measure.
Additionally, when DHCS determined that a more systematic intervention was warranted,
DHCS approved the MCP to conduct a SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis as an alternative quality improvement activity. Note that the IP requirements
do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

¢ Additional technical assistance calls with DHCS Nurse Consultant staff.
In-person meetings with MCP and DHCS executive staff members.

5 Quality Compass® is a registered trademark of NCQA.
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Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of CHW, and the HEDIS 2020 Compliance Audit Final
Report of Findings for California Health & Wellness Plan contains the detailed findings and
recommendations from the audit.

The HSAG auditor determined that CHW followed the appropriate specifications to produce
valid rates; however, during primary source verification of a sample of randomly selected dual
eligibility exclusions, the auditor noted that several members only had dual eligible coverage
during part of the measurement year. The auditor indicated that to comply with NCQA'’s
General Guideline 15 in which exclusions are to be applied according to the continuous
enroliment requirements for each measure, CHW should implement dual eligibility calculations
in monthly enroliment spans.
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Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.10 for CHW’s performance measure results for reporting year 2020.

Note the following regarding Table 3.1 through Table 3.10:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting
year. The EQRO will display performance measure rate comparisons in the 2020-21 MCP-

specific evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation
reports.

¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain
Results—Children’s Health Domain

Table 3.1 through Table 3.3 present the reporting year 2020 performance measure rates within
the Children’s Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
CHW—Imperial County

Reporting Year

LR 2020 Rate
Adolescent Well-Care Visits 48.18%
Childhood Immunization Status—Combination 10 30.41%
Children and Adolescents' Access to Primary Care Practitioners— 96.96%
Ages 12-24 Months A
Children and Adolescents' Access to Primary Care Practitioners— 89.249
Ages 25 Months—6 Years e

Children and Adolescents' Access to Primary Care Practitioners—
Ages 7-11 Years

87.39%
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Reporting Year

Measure 2020 Rate

Children and Adolescents' Access to Primary Care Practitioners—

0,
Ages 12-19 Years 83.97%
Developmental Screening in the First Three Years of Life—Total 25.02%
Immunizations for Adolescents—Combination 2 37.23%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 88.32%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 56.93%
Six or More Well-Child Visits o070

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 77.70%

Table 3.2—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
CHW—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama Counties)

Reporting Year

R 2020 Rate
Adolescent Well-Care Visits 48.18%
Childhood Immunization Status—Combination 10 29.93%

Children and Adolescents' Access to Primary Care Practitioners—
Ages 12—-24 Months

Children and Adolescents' Access to Primary Care Practitioners— 87.67%
Ages 25 Months—6 Years e

Children and Adolescents' Access to Primary Care Practitioners—

94.34%

o)
Ages 7-11 Years 88.15%
Children and Adolescents' Access to Primary Care Practitioners— o
86.25%
Ages 12-19 Years
Developmental Screening in the First Three Years of Life—Total 30.14%
Immunizations for Adolescents—Combination 2 30.66%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 70.80%
BMI Percentile Documentation— Total
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Reporting Year

Measure 2020 Rate
Well-Child Visits in the First 15 Months of Life— 46.729%
Six or More Well-Child Visits et
Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 74.74%

Table 3.3—Children’s Health Domain

Reporting Year 2020 Performance Measure Results

CHW—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada,
Placer, Tuolumne, and Yuba Counties)

Reporting Year

Measure 2020 Rate
Adolescent Well-Care Visits 46.23%
Childhood Immunization Status—Combination 10 24.33%
Children and Adolescents' Access to Primary Care Practitioners— 90 70%
Ages 12-24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 81.58%
Ages 25 Months—6 Years o

Children and Adolescents' Access to Primary Care Practitioners—

Ages 7-11 Years 81.66%
Children and Adolescents' Access to Primary Care Practitioners— 81.08%
Ages 12-19 Years

Developmental Screening in the First Three Years of Life—Total 17.96%
Immunizations for Adolescents—Combination 2 28.71%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 75.67%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 58.15%
Six or More Well-Child Visits e

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 64.57%

Assessment of Corrective Action Plan—Children’s Health Domain

In April 2020, to allow MCPs to focus efforts on the COVID-19 response, DHCS waived
requirements for remaining IP and CAP submissions related to reporting year 2019
performance measure results. Following is a summary of the quality improvement activities
that CHW conducted as part of its CAP prior to April 2020.
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Following DHCS’ assessment of CHW'’s reporting year 2018 performance measure results,
DHCS placed CHW under an MCP-wide CAP. Based on reporting year 2019 performance
measure results, the following measures within the Children’s Health domain were included in
CHW’s CAP:

¢ Childhood Immunization Status—Combination 3 in regions 1 and 2

= Note that DHCS required MCPs to report rates for the Childhood Immunization Status—
Combination 10 measure in reporting year 2020 in place of the Childhood Immunization
Status—Combination 3 measure; therefore, CHW’s CAP quality improvement activities
focused on the Childhood Immunization Status—Combination 10 measure.

¢ Immunizations for Adolescents—Combination 2in Region 1
¢ Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life in regions 1 and 2

DHCS did not hold MCPs accountable to meet the minimum performance level for any
measure in reporting year 2020; therefore, HSAG makes no assessment of CHW'’s
performance related to measures within the Children’s Health domain for which the MCP
conducted PDSA cycles or a PIP.

Childhood and Adolescent Immunizations

DHCS approved CHW to conduct one set of PDSA cycles to address the MCP’s performance
below the minimum performance levels for the Childhood Immunization Status—Combination
10 measure in regions 1 and 2 and the Immunizations for Adolescents—Combination 2
measure in Region 1. CHW planned to conduct telephonic outreach to parents/caregivers of
members who were not compliant with receiving all required immunizations for both the
Childhood Immunization Status—Combination 10 and Immunizations for Adolescents—
Combination 2 measures to remind them of their child’s/adolescent’'s missed appointment.
Additionally, CHW planned to conduct the outreach using a three-way calling approach to
allow for scheduling the immunization appointments during the calls. CHW planned to target
households in Region 1 with more than one member eligible for an immunization visit to
increase the potential of improving the measure rates. Due to multiple providers discontinuing
their participation in this intervention and the need to prioritize efforts to respond to COVID-19,
the MCP placed the intervention on hold.

Well-Child Visits

DHCS approved for CHW to conduct a PIP to address the rates for the Well-Child Visits in the
Third, Fourth, Fifth, and Sixth Years of Life measure being below the minimum performance
level in regions 1 and 2 in reporting year 2019. Because DHCS approved the MCP to conduct
a PIP, DHCS did not require the MCP to conduct additional quality improvement activities
related to this measure. HSAG includes a summary of CHW’s progress on the Well-Child Visits
in the Third, Fourth, Fifth, and Sixth Years of Life PIP in Section 4 of this report (“Performance
Improvement Projects”).
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Women’s Health Domain
Results—Women’s Health Domain

Table 3.4 through Table 3.6 present the reporting year 2020 performance measure rates within
the Women’s Health domain.

Table 3.4—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
CHW—Imperial County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 65.84%
Cervical Cancer Screening 69.83%
Chlamydia Screening in Women—Ages 16-20 Years 44.13%
Chlamydia Screening in Women—Ages 21-24 Years 67.90%
Chlamydia Screening in Women—Total 55.76%
Contraceptive Care—All Women—Most or Moderately Effective 15.84%
Contraception—Ages 15-20 Years o
Contraceptive Care—All Women—Most or Moderately Effective 28.17%
Contraception—Ages 21-44 Years e
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.51%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.63%
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 12 .80%
Effective Contraception—3 Days—Ages 21-44 Years OV
Contraceptive Care—Postpartum Women—Most or Moderately 37 88%
Effective Contraception—60 Days—Ages 15-20 Years o070
Contraceptive Care—Postpartum Women—Most or Moderately 42 519
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 15-20 Years e

California Health & Wellness Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page G-13

California Department of Health Care Services Health Services Advisory Group, Inc.



MANAGED CARE HEALTH PLAN PERFORMANCE MEASURES

Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— s
Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 5 68%
Ages 21-44 Years e
Prenatal and Postpartum Care—Postpartum Care 76.16%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 91.97%

Table 3.5—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
CHW—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 53.51%
Cervical Cancer Screening 52.57%
Chlamydia Screening in Women—Ages 16-20 Years 49.59%
Chlamydia Screening in Women—Ages 21-24 Years 60.07%
Chlamydia Screening in Women—Total 54.78%
Contraceptive Care—All Women—Most or Moderately Effective 25 09%
Contraception—Ages 15-20 Years R
Contraceptive Care—All Women—Most or Moderately Effective 28.00%
Contraception—Ages 21-44 Years Yo
Contraceptive Care—All Women—LARC—Ages 15-20 Years 3.30%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.38%
Contraceptive Care—Postpartum Women—Most or Moderately s
Effective Contraception—3 Days—Ages 15-20 Years

Contraceptive Care—Postpartum Women—Most or Moderately 10.85%

Effective Contraception—3 Days—Ages 21-44 Years

California Health & Wellness Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page G-14
California Department of Health Care Services Health Services Advisory Group, Inc.



MANAGED CARE HEALTH PLAN PERFORMANCE MEASURES

Reporting Year

Measure 2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately

0,
Effective Contraception—60 Days—Ages 15-20 Years 56.52%
Contraceptive Care—Postpartum Women—Most or Moderately 42 389
Effective Contraception—60 Days—Ages 21-44 Years oo
Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%
Ages 15-20 Years SR
Contraceptive Care—Postpartum Women—LARC—3 Days— s
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days— 19 57%
Ages 15-20 Years v

Contraceptive Care—Postpartum Women—LARC—60 Days—

0,
Ages 21-44 Years 9.35%
Prenatal and Postpartum Care—Postpartum Care 79.32%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 91.24%

Table 3.6—Women’s Health Domain

Reporting Year 2020 Performance Measure Results

CHW—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada,
Placer, Tuolumne, and Yuba Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Breast Cancer Screening—Total 50.34%
Cervical Cancer Screening 61.07%
Chlamydia Screening in Women—Ages 16-20 Years 38.40%
Chlamydia Screening in Women—Ages 21-24 Years 57.89%
Chlamydia Screening in Women—Total 46.79%

Contraceptive Care—All Women—NMost or Moderately Effective

0,
Contraception—Ages 15-20 Years 28.90%

Contraceptive Care—All Women—Most or Moderately Effective

o
Contraception—Ages 21-44 Years 25.10%
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Reporting Year

LR 2020 Rate
Contraceptive Care—All Women—LARC—Ages 15-20 Years 3.36%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.63%
Contraceptive Care—Postpartum Women—Most or Moderately 0.00%
Effective Contraception—3 Days—Ages 15-20 Years R
Contraceptive Care—Postpartum Women—Most or Moderately 9.42%
Effective Contraception—3 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—Most or Moderately 42 86%
Effective Contraception—60 Days—Ages 15-20 Years O
Contraceptive Care—Postpartum Women—Most or Moderately 40.65%
Effective Contraception—60 Days—Ages 21-44 Years R
Contraceptive Care—Postpartum Women—LARC—3 Days— 0.00%

Ages 15-20 Years

Contraceptive Care—Postpartum Women—LARC—3 Days— S
Ages 21-44 Years

Contraceptive Care—Postpartum Women—LARC—60 Days—

Ages 15-20 Years S
Contraceptive Care—Postpartum Women—LARC—60 Days— 11.81%
Ages 21-44 Years

Prenatal and Postpartum Care—Postpartum Care 78.35%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 90.75%

Assessment of Corrective Action Plan—Women’s Health Domain

As previously stated, in April 2020, DHCS waived requirements for remaining IP and CAP
submissions related to reporting year 2019 performance measure results. Following is a
summary of the quality improvement activities that CHW conducted as part of its CAP prior to
April 2020.

Based on reporting year 2019 performance measure results, the Breast Cancer Screening—
Total measure was included in CHW’s CAP. DHCS approved CHW to conduct PDSA cycles to
address the MCP’s performance below the minimum performance level for this measure in
regions 1 and 2.

CHW tested whether holding mobile mammography events in a central location for members
who were due for mammograms and had been assigned to one of three selected provider
partners in Region 2 would improve the MCP’s performance for the Breast Cancer
Screening—Total measure. CHW noted that while it was unable to contact 45 percent of
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targeted members due to having incorrect or incomplete contact information or encountering
busy signals or non-working numbers, members who were contacted and had attended a
breast cancer screening appointment were motivated to complete a mammogram because
CHW offered an incentive to do so. Additionally, the CHW provider relations and health
educator staff members reported that members reached by phone were receptive to the health
education provided and the appointment scheduling assistance.

DHCS did not hold MCPs accountable to meet the minimum performance level for the Breast
Cancer Screening—Total measure in reporting year 2020; therefore, HSAG makes no
assessment of CHW’s performance related to this measure.

Behavioral Health Domain

Table 3.7 through Table 3.9 present the reporting year 2020 performance measure rates within
the Behavioral Health domain.

Table 3.7—Behavioral Health Domain

Reporting Year 2020 Performance Measure Results
CHW—Imperial County

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

LG 2020 Rate

Antidepressant Medication Management—

o)
Effective Acute Phase Treatment—Total 53.49%
Antidepressant Medication Management— 36.14%
Effective Continuation Phase Treatment—Total S
Follow-Up Care for Children Prescribed ADHD Medication— o
e 28.33%
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— S

Continuation and Maintenance Phase

Screening for Depression and Follow-Up Plan— 2 509
Ages 12-17 Years R

Screening for Depression and Follow-Up Plan—
Ages 18-64 Years

Screening for Depression and Follow-Up Plan—
Ages 65+ Years

0.57%

0.00%
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Table 3.8—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
CHW—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate

Antidepressant Medication Management— 52 219
Effective Acute Phase Treatment—Total e
Antidepressant Medication Management— 35.31%
Effective Continuation Phase Treatment—Total e
Follow-Up Care for Children Prescribed ADHD Medication— o

e 54.73%
Initiation Phase
Follow-Up Care for Children Prescribed ADHD Medication— o

. . . 66.00%

Continuation and Maintenance Phase
Screening for Depression and Follow-Up Plan— 3
Ages 12-17 Years
Screening for Depression and Follow-Up Plan— 0.329
Ages 18-64 Years e
Screening for Depression and Follow-Up Plan— 0.00%
Ages 65+ Years e

Table 3.9—Behavioral Health Domain

Reporting Year 2020 Performance Measure Results

CHW—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada,
Placer, Tuolumne, and Yuba Counties)

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure

2020 Rate
Antidepressant Medication Management— 57 549
Effective Acute Phase Treatment—Total e
Antidepressant Medication Management— 44.02%
Effective Continuation Phase Treatment—Total e
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Reporting Year

Measure 2020 Rate

Follow-Up Care for Children Prescribed ADHD Medication—

Initiation Phase 39.86%
Follow-Up Care for Children Prescribed ADHD Medication— 48.48%
Continuation and Maintenance Phase e
Screening for Depression and Follow-Up Plan— s

Ages 12-17 Years

Screening for Depression and Follow-Up Plan— 0.06%
Ages 18-64 Years R

Screening for Depression and Follow-Up Plan—
Ages 65+ Years

0.00%

Acute and Chronic Disease Management Domain
Results—Acute and Chronic Disease Management Domain

Table 3.10 through Table 3.12 present the reporting year 2020 performance measure rates
within the Acute and Chronic Disease Management domain.

Table 3.10—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
CHW—Imperial County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 93.19%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 51.26
Asthma Medication Ratio—Total 69.17%
Comprehensive Diabetes Care—HbA1c Poor Control 32 84%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing— Total 89.88%
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Reporting Year

Measure 2020 Rate
Concurrent Use of Opioids and Benzodiazepines— 7 66%
Ages 18-64 Years™*

Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** NA
Controlling High Blood Pressure—Total 73.24%
HIV Viral Load Suppression—Ages 18-64 Years 0.00%
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 9.04%
Plan All-Cause Readmissions—Expected Readmissions—Total 9.21%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.98
Use of Opioids at High Dosage in Persons Without Cancer— 230%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer— NA
Ages 65+ Years™*

Table 3.11—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results

CHW—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama Counties)

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

oz 2020 Rate
Adult BMI Assessment—Total 91.97%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 48.12
Asthma Medication Ratio—Total 60.94%

Comprehensive Diabetes Care—HbA1c Poor Control

(o)
(>9.0 Percent)—Total** 37.32%
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Reporting Year

Measure 2020 Rate
Comprehensive Diabetes Care—HbA1c Testing—Total 86.10%
Concurrent Use of Opioids and Benzodiazepines— 12,799
Ages 18-64 Years** HIe
Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** S
Controlling High Blood Pressure—Total 62.04%
HIV Viral Load Suppression—Ages 18-64 Years S
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 8.62%
Plan All-Cause Readmissions—Expected Readmissions—Total 10.28%
Plan All-Cause Readmissions—O/E Ratio— Total** 0.84
Use of Opioids at High Dosage in Persons Without Cancer— 3359
Ages 18-64 Years** e e
Use of Opioids at High Dosage in Persons Without Cancer—

o NA
Ages 65+ Years

Table 3.12—Acute and Chronic Disease Management Domain

Reporting Year 2020 Performance Measure Results

CHW—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada,
Placer, Tuolumne, and Yuba Counties)

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

ol 2020 Rate
Adult BMI Assessment—Total 91.00%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 54.70
Asthma Medication Ratio—Total 58.42%
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Reporting Year

Measure 2020 Rate

Comprehensive Diabetes Care—HbA1c Poor Control 36.98%
(>9.0 Percent)—Total** IR
Comprehensive Diabetes Care—HbA1c Testing—Total 84.43%
Concurrent Use of Opioids and Benzodiazepines— 16.67%
Ages 18-64 Years** R
Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™* NA
Controlling High Blood Pressure—Total 61.56%
HIV Viral Load Suppression—Ages 18-64 Years S
HIV Viral Load Suppression—Ages 65+ Years NA
Plan All-Cause Readmissions—Observed Readmissions—Total** 9.30%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.84%
Plan All-Cause Readmissions—O/E Ratio— Total** 0.94
Use of Opioids at High Dosage in Persons Without Cancer— 8.55%
Ages 18-64 Years** oo
Use of Opioids at High Dosage in Persons Without Cancer—

o NA
Ages 65+ Years

Assessment of Corrective Action Plan—Acute and Chronic Disease Management
Domain

As previously stated, in April 2020, DHCS waived requirements for remaining IP and CAP
submissions related to reporting year 2019 performance measure results. Following is a
summary of the quality improvement activities that CHW conducted as part of its CAP prior to
April 2020.

Based on reporting year 2019 performance measure results in Region 2, the following two
measures within the Acute and Chronic Disease Management domain were included in CHW’s
CAP:

¢ Asthma Medication Ratio—Total
¢ Comprehensive Diabetes Care—HbA1c Testing—Total

DHCS did not hold MCPs accountable to meet the minimum performance level for any
measure in reporting year 2020; therefore, HSAG makes no assessment of CHW'’s
performance related to measures within the Acute and Chronic Disease Management domain
for which the MCP conducted PDSA cycles.
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Asthma Medication Ratio—Total

DHCS approved CHW to conduct PDSA cycles to address the MCP’s performance below the
minimum performance level for the Asthma Medication Ratio—Total measure in Region 2.

CHW planned to conduct a text messaging campaign to address members’ lack of knowledge
about the importance of asthma controller medications. Through texting, the MCP intended to
ask members if they had enough asthma controller medications for the next 30 days and, if
needed, refer members to CHW’s member services department for assistance with refilling
their prescriptions or contacting their providers to obtain new prescriptions. Due to delays in
receiving approval from DHCS to use the identified vendor and text messages, and the need to
prioritize efforts to respond to COVID-19, the MCP placed the intervention on hold.

Comprehensive Diabetes Care—HbA1c Testing—Total

DHCS approved CHW to conduct PDSA cycles to address the MCP’s performance below the
minimum performance level for the Comprehensive Diabetes Care—HbA1c Testing—Total
measure in Region 2.

CHW tested whether having a clinic partner’s staff members use a provider profile to monitor
outreach efforts and schedule targeted members to complete HbA1c testing would result in the
Comprehensive Diabetes Care—HbA1c Testing—Total measure rate improving. CHW
reported that it found members were receptive to the education and to completing HbA1c
testing. The MCP indicated that it planned to continue conducting ongoing education and
refresher courses for staff members.

Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, CHW will be required to conduct PDSA cycles on one MCAS measure
that focuses on preventive care, chronic disease management, or behavioral health and has
been impacted by COVID-19, as well as to develop and submit a COVID-19 QIP that briefly
describes the MCP’s strategies or interventions to increase the provision of preventive services,
chronic disease care, and/or behavioral health services for members amidst COVID-19.

Note that in September 2020, DHCS notified CHW that DHCS was closing the MCP’s CAP,
which was based on DHCS'’ previous performance measure set (External Accountability Set).
To ensure continued monitoring of CHW’s performance, DHCS will require CHW to meet
quarterly via telephone with the MCP’s assigned DHCS nurse consultant. While DHCS notified
CHW of the CAP closure outside the review period for the MCP-specific evaluation report,
HSAG includes the information because it was available prior to this report being finalized.
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Seniors and Persons with Disabilities Results and Findings

Seniors and Persons with Disabilities—Performance Measure Results

Table 3.13 through Table 3.15 present the reporting year 2020 seniors and persons with
disabilities (SPD) and non-SPD rates, a comparison of the SPD and non-SPD rates, and the
total combined rate for each measure. Reporting year 2020 rates reflect measurement year
data from January 1, 2019, through December 31, 2019.

Table 3.13—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
CHW—Imperial County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

. Reportin
Reporting yeb>) 00

SPD/Non- Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate

Ambulatory Care—ED Visits per

1,000 Member Months—Total® 96.12 49.13 Not Tested 51.26
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Reporting _
Year 2020  SPD/Non-  Reporting

Non-SPD SPD Rate Year 2020

SPD Rate Difference Total Rate
Rate

Reporting
Measure Year 2020

Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 96.93% Comparabl 96.96%
Ages 12-24 Months omparable

Children and Adolescents’ Access to

Primary Care Practitioners— 93.67% 89.13% 4.54 89.24%

Ages 25 Months—6 Years

Children and Adolescents’ Access to

Primary Care Practitioners— 92.80% 87.17% 5.63 87.39%
Ages 7-11 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 89.17% 83.83% 5.34 83.97%
Ages 12-19 Years

?gglﬂll-Cause Readmissions— 11.11% 8.44% 267 9.04%

Table 3.14—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
CHW—Region 1 (Butte, Colusa, Glenn, Plumas, Sierra, Sutter, and Tehama Counties)

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.
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Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting 5:2: ;t(l)gg SPD/Non- Reporting
Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Difference Total Rate
Rate
Ambulatory Care—ED Visits per
1,000 Member Months— Total* 80.58 45.02 Not Tested 48.12
Children and Adolescents’ Access to Not
Primary Care Practitioners— NA 94.31% 94.34%
Ages 12-24 Months Comparable
Children and Adolescents’ Access to
Primary Care Practitioners— 88.59% 87.65% 0.94 87.67%
Ages 25 Months—6 Years
Children and Adolescents’ Access to
Primary Care Practitioners— 94.91% 87.93% 6.98 88.15%
Ages 7-11 Years
Children and Adolescents’ Access to
Primary Care Practitioners— 86.60% 86.24% 0.36 86.25%
Ages 12-19 Years
?ﬁgléll-Cause Readmissions— 10.13% 7 67% 8.62%

Table 3.15—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
CHW—Region 2 (Alpine, Amador, Calaveras, El Dorado, Inyo, Mariposa, Mono, Nevada,
Placer, Tuolumne, and Yuba Counties)

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high

or low rate does not necessarily indicate better or worse performance. Additionally, member

months are a member’s

contribution” to the total yearly membership.
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** A lower rate indicates better performance for this measure.

NA = The MCP followed the specifications, but the denominator was too small (less than 30)
to report a valid rate.

Not Comparable = An SPD/non-SPD rate difference cannot be made because data are not
available for both populations.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting
Year 2020
Non-SPD

Rate

Reporting

SPD/Non- Reporting
SPD Rate Year 2020

Difference Total Rate

Measure Year 2020
SPD Rate

Ambulatory Care—ED Visits per

1,000 Member Months— Total® 94.76 51.58 Not Tested 54.70
Children and Adolescents’ Access to Not

Primary Care Practitioners— NA 90.65% Comparable 90.70%
Ages 12-24 Months P

Children and Adolescents’ Access to

Primary Care Practitioners— 85.92% 81.52% 4.40 81.58%

Ages 25 Months—6 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 75.41% 81.83% -6.42 81.66%
Ages 7-11 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 78.92% 81.14% -2.22 81.08%
Ages 12-19 Years

?ﬁglﬁﬂ-Cause Readmissions— 12.30% 7 97% 9.30%

Seniors and Persons with Disabilities—Performance Measure Findings

For measures for which HSAG could make a comparison between the reporting year 2020
SPD rates and reporting year 2020 non-SPD rates, HSAG observed the following notable
results for measures that CHW stratified by the SPD and non-SPD populations:

¢ The reporting year 2020 SPD rates were significantly better than the reporting year 2020
non-SPD rates for the following measures:

m  Children and Adolescents’ Access to Primary Care Practitioners—Ages 7-11 Years in
Imperial County and Region 1

m Children and Adolescents’ Access to Primary Care Practitioners—Ages 12—19 Years in
Imperial County

California Health & Wellness Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page G-27
California Department of Health Care Services Health Services Advisory Group, Inc.



MANAGED CARE HEALTH PLAN PERFORMANCE MEASURES

¢ Inreporting year 2020, the SPD population had a significantly higher hospital readmissions
rate than the non-SPD population in regions 1 and 2. Note that the higher rates of hospital
readmissions for the SPD population are expected based on the greater and often more
complicated health care needs of these beneficiaries.

Strengths—Performance Measures

The HSAG auditor determined that CHW followed the appropriate specifications to produce
valid rates.

Opportunities for Improvement—Performance Measures

CHW has the opportunity to update the MCP’s enroliment determinations to monthly spans
and implement dual eligibility calculations to ensure that dual eligible members are being
appropriately included and excluded using each measure’s continuous enrollment criteria.

Based on DHCS not holding MCPs accountable to meet the minimum performance level for
any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

2017-19 Performance Improvement Projects

While MCPs, PSPs, and the SHP concluded their 2017-19 PIPs through the SMART (Specific,
Measurable, Achievable, Relevant, and Time-bound) Aim end date of June 30, 2019, MCPs,
PSPs, and the SHP submitted final modules for HSAG to validate during the review period for
this report. HSAG assessed the validity and reliability of the results based on CMS’ validation
protocols to determine whether key stakeholders can have confidence in the reported PIP
findings. HSAG assigned the following final confidence levels for each PIP:

¢ High confidence—the PIP was methodologically sound and achieved the SMART Aim goal,
the demonstrated improvement was clearly linked to the quality improvement processes
conducted and intervention(s) tested; and the MCP, PSP, or SHP accurately summarized
the key findings.

¢ Confidence—the PIP was methodologically sound and achieved the SMART Aim goal, and
the MCP, PSP, or SHP accurately summarized the key findings. However, some, but not

all, of the quality improvement processes conducted and/or intervention(s) tested were
clearly linked to the demonstrated improvement.

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

¢ Reported PIP results were not credible (referred to in this report as “not credible”)—the PIP
methodology was not executed as approved.

2019-21 Performance Improvement Projects

Based on HSAG’s annual review of the rapid-cycle PIP process, HSAG released the Rapid-
Cycle PIP Version 5 in September 2019. While HSAG’s rapid-cycle PIP process still requires
extensive up-front preparation to allow for a structured, scientific approach to quality
improvement, the updated version more efficiently guides MCMC plans through the process to
provide more time for them to test interventions.
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The following provides an overview of the Rapid-Cycle PIP Version 5 modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:
o Topic rationale.
o Narrowed focus description.
o SMART Aim measure baseline data collection specifications and methodology.
o SMART Aim statement.
o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
s  MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
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needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.

Performance Improvement Project Results and Findings

During the review period, CHW submitted final modules forits 2017-19 Disparity and DHCS-
priority PIPs. HSAG provided final validation findings and encouraged the MCP to incorporate
the experiences and lessons learned from the PIPs into future quality improvement efforts.
HSAG includes the final PIP validation findings in this report.

Additionally, CHW initiated the 2019-21 Health Equity and Child and Adolescent Health PIPs.
While the original SMART Aim end date for the 2019-21 PIPs was June 30, 2021, due to
challenges MCMC plans experienced in conducting PIP activities during the COVID-19 public
health crisis, DHCS elected to end the 2019-21 PIPs effective June 30, 2020. In this report,
HSAG includes summaries of the MCP’s module submissions for the 2019-21 PIPs as well as
validation findings from the review period.

2017-19 Disparity Performance ImprovementProject

DHCS required MCPs to conduct a PIP focusing on an identified health disparity based on, but
not limited to, age, gender, race or ethnicity, language spoken, income, educational
attainment, sexual orientation or gender identity, occupation, provider, or geographic area.
Using its own MCP-specific data, CHW identified controlling high blood pressure among
Hispanic members as its 2017-19 Disparity PIP topic by demonstrating a statistically
significant rate difference between two subgroups, with the disparate subgroup having the
lower rate.

Table 4.1 provides the SMART Aim measure results reported by the MCP forits Controlling
High Blood Pressure Disparity PIP.

Table 4.1—CHW Controlling High Blood Pressure Disparity PIP SMART Aim Measure
Results

SMART SMART

SMART Aim Measure Baselin®  Aim Goal  Aim Goal

Rate Achieved
Rate of controlled blood pressure among Hispanic Not
members diagnosed with hypertension at Health 69.8% 91.0% Determined

Center A located in Region 26

6 Health center name removed for confidentiality.
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Table 4.2 presents a description of the intervention that CHW tested for its Controlling High
Blood Pressure Disparity PIP. The table also indicates the key drivers and failure modes that
the intervention addressed and whether the MCP decided, based on intervention testing
results, to adopt, adapt, abandon, or continue testing the intervention.

Table 4.2—CHW Controlling High Blood Pressure Disparity PIP Intervention Testing
Results

Adopt,
Adapt,
Abandon,
or Continue
Testing

Key Drivers and Failure Modes

Intervention Addressed

¢ Members have a difficult time

. . accessing appointments due to
Provide health center partner with long wait times which can impact

trackable reports that identify their work schedules
members who are non-compliant for
the Controlling High Blood Pressure
measure

¢ Members are overwhelmed by the Adopt

initial hypertension diagnosis

¢ Members do not keep
appointments

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for CHW’s
Controlling High Blood Pressure Disparity PIP. In the modules that it tested, CHW documented
providing its health center partner monthly reports that identify members who are non-
compliant for the Controlling High Blood Pressure measure. The MCP made the reports in a
trackable format to facilitate data collection. The health center partner outreached to members
to schedule their appointments and used the reports to track whether the members attended
the scheduled appointment. CHW indicated testing the intervention from April 2019 through
June 2019.The MCP reported that the health center partner outreached to 187 members who
were non-compliant for the Controlling High Blood Pressure measure and that 114 of those
members attended their scheduled appointments. The MCP decided to adopt the intervention.
Based on PIP documentation, HSAG was unable to determine whether the MCP met the
SMART Aim goal because the intervention and the SMART Aim measure data did not reflect a
focus on the disparate Hispanic members.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned CHW’s
Controlling High Blood Pressure Disparity PIP a final confidence level of Not Credible.
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2017-19 DHCS-Priority Performance Improvement Project

DHCS required MCPs to conduct a PIP related to one of DHCS’ Quality Strategy focus areas:
Childhood Immunization Status—Combination 3, Controlling High Blood Pressure,
Comprehensive Diabetes Care, or Prenatal and Postpartum Care—Postpartum Care. Based
on CHW’s reporting year 2017 performance measure results, the MCP selected childhood
immunizations as its 2017-19 DHCS-priority PIP topic.

Table 4.3 provides the SMART Aim measure results as reported by the MCP forits Childhood
Immunization Status—Combination 3 PIP.

Table 4.3—CHW Childhood Immunization Status—Combination 3 PIP SMART Aim
Measure Results

SMART SMART
Aim Goal Aim Goal

Baseline

SMART Aim Measure Rate

Rate Achieved

Rate for Childhood Immunization Status—

0, 0
Combination 3 measure for Clinic A7 42.71% 58.00% No

Table 4.4 presents a description of the intervention that CHW tested for its Childhood
Immunization Status—Combination 3 PIP. The table also indicates the failure modes that the
intervention addressed and whether the MCP decided, based on intervention testing results, to
adopt, adapt, abandon, or continue testing the intervention.

Table 4.4—CHW Childhood Immunization Status—Combination 3 PIP Intervention
Testing Results

Adopt,
Adapt,

Intervention Failure Modes Addressed Abandon,
or Continue

Testing

¢ Member engagement

¢ Parents do not prioritize the Abandon
recommended timing for members’
vaccinations

Provide $50 gift card incentive to
eligible members at Clinic A for timely
completion of the immunization series

7 Clinic name removed for confidentiality.
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Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for CHW’s Childhood
Immunization Status—Combination 3 PIP. CHW documented in the modules that it tested
offering an incentive to members for completing their immunization series. The MCP
completed two outreach cycles in April 2019 and May 2019; however, none of the outreached
members were able to complete the immunization series by the end of this PIP, and CHW
decided to abandon the intervention. Prior to testing the member incentive intervention, CHW
planned to test implementing a monthly immunization clinic. The MCP began its efforts in July
2018 but was unable to hold the immunization clinic for several months due to not having
enough members sign up for the clinic. With numerous delays in initiating the intervention as
well as the provider partner site’s resource shortages, CHW was unable to test the
immunization clinic intervention. Despite CHW'’s efforts, the MCP did not achieve the SMART
Aim goal.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned CHW'’s
Childhood Immunization Status—Combination 3 PIP a final confidence level of Low
Confidence.

2019-21 Health Equity Performance ImprovementProject

During the review period, DHCS required MCPs to conduct a PIP focusing on an identified
health disparity. While DHCS did not require the identified health disparity to be related to the
reporting year 2020 MCAS, DHCS strongly encouraged MCPs to select a health disparity
related to an MCAS measure for which they are not performing well. Additionally, DHCS
encouraged MCPs to continue with their 2017—-19 Disparity PIP topic if the data showed that
the health disparity still exists.

Using its own MCP-specific data, CHW identified cervical cancer screening in Region 2 as its
2019-21 Health Equity PIP topic by demonstrating a statistically significant rate difference
between two subgroups, with the disparate subgroup having the lower rate.

During the review period of this report, HSAG validated modules 1 and 2 for the MCP’s
Cervical Cancer Screening Health Equity PIP. Upon initial review of the modules, HSAG
determined that CHW met some required validation criteria; however, HSAG identified
opportunities for improvement related to:

¢ Including all required components of the SMART Aim data collection methodology.
¢ Including all required components of the SMART Aim run chart.

¢ Labeling clearly the identified gaps or opportunities for improvement in the process map
steps.

¢ Aligning the steps documented in the Failure Modes and Effects Analysis Table with the
steps in the process map that were identified as gaps or opportunities for improvement.

¢ Linking logically the failure modes, failure causes, and failure effectsto the steps in the
Failure Modes and Effects Analysis Table.
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After receiving technical assistance from HSAG, CHW incorporated HSAG’s feedback into
modules 1 and 2. Upon final review, HSAG determined that the MCP met all validation criteria
for modules 1 and 2. CHW was in the process of working on its Module 3 submission when
DHCS determined to end the 2019-21 PIPs.

2019-21 Child and Adolescent Health Performance Improvement Project

DHCS required MCPs to conduct a PIP for an area in need of improvement related to child and
adolescent health. Based on MCP-specific data, CHW selected well-child visits among
members ages 3 to 6 years as its 2019-21 Child and Adolescent Health PIP topic.

During the review period for this report, HSAG validated modules 1 and 2 for the MCP’s Well-
Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life PIP. Upon initial review of the
modules, HSAG determined that CHW met some required validation criteria; however, HSAG
identified opportunities for improvement related to:

¢ Including all required components of the SMART Aim data collection methodology.
Including all required components of the SMART Aim run chart.
Linking logically the failure modes, failure causes, and failure effects to the steps in the
Failure Modes and Effects Analysis Table.

¢ Prioritizing the listed failure modes and ranking them from highest to lowest in the Failure
Mode Priority Ranking Table.

¢ Ensuring that the drivers and interventions in the key driver diagram are clearly stated,
logically linked to the SMART Aim, and have the potential for impacting the SMART Aim
goal.

After receiving technical assistance from HSAG, CHW incorporated HSAG’s feedback into
modules 1 and 2. Upon final review, HSAG determined that the MCP met all validation criteria
for modules 1 and 2. CHW was in the process of working on its Module 3 submission when
DHCS determined to end the 2019-21 PIPs.

Strengths—Performance Improvement Projects

Upon completion of the 2017-19 PIPs, CHW identified an intervention that it can adopt to
improve blood pressure control among its members living with hypertension.

Opportunities for Improvement—Performance Improvement
Projects

CHW has the opportunity to monitor the adopted intervention to achieve optimal outcomes
beyond the life of the 2017-19 Controlling High Blood Pressure Disparity PIP. The MCP should
apply lessons learned from the 2017-19 PIPs to strengthen future quality improvement efforts.
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5. Validation of Network Adequac

Timely Access Focused Study

DHCS requires MCPs to ensure that their participating providers offer appointments that meet
the wait time standards described in Table 5.1. During the review period, HSAG conducted the
Timely Access Focused Study to evaluate the extent to which MCPs are meeting the wait time
standards listed in Table 5.1.

Table 5.1—California Department of Health Care Services Timely Access Standards

Wait Time Standard
Appointment Type

Non-Urgent Appointments Urgent Appointments

Primary care appointment

(adult and pediatric) 10 business days 48 hours

Specialist appointment

(adult and pediatric) 15 business days 96 hours

Appointment with a mental
health care provider who is not a | 10 business days 96 hours
physician (adult and pediatric)

First prenatal visits 10 business days Not Applicable

Appointment with ancillary

providers 15 business days Not Applicable

HSAG also evaluated the following:

¢+ The extent to which providers are aware of interpretation service requirements.

¢ The extent to which the MCPs’ call centers are meeting DHCS’ 10-minute wait time
standard and the call centers’ knowledge of interpretation service requirements.

In March 2020, to ensure MCPs and their providers could prioritize COVID-19 response
efforts, HSAG temporarily halted the Timely Access Focused Study. In July 2020, DHCS
determined to cancel this study for the remainder of the calendar year to allow MCPs and their
providers to continue prioritizing COVID-19 response efforts.

HSAG included Timely Access Focused Study results from calendar year 2018 and the first
three quarters of 2019 in the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2018-June 30, 2019. During the review period for this MCP-specific evaluation
report, HSAG produced and submitted to DHCS quarterly reports and raw data files at the
statewide aggregate and MCP levels for fourth quarter 2019. Section 14 of the Medi-Cal
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Managed Care External Quality Review Technical Report, July 1, 2019—-June 30, 2020
(“Validation of Network Adequacy”) provides a summary of the statewide aggregate results
and conclusions from the Timely Access Focused Study.

DHCS’ process includes providing quarterly MCP-level reports and raw data to each MCP and
requires the MCP to provide via the Quality Monitoring Response Template a written response
to DHCS regarding results that showed potential compliance issues, strategies to overcome
any identified deficiencies, and a timeline for making needed corrections. DHCS reviews and
provides feedback to each MCP and then determines whether or not the MCP is required to
take further action. DHCS also uses the raw data files from the study to hold MCPs
accountable to investigate and correct errors in their 274 provider data. Due to DHCS
suspending the timely access survey calls in March 2020 to allow MCPs and providers to focus
on COVID-19 response efforts, DHCS did not send quarterly MCP-level reports or raw data to
MCPs and did not require any MCP responses for the remainder of the calendar year.
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6. Population Needs Assessment

DHCS requires MCPs and PSPs to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the SPD population, children with
special health care needs, members with limited English proficiency, and other member
subgroups from diverse cultural and ethnic backgrounds. MCPs and PSPs must use the PNA
findings to identify opportunities for improvement and take action to address them. Section 19
of the Medi-Cal Managed Care External Quality Review Technical Report, July 1, 2019-June
30, 2020 (“Population Needs Assessment”) provides additional details regarding DHCS’ PNA
requirements and includes a summary of the PNAs across all MCPs and PSPs.

Status of Population Needs Assessment

CHW submitted its PNA report to DHCS on June 30, 2020, and DHCS notified the MCP via
email on July 16, 2020, that DHCS approved the report as submitted. While DHCS sent the
email outside the review period for this MCP-specific evaluation report, HSAG includes the
information because it was available prior to this report being finalized.
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7. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Table 7.1 provides EQR recommendations from CHW’s July 1, 2018, through June 30,
2019, MCP-specific evaluation report, along with the MCP’s self-reported actions taken
through June 30, 2020, that address the recommendations. Please note that HSAG made
minimal edits to Table 7.1 to preserve the accuracy of CHW’s self-reported actions.

Table 7.1—CHW’s Self-Reported Follow-Up on External Quality Review
Recommendations from the July 1, 2018, through June 30, 2019, MCP-Specific
Evaluation Report

2018-19 External Quality Review | Self-Reported Actions Taken by CHW during the

Recommendations Directed to Period of July 1, 2019-June 30, 2020, that Address
CHW the External Quality Review Recommendations

1. Work with DHCS to ensure that |CHW worked with DHCS to resolve the 2019 Medical
the MCP fully resolves all and State Supported Services audit findings. A CAP
findings from the 2019 A&l addressing the findings was submitted on July 22,
Medical and State Supported 2019, and the audit was closed on January 15, 2020.
Services Audits.

2. For the following six measures with rates below the minimum performance levels in
reporting year 2019, assess whether the MCP’s current improvement strategies need
to be modified or expanded to improve the MCP’s performance to above the minimum
performance levels:

¢ Asthma Medication Ratio in Asthma Medication Ratio
Region 2 (The rate for this + In Q3 and Q4 of 2019, and Q1 and Q2 of 2020, a
measure was also below the texting outreach program was developed and
minimum performance level in conducted in CHW Region 2. This outreach
reporting year 2018 for Region targeted members who are non-adherent with their
2) asthma controller medication refills based on the

HEDIS Asthma Medication Ratio measure
specification. The text message lessons included
education on the different types of asthma
medications (controller and rescue medications),
reinforcement of the importance of medication
adherence, and encouragement to fill their asthma
medication prescriptions. The pilots for these
campaigns concluded March 20, 2020. Pharmacy
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CHW the External Quality Review Recommendations

outreach calls and text messages will be going out
to members with asthma in the asthma Health
Benefits Ratio. All members with asthma in CHW
regions 1 and 2 who are in the Asthma Medication
Ratio measure denominator will receive these
messages. The campaign is set to launch in Quarter
3 of 2020. Member lists have already been pulled
for these efforts.

¢ Breast Cancer Screening in Breast Cancer Screening

regions 1 and 2 (The rates for 4 |n Q3 and Q4 of 2019, the Provider Engagement
this measure were also below Team reviewed care gap reports with high-volume,

the minimum performance low-performing providers.
level in reporting year 2018 for

regions 1 and 2.) ¢ CHW completed a joint mobile mammography event

that took place in a centralized location on
November 19, 2019. This was in partnership with
three CHW Region 2 clinics. The Provider
Engagement Department provided outreach to
eligible members with breast cancer screening care
gaps. Out of the members called, 10.45 percent
completed their breast cancer screening and
received a member incentive.

¢ The first CHW Region 2 Breast Cancer Screening
measure PDSA report was submitted in mid-
October 2019. Members received a $25 point-of-
care incentive for attending mobile mammography
events in CHW regions 1 and 2. Members with a
history of care in 2018 were prioritized and provided
scheduling assistance if needed. In addition, the
HEDIS team completed calls to non-compliant
members and informed them about the point-of-care
incentive being offered during events and direct
interventions such as one-stop clinics. Members
were also eligible for an incentive for care received
through a scheduled visit with a doctor for a
mammogram. The mobile mammography program
held events for members across all CHW regions.
Six events were held in Q3 2019, resulting in 100
members being screened. Three events were held
in Q4 2019, resulting in 50 members screened.
CHW mapped breast cancer screening non-

California Health & Wellness Plan Performance Evaluation Report: July 1, 2019—June 30, 2020 Page G40
California Department of Health Care Services Health Services Advisory Group, Inc.



RECOMMENDATIONS

2018-19 External Quality Review @ Self-Reported Actions Taken by CHW during the
Recommendations Directed to Period of July 1, 2019-June 30, 2020, that Address

CHW the External Quality Review Recommendations

compliant members in relation to contracted

radiology centers to better serve those within a five,

10, 20, and 20+ mile radius. This information was

used to improve targeted approaches to members

by:

m Partnering with radiology centers/providers to
get members scheduled at a nearby radiology
site.

= Holding mobile mammography events in areas
where radiology sites are scarce.

m Offering incentives to non-compliant members in
targeted regions for completing recommended
screenings and closing gaps in care.

¢+ In Q1 and Q2 of 2020, mobile mammography
events continued to be coordinated between CHW
and its clinic partners. Incentives continued on-site
for those who completed a screening. In Q1 2020,
one event was held, resulting in 13 members
screened. As part of our rural planning for CHW
Region 2, the MCP engaged providers to participate
in multiple mobile mammography events for their
patients at a central location to meet members’
needs. By including more than one clinic, the
intervention was able to target additional members
for the event and eliminate time and transportation
barriers by setting up a mobile mammography
coach in a central location.

¢ CHW planned to pilot a new strategy for mobile
mammography events to our target population of
150 breast cancer screening non-compliant
members across three partner clinics. Initial
planning for PDSA Cycle 3 occurred in Q1 2020
with plans to modify the intervention by identifying
potential provider clinics and top-reporting CHW
radiology/imaging sites for referral and completion
of a breast cancer screening. The Breast Cancer
Screening measure PDSA cycle was cancelled
subsequent to DHCS lifting the PDSA cycle
requirements for MCPs during Q2 2020 due to
COVID-19 restrictions.
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¢ CHW distributed rewards to members who had
services completed in 2019 through Q2 of 2020.
This program ended June 30, 2020. The planned
launch for the 2020 Medi-Cal Member Reward
Cards is Q3 2020, pending DHCS approval for this

program.
¢ Childhood Immunization Childhood Immunization Status—Combination 3

Status—Combination 3 in ¢ In Q3 and Q4 of 2019, CHW offered incentives to
regions 1 and 2 (The rates for non-compliant members in targeted regions for
this measure have been below | completing recommended screenings and closing
the minimum performance gaps in care. In addition, the HEDIS team
levels for more than three completed calls to parents of members turning 2
consecutive years in Region years old to remind them about needed
2.) vaccinations and schedule the members for needed

vaccination appointments. The point-of-care
incentive was offered during events and direct
interventions such as one-stop clinics. Members
received a $50 point-of-care incentive for
completing the entire Childhood Immunization
Status—Combination 10 series. This intervention
was conducted in all CHW regions.

¢ In Q1 and Q2 of 2020, the monthly Childhood
Immunization Status flu series outreach was
completed to parents of members 6 to 23 months
old who had not completed the Childhood
Immunization Status flu series.

¢ The HEDIS team performed live calls to non-
compliant members to offer a member incentive for
completing a service and provide scheduling
assistance. Live call outreach was finalized January
20, 2020, for all non-compliant members from all
CHW regions who were turning 2 years old in the
next two months. The Health Education Department
conducted phone education and appointment
scheduling to help non-compliant members
understand the importance of preventive health
services (immunizations, diabetes screenings, well-
child visits, and breast and cervical cancer
screenings) and schedule them to attend a one-
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stop, point-of-care, or community health-screening
event.

¢ CHW worked with a high-volume, low-performing
Region 1 provider to implement point-of-care
incentives for Childhood Immunization Status
completion. The point-of-care incentives helped to
encourage parents to follow through with scheduling
appointments for their children to receive needed
vaccinations. However, by Q1 2020, the targeted
provider reported that it was unable to participate in
the PDSA cycle due to multiple barriers, including
staffing challenges and other competing provider
priorities. During Q1 2020, a new MCP strategy and
interventions were identified involving the CHW
Member Connections Team to offer scheduling
assistance for members missing Childhood
Immunization Status—Combination 10
immunizations. The MCP identified two high-
volume, low-performing clinics with which to partner.
This team used a “household” approach which
consisted of only contacting parents and caregivers
with more than one member in the home eligible for
a Childhood Immunization Status—Combination 10
visit. By Q2 2020, DHCS had lifted the PDSA cycle
requirements for MCPs due to COVID-19
restrictions.

¢ CHW distributed rewards to members who had
services completed in 2019 through Q2 of 2020.
This program ended June 30, 2020. The planned
launch for the 2020 Medi-Cal Member Reward
Cards is Q3 2020, pending DHCS approval for this

program.

¢ Comprehensive Diabetes Comprehensive Diabetes Care—HbA1c Testing
Care—HbA1c Testing in ¢ In Q3 and Q4 of 2019, the in-home health
Region 2 assessment program, MedXM, completed outreach

in all CHW counties to all non-compliant
Comprehensive Diabetes Care members in
measurement year 2019. The data were prioritized
to identify 80 percent or more of our members who
reside in high-volume ZIP Codes to maximize
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outreach efforts. CHW collaborated with a high-
volume, low-performing clinic to improve the
Comprehensive Diabetes Care—HbA1c Testing
measure rate. The identified interventions included
phone outreach provided by the clinic, assistance
with scheduling member appointments, and
standing orders forlabs. Results included:

m 31.08 percent of the members completed their
HbA1c testing.

= 13.51 percent of the members scheduled
appointments.

m Voice messages were left for 16.22 percent of
the members.

s 39.19 percent of the members did not show up
for their HbA1c testing appointment.

¢ In Q1 2020, initial planning for PDSA Cycle 3
occurred with plans to move forward collaborating
with the same provider with an adapted intervention,
including additional text messaging outreach.

¢ CHW continues to offer incentives to non-compliant
members in targeted regions for completing
recommended screenings and closing gaps in care.
The point-of-care incentive was offered during
events and direct interventions such as one-stop
clinics. Members received a $50 point-of-care
incentive for completion of services related to all
three Comprehensive Diabetes Care sub-measures:
Eye Exam (Retinal) Performed, Medical Attention
for Nephropathy, and HbA1c Testing. Outreach
targeted CHW regions 1 and 2, prioritizing members
with a history of receiving care in 2018, offering
scheduling assistance.

¢ The HEDIS team performed live calls to non-
compliant members to offer a member incentive for
completing a service and provide scheduling
assistance. The Health Education Department
conducted phone education and appointment
scheduling to help non-compliant members
understand the importance of preventive health
services (immunizations, diabetes screenings, well-
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child visits, and breast and cervical cancer
screenings) and schedule the members to attend a
one-stop, point-of-care, or community health-
screening event.

¢ Providers engaged in point-of-care testing,
supplemented with a member incentive for
Comprehensive Diabetes Care. In Q1 2020, there
was a launch of U.S. Medical Management, LLC
(USMM) home mailing kits for HbA1c testing in
regions 1 and 2.

¢ The CHW Region 2 Comprehensive Diabetes
Care—HbA1c Testing measure PDSA cycle
included collaboration with a high-volume clinic to
increase outreach and scheduling activities to
eligible members. The clinic also executed standing
orders to improve screening rates. In Q2 2020,
DHCS lifted PDSA cycle requirements for MCPs
due to COVID-19 restrictions, so CHW elected to
end the Comprehensive Diabetes Care—HbA1c
Testing PDSA cycle.

¢ Immunizations for Immunizations for Adolescents—Combination 2
Adolescents—Combination 2 |4 |n Q32019 and Q4 2019, CHW continued to offer
in Region 1 incentives to non-compliant members in targeted

regions for completing recommended screenings
and closing gaps in care. The HEDIS team
performed live calls to non-compliant members to
offera member incentive for completing a service
and provide scheduling assistance.

¢ CHW offered a point-of-care incentive during clinic
events and direct interventions (e.g., one-stop
clinics). CHW incentivized gap closures and added
a $25 incentive for member completion of services
related to the Immunizations for Adolescents
measure.

¢ In Q1 and Q2 of 2020, CHW continued to offer
incentives to non-compliant members for closing
gaps in care. This is a multichannel outreach effort
to non-compliant members to reward completion of
individually defined health care activities. The
planned deployment was Q1 2020 but was
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postponed due to delays in the approval process
with DHCS. The following are interventions included
in this effort:

m The HEDIS team performed calls to non-
compliant members to offer a member incentive
for completing a service and provide scheduling
assistance. This outreach plan was finalized on
January 20, 2020.

m Point-of-Care Incentive: In early February 2020,
the MCP supported a scheduled event with
incentive distribution. This took place in
cooperation with the Marshall Clinic in CHW
Region 2.

m The Health Education Department:

o Focused on social media, offering expanded
social media messaging options, including
daily themes and new public service
announcements.

o Distributed information and materials through
multiple avenues such as Facebook, Twitter,
and other social media sites to raise
awareness about human papillomavirus
(HPV), Tdap, meningococcal, and varicella
vaccines for boys and girls, as well as to
promote the preteen doctor visit.

o Conducted phone education and
appointment scheduling to help non-
compliant members understand the
importance of preventive health services
(immunizations, diabetes screenings, well-
child visits, and breast and cervical cancer
screenings) and schedule them to attend a
one-stop, point-of-care, or community health-
screening event.

o Participated in a statewide event called
“Preteen Vaccination Week” jointly led by the
California Department of Public Health
(CDPH) and the Centers for Disease Control
and Prevention in March 2020. During this
event, CDPH promoted various health
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education materials related to immunizations
and developed a week-long social media
post-campaign geared toward driving parents
and adolescents toward obtaining proper
vaccinations. This event had a total reach of
3,322 members.

¢ CHW collaborated with a high-volume, low-
performing CHW Region 1 provider to implement
point-of-care incentives for Childhood Immunization
Status—Combination 10 and Immunizations for
Adolescents—Combination 2 immunization series
completion. The point-of-care incentives were used
during outreach to help motivate parents to
schedule their children for needed vaccinations.
However, by Q1 2020 the targeted provider
reported that it was unable to participate in the
PDSA cycles due to multiple barriers, including
staffing challenges and other competing provider
priorities. During Q1 2020, CHW identified a new
strategy and interventions involving the CHW
Member Connections Team and call
representatives to offer scheduling for members
missing Immunizations for Adolescents—
Combination 2 visits and identified two high-volume,
low-performing clinics. The CHW Member
Connections Team used a “household” approach
which consisted of contacting parents and
caregivers with more than one member in the home
eligible for a Childhood Immunization Status—
Combination 10 or Immunizations for Adolescents—
Combination 2 visit. By Q2 2020, DHCS lifted PDSA
cycle requirements for MCPs due to COVID-19
restrictions, so CHW elected to end the
Immunizations for Adolescents—Combination 2
PDSA cycle.

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

of Life in regions 1 and 2 (The |4 |n Q3 and Q4 of 2019, a PDSA cycle was

rates for this measure have completed with a high-volume clinic, Ampla Health,
been below the minimum for weekend pediatric clinics focused on the Well-
performance levels for more Child Visits in the Third, Fourth, Fifth, and Sixth
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than three consecutive years Years of Life and Weight Assessment and
in Region 2.) Counseling for Nutrition and Physical Activity for

Children and Adolescents—Nutrition Counseling—
Total HEDIS measures.

¢ CHW continued to offerincentives to non-compliant
members in targeted regions for completing
recommended screenings and closing gaps in care:

m The HEDIS team performed live calls to non-
compliant members.

s CHW offered a point-of-care incentive during
clinic events and direct interventions (e.g., one-
stop clinics)

s CHW offered a $25 incentive related to the Well-
Child Visits in the Third, Fourth, Fifth, and Sixth
Years of Life measure, targeting all CHW
regions.

¢ CHW submitted Module 1 for the CHW Region 2

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

Sixth Years of Life PIP in November 2019 and

Module 2 in March 2020. The MCP was

collaborating with Marshall Medical Foundation for

the PIP to identify and implement initiatives to
improve Well-Child Visits in the Third, Fourth, Fifth,
and Sixth Years of Life measure rates for their
membership. Due to COVID-19 restrictions, DHCS
chose to end the PIPs early in June 2020.

¢ The Health Education Department conducted phone
education and appointment scheduling to help non-
compliant members understand the importance of
preventive health services (immunizations, diabetes
screenings, well-child visits, and breast and cervical
cancer screenings) and schedule them to attend a
one-stop, point-of-care, or community health-
screening event.

¢ The HEDIS team performed live calls to non-
compliant members to offer a member incentive for
completing a service and provided scheduling
assistance. Live call outreach was finalized January
20, 2020, for calls to members in regions 1 and 2.
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¢ To strengthen our relationship, we are embarking
on Joint Operations meetings between Provider
Engagement/Practice Transformation consultants
and high-volume providers.

¢ CHW distributed rewards to members who had
services completed in 2019 through Q2 of 2020.
This program ended June 30, 2020. The planned
launch for the 2020 Medi-Cal Member Reward
Cards is Q3 2020, pending DHCS approval for this
program.

Assessmentof MCP’s Self-Reported Actions

HSAG reviewed CHW's self-reported actions in Table 7.1 and determined that CHW
adequately addressed HSAG’s recommendations from the July 1, 2018, through June 30,
2019, MCP-specific evaluation report. CHW described in detail the actions the MCP took to
improve its performance, including implementing targeted interventions and expanding
partnerships. CHW also described outcomes and next steps related to quality improvement
efforts. While COVID-19 resulted in most of CHW's efforts being halted, the MCP’s self-
reported actions reflect that it continues to move forward on as many quality improvement
activities as possible within the constraints of the pandemic.

2019-20 Recommendations

Based on the overall assessment of CHW’s delivery of quality, accessible, and timely care
through the activities described in previous sections of this report, HSAG recommends the
following to the MCP:

¢ Update the MCP’s enroliment determinations to monthly spans and implement dual
eligibility calculations to ensure that dual eligible members are being appropriately included
and excluded using each measure’s continuous enrollment criteria.

¢ Monitor the adopted intervention to achieve optimal outcomes beyond the life of the 2017—
19 Controlling High Blood Pressure Disparity PIP.

¢ Apply lessons learned from the 2017-19 PIPs to strengthen future quality improvement efforts.

In the next annual review, the EQRO will evaluate continued successes of CHW as well as the
MCP’s progress with these recommendations.
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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, CalOptima (or “the MCP”). The purpose of
this appendix is to provide MCP-specific results of each activity and an assessment of the
MCP’s strengths and opportunities for improvement with respect to the quality and timeliness
of, and access to health care services furnished to its members. In this report, the term
“beneficiary” refers to a person entitled to receive benefits under MCMC, and the term
“‘member” refers to a person enrolled in an MCMC plan. The review period for this MCP-
specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report on
activities that take place beyond the review period in CalOptima’s 2020-21 MCP-specific
evaluation report. This MCP-specific evaluation report references activities and methodologies
described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
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the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

CalOptima is a full-scope MCP delivering services to its members in the County Organized
Health System model.

CalOptima became operational to provide MCMC services in Orange County effective October
1995. As of June 2020, CalOptima had 739,736 members in Orange County.’

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted
The following is a summary of the most recent reviews conducted for CalOptima.

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of CalOptima. A&l conducted the
audits from January 27, 2020, through February 7, 2020. DHCS issued the final reports on
August 11, 2020, which is outside the review period for this report; however, HSAG includes
the information from the reports because A&l conducted the on-site audits during the review
period for this report.

Table 2.1—DHCS A&l Medical and State Supported Services Audits of CalOptima
Audit Review Period: February 1, 2019, through January 31, 2020

Category Evaluated ::Y";g;n%? Monitoring Status

Utilization Management No No findings.

Case Management and Coordination of Care | No No findings.

Access and Availability of Care Yes gr%rgzggvaengcjir(])ge‘r)lfenvi(eréP) in
Member’s Rights Yes CAP in process and under review.
Quality Management No No findings.

Administrative and Organizational Capacity No No findings.

State Supported Services No No findings.

Follow-Up on 2019 A&l Medical Audit of CalOptima

A&l conducted a Medical Audit of CalOptima in February 2019, covering the review period of
February 1, 2018, through January 31, 2019. HSAG provided a summary of the audit results
and status in CalOptima’s 2018-19 MCP-specific evaluation report. At the time of the 2018-19
MCP-specific evaluation report publication, CalOptima’s CAP was in progress and under
review by DHCS. A letter from DHCS dated March 20, 2020, stated that CalOptima provided
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DHCS with additional information regarding the CAP, and that DHCS had reviewed the
information and closed the CAP. The letter indicated that DHCS would monitor the MCP’s full
implementation of the CAP during the subsequent audit.

Strengths—Compliance Reviews

In response to the CAP from the February 2019 A&l Medical Audit, CalOptima submitted
documentation to DHCS regarding the MCP’s policies and procedures for the following:

¢ Monitoring applied behavior analysis providers’ provision of behavioral health treatment
services according to the approved treatment plan, including reporting on authorized hours
compared to utilized hours.

¢ Analyzing CalOptima’s and its health networks’ compliance with DHCS’ access and
availability standards.

¢ Conducting follow-up on discovery of providers’ poor quality of care.
CalOptima’s responses to the MCP’s CAP resulted in DHCS closing the CAP.

During the 2020 A&l Medical and State Supported Services Audits of CalOptima, A&l identified
a finding in only two categories (Access and Availability of Care and Member’s Rights).

Opportunities for Improvement—Compliance Reviews

CalOptima has the opportunity to work with DHCS to ensure the MCP fully resolves the
findings in the Access and Availability of Care and Member’s Rights categories from the 2020
A&l Medical Audit. Specifically, CalOptima should ensure that the MCP:

¢ Analyzes each provider's compliance with the access wait time standards and implements
CAPs for the providers when applicable.

¢ Properly classifies member grievances, immediately submits all quality of care grievances
to its medical director for action, and completes the quality of service and quality of care
grievance investigation processes before sending resolution letters to members.
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3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Appendix GG includes tables that display all MCP reporting units and hybrid measures for
those MCPs that chose to report rates using measurement year 2018 audited hybrid rates or
using measurement year 2019 administrative data only. Please refer to this appendix to see
the reporting units and measures CalOptima chose to report using one or both of these two
options.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established
minimum performance levels, DHCS required MCPs to submit to DHCS improvement plans
(IPs). IPs generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets;
however, if an MCP was already conducting a performance improvement project (PIP) for a
measure with a rate below the minimum performance level, DHCS did not require the MCP to
also conduct IP PDSA cycles and submit PDSA Cycle Worksheets for the measure.
Additionally, when DHCS determined that a more systematic intervention was warranted,
DHCS approved the MCP to conduct a SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis as an alternative quality improvement activity. Note that the IP requirements
do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

Additional technical assistance calls with DHCS Nurse Consultant staff.
In-person meetings with MCP and DHCS executive staff members.

5 Quality Compass® is a registered trademark of NCQA.
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Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of CalOptima, and the HEDIS 2020 Compliance Audit
Final Report of Findings for CalOptima contains the detailed findings and recommendations
from the audit.

The HSAG auditor determined that CalOptima followed the appropriate specifications to
produce valid rates; however, the auditor also noted that although the MCP made
improvements to its data reconciliation processes, which included documenting all data
sources and providing initial and final file volumes and counts, as recommended last year, the
MCP needs to document the reconciliation of file volumes and counts at each step of data
migration.
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Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.4 for CalOptima’s performance measure results for reporting year 2020.

Note the following regarding Table 3.1 through Table 3.4:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting
year. The EQRO will display performance measure rate comparisons in the 2020-21 MCP-

specific evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation
reports.

¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain

Table 3.1 presents the reporting year 2020 performance measure rates within the Children’s
Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
CalOptima—Orange County

Reporting Year

ACEEIC 2020 Rate
Adolescent Well-Care Visits 56.97%
Childhood Immunization Status—Combination 10 44.99%
Children and Adolescents' Access to Primary Care Practitioners— 9429
Ages 12-24 Months s
Children and Adolescents' Access to Primary Care Practitioners— 88.41%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— 91.429
Ages 7-11 Years e
Children and Adolescents' Access to Primary Care Practitioners— 88.80%
Ages 12-19 Years OVe
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Reporting Year

Measure 2020 Rate
Developmental Screening in the First Three Years of Life—Total 16.35%
Immunizations for Adolescents—Combination 2 55.61%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 89.26%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 79.21%

66.67%

Women’s Health Domain

Table 3.2 presents the reporting year 2020 performance measure rates within the Women’s
Health domain.

Table 3.2—Women’s Health Domain
Reporting Year 2020 Performance Measure Results
CalOptima—Orange County

Reporting Year

Measure

2020 Rate
Breast Cancer Screening—Total 63.43%
Cervical Cancer Screening 66.67%
Chlamydia Screening in Women—Ages 1620 Years 73.09%
Chlamydia Screening in Women—Ages 21-24 Years 74.36%
Chlamydia Screening in Women—Total 73.64%
Contraceptive Care—All Women—Most or Moderately Effective 13.82%

Contraception—Ages 15-20 Years

Contraceptive Care—All Women—Most or Moderately Effective

Contraception—Ages 21-44 Years 25.42%
Contraceptive Care—All Women—LARC—Ages 15-20 Years 2.37%
Contraceptive Care—All Women—LARC—Ages 21-44 Years 4.43%
Contraceptive Care—Postpartum Women—Most or Moderately 239%

Effective Contraception—3 Days—Ages 15-20 Years
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Reporting Year

Measure

2020 Rate

Contraceptive Care—Postpartum Women—Most or Moderately 6.45%
Effective Contraception—3 Days—Ages 21-44 Years oo
Contraceptive Care—Postpartum Women—Most or Moderately 31.69%
Effective Contraception—60 Days—Ages 15-20 Years oIe
Contraceptive Care—Postpartum Women—Most or Moderately 31 38%
Effective Contraception—60 Days—Ages 21-44 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— 2919
Ages 15-20 Years e
Contraceptive Care—Postpartum Women—LARC—3 Days— 1.67%
Ages 21-44 Years R
Contraceptive Care—Postpartum Women—LARC—60 Days— 12.44%
Ages 15-20 Years R
Contraceptive Care—Postpartum Women—LARC—60 Days— 8.68%
Ages 21-44 Years 70
Prenatal and Postpartum Care—Postpartum Care 83.21%
Prenatal and Postpartum Care—Timeliness of Prenatal Care 95.13%

Behavioral Health Domain

Table 3.3 presents the reporting year 2020 performance measure rates within the Behavioral
Health domain.

Table 3.3—Behavioral Health Domain
Reporting Year 2020 Performance Measure Results
CalOptima—Orange County

Reporting Year

Measure

2020 Rate
Antidepressant Medication Management— 59 329
Effective Acute Phase Treatment—Total oero
Antidepressant Medication Management— 43.47%
Effective Continuation Phase Treatment—Total /e
Follow-Up Care for Children Prescribed ADHD Medication— o
e s 39.80%
Initiation Phase
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Reporting Year

Measure 2020 Rate
47 399
Continuation and Maintenance Phase U
Screening for Depression and Follow-Up Plan— 34.47%
Ages 12-17 Years o
Screening for Depression and Follow-Up Plan— 13.33Y%
Ages 18-64 Years -
Screening for Depression and Follow-Up Plan— 21.71%
Ages 65+ Years -

Acute and Chronic Disease Management Domain

Table 3.4 presents the reporting year 2020 performance measure rates within the Acute and
Chronic Disease Management domain.

Table 3.4—Acute and Chronic Disease Management Domain
Reporting Year 2020 Performance Measure Results
CalOptima—Orange County

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

S = Fewer than 11 cases exist in the numerator of this measure; therefore, HSAG suppresses
displaying the rate in this report to satisfy the Health Insurance Portability and Accountability
Act of 1996 Privacy Rule’s de-identification standard.

Reporting Year

Measure 2020 Rate
Adult BMI Assessment—Total 96.00%
Ambulatory Care—ED Visits per 1,000 Member Months— Total* 34.98
Asthma Medication Ratio—Total 67.28%
Comprehensive Diabetes Care—HbA1c Poor Control 27 08%
(>9.0 Percent)—Total**

Comprehensive Diabetes Care—HbA1c Testing—Total 89.32%
Concurrent Use of Opioids and Benzodiazepines— 14.64%
Ages 18-64 Years™*
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Reporting Year

Measure 2020 Rate
Concurrent Use of Opioids and Benzodiazepines—Ages 65+ Years™** 12.13%
Controlling High Blood Pressure—Total 72.81%
HIV Viral Load Suppression—Ages 18-64 Years 6.50%
HIV Viral Load Suppression—Ages 65+ Years S
Plan All-Cause Readmissions—Observed Readmissions—Total** 9.01%
Plan All-Cause Readmissions—Expected Readmissions— Total 9.71%
Plan All-Cause Readmissions—O/E Ratio—Total** 0.93
Use of Opioids at High Dosage in Persons Without Cancer— 5.68%
Ages 18-64 Years™*

Use of Opioids at High Dosage in Persons Without Cancer— 2 57%
Ages 65+ Years™*

Quality Monitoring and Corrective Action Plan Requirements for
2020

As stated under the “Reporting Year 2020 Quality Monitoring and Corrective Action Plans”
heading in this section, CalOptima will be required to conduct PDSA cycles on one MCAS
measure that focuses on preventive care, chronic disease management, or behavioral health and
has been impacted by COVID-19, as well as to develop and submit a COVID-19 QIP that briefly
describes the MCP’s strategies or interventions to increase the provision of preventive services,
chronic disease care, and/or behavioral health services for members amidst COVID-19.

Seniors and Persons with Disabilities Results and Findings

Seniors and Persons with Disabilities—Performance Measure Results

Table 3.5 presents the reporting year 2020 seniors and persons with disabilities (SPD) and
non-SPD rates, a comparison of the SPD and non-SPD rates, and the total combined rate for
each measure. Reporting year 2020 rates reflect measurement year data from January 1,
2019, through December 31, 2019.
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Table 3.5—Reporting Year 2020 (Measurement Year 2019) Performance Measure
Comparison and Results for Measures Stratified by the SPD and Non-SPD Populations
CalOptima—Orange County

= Statistical testing result indicates that the reporting year 2020 SPD rate is
significantly better than the reporting year 2020 non-SPD rate.

I = statistical testing result indicates that the reporting year 2020 SPD rate is
significantly worse than the reporting year 2020 non-SPD rate.

Performance comparisons are based on the Chi-square test of statistical significance, with a p
value of <0.05.

The reporting year 2020 total rates are based on the MCP reporting unit’s total results,
including the SPD and non-SPD populations. Please note, if data are not available for either
the SPD or non-SPD population, the total rate is based on results reported for the available
population.

* This is a utilization measure which measures the volume of services used; therefore, a high
or low rate does not necessarily indicate better or worse performance. Additionally, member
months are a member’s “contribution” to the total yearly membership.

** A lower rate indicates better performance for this measure.

Not Tested = An SPD/non-SPD rate difference was not calculated because higher or lower
rates do not necessarily indicate better or worse performance.

Reporting _
Year 2020  SFD/Non-  Reporting

Measure Year 2020 Non-SPD SPD Rate Year 2020
SPD Rate Rate Difference Total Rate

Reporting

Ambulatory Care—ED Visits per
1,000 Member Months—Total*

Children and Adolescents’ Access to
Primary Care Practitioners— 93.59% 94.30% -0.71 94.29%
Ages 12-24 Months

Children and Adolescents’ Access to
Primary Care Practitioners— 89.46% 88.38% 1.08 88.41%
Ages 25 Months—6 Years

Children and Adolescents’ Access to
Primary Care Practitioners— 87.19% 91.58%
Ages 7-11 Years

45.36 34.11 Not Tested 34.98

91.42%

Children and Adolescents’ Access to
Primary Care Practitioners— 83.50% 89.00%
Ages 12-19 Years

Plan All-Cause Readmissions—
Total** 12.02% 8.31%

88.80%

9.01%
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Seniors and Persons with Disabilities—Performance Measure Findings

HSAG observed the following notable results in reporting year 2020 for measures that
CalOptima stratified by the SPD and non-SPD populations:

¢ Members ages 7-11 years and 12-19 years in the SPD population had significantly fewer
instances of a visit with a primary care provider (PCP) during the measurement year than
members in these age groups in the non-SPD population in reporting year 2020. The
significant differences may be attributed to members ages 7 to 19 in the SPD population
choosing to receive all health care services from specialist providers due to their
complicated health care needs, rather than accessing care from PCPs.

¢ The SPD population had a significantly higher hospital readmissions rate than the non-SPD
population in reporting year 2020. Note that 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 members.

Strengths—Performance Measures

The HSAG auditor determined that CalOptima followed the appropriate specifications to
produce valid rates, and the auditor identified no issues of concern.

Opportunities for Improvement—Performance Measures

CalOptima has the opportunity to improve its data reconciliation processes by documenting the
file volume and count reconciliation at each step of data migration between the MCP’s
enterprise systems and the measure calculation tool, not just the initial and final volumes and
counts.

Based on DHCS not holding MCPs accountable to meet the minimum performance level for
any measure in reporting year 2020, HSAG identified no opportunities for improvement related
to performance measure results.
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4. Managed Long-Term Services and Supports Plan
Performance Measures

Due to CalOptima’s participation in California’s Coordinated Care Initiative as a Managed
Long-Term Services and Supports Plan (MLTSSP), DHCS required that CalOptima report
rates for four HEDIS measures for HSAG to validate as part of the HEDIS Compliance Audit.
Note that DHCS does not hold MLTSSPs accountable to meet minimum performance levels
for the required measures.

Managed Long-Term Services and Supports Plan Performance
Measure Results

Table 4.1 presents the reporting year 2020 rates for each required MLTSSP performance
measure. Table 4.1 presents reporting year 2020 rates only, based on changes in performance
measures and age stratifications from the previous reporting year. The EQRO will display
performance measure rate comparisons in the 2020-21 MCP-specific evaluation reports and
trending beginning in the 2021-22 MCP-specific evaluation reports. Reporting year 2020 rates
reflect measurement year data from January 1, 2019, through December 31, 2019.

Table 4.1—Reporting Year 2020 MLTSSP Performance Measure Results
CalOptima—Orange County

* Member months are a member's “contribution” to the total yearly membership.
** A lower rate indicates better performance for this measure.

Reporting Year

Measure

2020 Rate
Ambulatory Care—ED Visits per 1,000 Member Months* 60.39
Plan All-Cause Readmissions—Observed Readmissions—
- 14.01%
Total
Plan All-Cause Readmissions—Expected Readmissions— o
13.34%
Total
Plan All-Cause Readmissions—O/E Ratio—Total** 1.05
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5. Performance Improvement Projects

Performance Improvement Project Overview

The key concepts of the rapid-cycle PIP framework include forming a PIP team, setting aims,
establishing measures, determining interventions using quality improvement tools, conducting
PDSA cycles to test interventions, and planning for the spread of successful changes. The
core component of the rapid-cycle PIP approach involves testing changes on a small scale so
that improvement can occur more efficiently and lead to long-term sustainability.

2017-19 Performance Improvement Projects

While MCPs, PSPs, and the SHP concluded their 2017-19 PIPs through the SMART (Specific,
Measurable, Achievable, Relevant, and Time-bound) Aim end date of June 30, 2019, MCPs,
PSPs, and the SHP submitted final modules for HSAG to validate during the review period for
this report. HSAG assessed the validity and reliability of the results based on CMS’ validation
protocols to determine whether key stakeholders can have confidence in the reported PIP
findings. HSAG assigned the following final confidence levels for each PIP:

¢ High confidence—the PIP was methodologically sound and achieved the SMART Aim goal,
the demonstrated improvement was clearly linked to the quality improvement processes
conducted and intervention(s) tested; and the MCP, PSP, or SHP accurately summarized
the key findings.

¢ Confidence—the PIP was methodologically sound and achieved the SMART Aim goal, and
the MCP, PSP, or SHP accurately summarized the key findings. However, some, but not

all, of the quality improvement processes conducted and/or intervention(s) tested were
clearly linked to the demonstrated improvement.

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

¢ Reported PIP results were not credible (referred to in this report as “not credible”)—the PIP
methodology was not executed as approved.

2019-21 Performance Improvement Projects

Based on HSAG’s annual review of the rapid-cycle PIP process, HSAG released the Rapid-
Cycle PIP Version 5 in September 2019. While HSAG’s rapid-cycle PIP process still requires
extensive up-front preparation to allow for a structured, scientific approach to quality
improvement, the updated version more efficiently guides MCMC plans through the process to
provide more time for them to test interventions.
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The following provides an overview of the Rapid-Cycle PIP Version 5 modules:

¢ Module 1—PIP Initiation
s MCMC plans outline the framework for the PIP, which includes the:

Topic rationale.
Narrowed focus description.
SMART Aim measure baseline data collection specifications and methodology.
SMART Aim statement.

o SMART Aim run chart.
¢ Module 2—Intervention Determination

s MCMC plans define the quality improvement activities that have the potential to impact
the SMART Aim by using the following quality improvement tools:

o Process mapping.
o Failure modes and effects analysis.
o Key driver diagram.
¢ Module 3—Intervention Testing
s  MCMC plans define the Intervention Plan for the intervention to be tested.
= MCMC plans test and evaluate the intervention through a series of PDSA cycles.
¢ Module 4—PIP Conclusions
s  MCMC plans interpret results and summarize:
o Key findings and outcomes achieved.
o The assessment of each tested intervention.

o Lessons learned, including how demonstrated improvement can be shared and used
as a foundation for further improvement going forward.

o The plan for sustained improvement, if applicable.

o O O O

Based on the agreed-upon timeline, MCMC plans submit each module to HSAG for validation.
Throughout the rapid-cycle PIP process, HSAG provides technical assistance to MCMC plans
to ensure that PIPs are methodologically sound and to problem-solve with the plans regarding
how to address challenges that occur. Through an iterative process, MCMC plans have
opportunities to make corrections to modules 1 through 3 to achieve all validation criteria.

Once MCMC plans achieve all validation criteria for modules 1 through 3, the MCMC plans test
interventions through a series of PDSA cycles. During the intervention testing phase of the
PIP, HSAG conducts periodic progress check-ins by email to ensure that MCMC plans are
making appropriate progress with intervention testing. For each intervention testing cycle,
MCMC plans complete a PDSA worksheet and determine the next steps based on results and
lessons learned—whether the intervention was successful and should be spread (adopt),
whether modifications need to be made to the existing intervention (adapt), whether the
intervention was unsuccessful and should be stopped (abandon), or whether the intervention
needs to be tested further (continue testing). Upon completion of the PIP, MCMC plans
summarize the overall PIP in Module 4.
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Performance Improvement Project Results and Findings

During the review period, CalOptima submitted final modules forits 2017—19 Disparity and
DHCS-priority PIPs. HSAG provided final validation findings and encouraged the MCP to
incorporate the experiences and lessons learned from the PIPs into future quality improvement
efforts. HSAG includes the final PIP validation findings in this report.

Additionally, CalOptima initiated the 2019—-21 Health Equity and Child and Adolescent Health
PIPs. While the original SMART Aim end date for the 2019-21 PIPs was June 30, 2021, due to
challenges MCMC plans experienced in conducting PIP activities during the COVID-19 public
health crisis, DHCS elected to end the 2019-21 PIPs effective June 30, 2020. In this report,
HSAG includes summaries of the MCP’s module submissions for the 2019-21 PIPs as well as
validation findings from the review period.

2017-19 Disparity Performance ImprovementProject

DHCS required MCPs to conduct a PIP focusing on an identified health disparity based on, but
not limited to, age, gender, race or ethnicity, language spoken, income, educational
attainment, sexual orientation or gender identity, occupation, provider, or geographic area.
Using its own MCP-specific data, CalOptima identified poor control of diabetes (defined as an
HbA1c level above 9 percent) among members residing in the city of Santa Ana as its 2017—
19 Disparity PIP topic by demonstrating a statistically significant rate difference between two
subgroups, with the disparate subgroup having the lower rate.

Table 5.1 provides the SMART Aim measure results reported by the MCP forits Diabetes Poor
HbA1c Control Disparity PIP.

Table 5.1—CalOptima Diabetes Poor HbA1c Control Disparity PIP SMART Aim Measure
Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of poor or uncontrolled blood glucose levels
(HbA1c > 9.0 percent) among members living with
diabetes, 18 to 75 years of age, at two targeted
provider offices in Santa Ana

62.50% 52.31% Yes
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Table 5.2 presents a description of the interventions that CalOptima tested forits Diabetes
Poor HbA1c Control Disparity PIP. The table also indicates the key drivers and failure modes
that each intervention addressed and whether the MCP decided, based on intervention testing
results, to adopt, adapt, abandon, or continue testing each intervention.

Table 5.2—CalOptima Diabetes Poor HbA1c Control Disparity PIP Intervention Testing
Results

Adopt,
Adapt,
Abandon,
or Continue
Testing

Key Drivers and Failure Modes

Intervention Addressed

Member education

Use health coaches to outreach to Member engagement

members to encourage the use of Member resources

: ) Adapt
CalOptima disease management Members are not interested in
services understanding the information
provided on diabetes management

* & & o

¢ Provider awareness
¢ lIdentification of members with an
offices A & B to identify members HbA1c > 9.0 or missing the HbA1c

needing their HbA1c tests and share test

this list with provider offices A& Bto | ¢ Provider does not promote the
conduct outreach importance of HbA1c testing or

educate the members on the
importance of HbA1c testing

Obtain monthly data of provider

Adapt

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for CalOptima’s
Diabetes Poor HbA1c Control Disparity PIP. The MCP documented in the modules that it
tested two interventions, telephonic provider outreach and health coaching. The provider
outreach intervention included the MCP generating monthly lists of members who need an
HbA1c test and providing the lists to provider offices. The provider outreached to members on
the list to educate and promote the importance of getting an HbA1c test and to schedule an
office visit. The health coaching intervention included the MCP health coach team
telephonically outreaching to members and offering coaching services. If the member
accepted, the health coach conducted an assessment and coached the member on diabetes
management, including HbA1c testing. CalOptima achieved the SMART Aim goal in January

6 Provider office names removed for confidentiality.
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2019 with a rate of 40.74 percent; however, the tested interventions could not be linked to the
demonstrated improvement.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned CalOptima’s
Diabetes Poor HbA1c Control Disparity PIP a final confidence level of Low Confidence.

2017-19 DHCS-Priority Performance Improvement Project

DHCS required MCPs to conduct a PIP related to one of DHCS’ Quality Strategy focus areas:
Childhood Immunization Status—Combination 3, Controlling High Blood Pressure,
Comprehensive Diabetes Care, or Prenatal and Postpartum Care—Postpartum Care. Due to
CalOptima demonstrating high performance within DHCS’ Quality Strategy focus areas, DHCS
allowed the MCP to choose forits DHCS-priority PIP an alternative topic related to an
identified area in need of improvement. Based on its MCP-specific data, CalOptima selected
adults’ access to preventive and ambulatory health services as its 2017-19 DHCS-priority PIP
topic.

Table 5.3 provides the SMART Aim measure results as reported by the MCP forits Adults’
Access to Preventive and Ambulatory Health Services PIP.

Table 5.3—CalOptima Adults’ Access to Preventive and Ambulatory Health Services PIP
SMART Aim Measure Results

SMART SMART
Aim Goal Aim Goal
Rate Achieved

Baseline
Rate

SMART Aim Measure

Rate of adults’ access to preventive and ambulatory
health services among members ages 45 to 64 47.18% 78.02% No
assigned to two targeted provider offices

Table 5.4 presents a description of the interventions that CalOptima tested forits Adults’
Access to Preventive and Ambulatory Health Services PIP. The table also indicates the key
drivers and failure modes that each intervention addressed and whether the MCP decided,
based on intervention testing results, to adopt, adapt, abandon, or continue testing each
intervention.
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Table 5.4—CalOptima Adults’ Access to Preventive and Ambulatory Health Services PIP
Intervention Testing Results

Adopt,
Adapt,
Abandon,
or Continue
Testing

Key Drivers and Failure Modes

Intervention Addressed

Provide incentives to staff members at

provider offices C & D7 for being more | ¢ Provider awareness

proactive in outreach and for being ¢ Staffing resources/availability Adapt
more accurate and timelier in ¢ Provider office staff members are

submitting claims/encounters for each not engaged

visit

Provide incentives to members to ¢ Member resources

attend and complete their preventive ¢ Member is more concerned with Abandon
health care services at provider social determinants than

offices C & D preventive health care services

Performance Improvement Project Validation Findings

During the review period for this report, HSAG validated modules 4 and 5 for CalOptima’s
Adults’ Access to Preventive and Ambulatory Health Services PIP. The MCP tested two
interventions to improve ambulatory and preventive health visit participation—a provider
incentive program and a member incentive program. Both interventions included member
outreach by the providers to schedule ambulatory or preventive visits. While CalOptima
determined to adapt the provider incentive intervention, the MCP decided to abandon the
member incentive intervention. Despite CalOptima’ efforts, the MCP did not achieve the
SMART Aim goal.

Upon assessment of the validity and reliability of the PIP results, HSAG assigned CalOptima’s
Adults’ Access to Preventive and Ambulatory Health Services PIP a final confidence level of
Low Confidence.

2019-21 Health Equity Performance ImprovementProject

During the review period, DHCS required MCPs to conduct a PIP focusing on an identified
health disparity. While DHCS did not require the identified health disparity to be related to the
reporting year 2020 MCAS, DHCS strongly encouraged MCPs to select a health disparity
related to an MCAS measure for which they are not performing well. Additionally, DHCS

” Provider office names removed for confidentiality.
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encouraged MCPs to continue with their 2017—-19 Disparity PIP topic if the data showed that
the health disparity still exists.

Using its own MCP-specific data, CalOptima identified acute or preventive care visits among
members experiencing homelessness as its 2019-21 Health Equity PIP topic by
demonstrating a statistically significant rate difference between two subgroups, with the
disparate subgroup having the lower rate.

During the review period of this report, HSAG validated modules 1 through 3 for the MCP’s
Primary Care Provider Visits Health Equity PIP. Upon initial review, HSAG determined that
CalOptima met some required validation criteria for modules 1 and 2; however, HSAG
identified opportunities for improvement related to including:

All required components of the SMART Aim data collection methodology.
All required components of the SMART Aim.

¢ A process map that clearly illustrates the step-by-step flow of the current process for the
narrowed focus.

After receiving technical assistance from HSAG, CalOptima incorporated HSAG’s feedback
into modules 1 and 2. Upon final review, HSAG determined that the MCP met all validation
criteria for modules 1 and 2. CalOptima met all Module 3 validation criteria in its initial
submission.

Table 5.5 provides the SMART Aim measure description, baseline rate, and SMART Aim goal
rate for the MCP’s Primary Care Provider Visits Health Equity PIP.

Table 5.5—CalOptima Primary Care Provider Visits Health Equity PIP SMART Aim
Measure

) SMART
SMART Aim Measure Baseline, =y Goal

Rate Rate

Rate of acute and/or preventive care services among members
18 years and older identified as experiencing homelessness in 41.8% 43.2%
Orange County
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Table 5.6 presents a description of the intervention that CalOptima selected to test for its
Primary Care Provider Visits Health Equity PIP. The table also indicates the failure mode that
the intervention aims to address.

Table 5.6—CalOptima Primary Care Provider Visits Health Equity PIP Intervention
Testing

Intervention Failure Mode Addressed

Implement the Homeless Clinical Access
Program to increase access to
acute/preventive care services through
mobile clinics for members 18 years and
older experiencing homelessness

Member does not attend appointment/access
because it is not convenient

While CalOptima advanced to the intervention testing phase, the PIP did not progress to the
point where the MCP was required to report PIP outcomes prior to DHCS determining to end
the 2019-21 PIPs.

2019-21 Child and Adolescent Health Performance Improvement Project

DHCS required MCPs to conduct a PIP for an area in need of improvement related to child and
adolescent health. Based on MCP-specific data, CalOptima selected well-child visits in the first
15 months of life as its 2019-21 Child and Adolescent Health PIP topic.

During the review period for this report, HSAG validated modules 1 through 3 for the MCP’s
Well-Child Visits in the First 15 Months of Life PIP. Upon initial review, HSAG determined that
CalOptima met some required validation criteria for modules 1 and 3; however, HSAG
identified opportunities for improvement related to:

¢ Including all required components of the SMART Aim data collection methodology.
¢ Ensuring that the intervention effectiveness measure was appropriate for the intervention.

After receiving technical assistance from HSAG, CalOptima incorporated HSAG'’s feedback
into modules 1 and 3. Upon final review, HSAG determined that the MCP met all validation
criteria for modules 1 and 3. CalOptima met all Module 2 validation criteria in its initial
submission.

Table 5.7 provides the SMART Aim measure description, baseline rate, and SMART Aim goal
rate for the Well-Child Visits in the First 15 Months of Life PIP.
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Table 5.7—CalOptima Well-Child Visits in the First 15 Months of Life PIP SMART Aim
Measure

SMART
Aim Goal
Rate

Baseline
Rate

SMART Aim Measure

Rate of well-child visit completion among members turning 15

months old for Provider Office E8 41.51% 51.61%

Table 5.8 presents a description of the intervention that CalOptima selected to test for its Well-
Child Visits in the First 15 Months of Life PIP. The table also indicates the failure modes that
the intervention aims to address.

Table 5.8—CalOptima Well-Child Visits in the First 15 Months of Life PIP Intervention
Testing

Intervention Failure Modes Addressed

¢ Provider office does not engage in
outreach activities

¢ Provider office does not complete at least
six well-child visits before the member’s
15-month birthday

Implement provider incentive program to
encourage provider office staff members to
conduct outreach and schedule well-child
visits for members

While CalOptima advanced to the intervention testing phase, the PIP did not progress to the
point where the MCP was required to report PIP outcomes prior to DHCS determining to end
the 2019-21 PIPs.

Strengths—Performance Improvement Projects

Upon completion of the 2017—-19 PIPs, CalOptima identified interventions that it can adapt to
improve diabetes control forits members and access to preventive care and ambulatory
services for the MCP’s adult members.

Opportunities for Improvement—Performance Improvement
Projects

CalOptima has the opportunity to monitor the adapted interventions to achieve optimal
outcomes beyond the life of the 2017-19 PIPs. The MCP should apply lessons learned from
these PIPs to facilitate improvement of the adapted interventions and to strengthen future
quality improvement efforts.

8 Provider office name removed for confidentiality.
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6. Validation of Network Adequac

Timely Access Focused Study

DHCS requires MCPs to ensure that their participating providers offer appointments that meet
the wait time standards described in Table 6.1. During the review period, HSAG conducted the
Timely Access Focused Study to evaluate the extent to which MCPs are meeting the wait time
standards listed in Table 6.1.

Table 6.1—California Department of Health Care Services Timely Access Standards

Wait Time Standard
Appointment Type

Non-Urgent Appointments Urgent Appointments

Primary care appointment

(adult and pediatric) 10 business days 48 hours

Specialist appointment

(adult and pediatric) 15 business days 96 hours

Appointment with a mental
health care provider whois not a | 10 business days 96 hours
physician (adult and pediatric)

First prenatal visits 10 business days Not Applicable

Appointment with ancillary

providers 15 business days Not Applicable

HSAG also evaluated the following:

¢+ The extent to which providers are aware of interpretation service requirements.

¢ The extent to which the MCPs’ call centers are meeting DHCS’ 10-minute wait time
standard and the call centers’ knowledge of interpretation service requirements.

In March 2020, to ensure MCPs and their providers could prioritize COVID-19 response
efforts, HSAG temporarily halted the Timely Access Focused Study. In July 2020, DHCS
determined to cancel this study for the remainder of the calendar year to allow MCPs and their
providers to continue prioritizing COVID-19 response efforts.

HSAG included Timely Access Focused Study results from calendar year 2018 and the first
three quarters of 2019 in the Medi-Cal Managed Care External Quality Review Technical
Report, July 1, 2018-June 30, 2019. During the review period for this MCP-specific evaluation
report, HSAG produced and submitted to DHCS quarterly reports and raw data files at the
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statewide aggregate and MCP levels for fourth quarter 2019. Section 14 of the Medi-Cal
Managed Care External Quality Review Technical Report, July 1, 2019-June 30, 2020
(“Validation of Network Adequacy”) provides a summary of the statewide aggregate results
and conclusions from the Timely Access Focused Study.

DHCS’ process includes providing quarterly MCP-level reports and raw data to each MCP and
requires the MCP to provide via the Quality Monitoring Response Template a written response
to DHCS regarding results that showed potential compliance issues, strategies to overcome
any identified deficiencies, and a timeline for making needed corrections. DHCS reviews and
provides feedback to each MCP and then determines whether or not the MCP is required to
take further action. DHCS also uses the raw data files from the study to hold MCPs
accountable to investigate and correct errors in their 274 provider data. Due to DHCS
suspending the timely access survey calls in March 2020 to allow MCPs and providers to focus
on COVID-19 response efforts, DHCS did not send quarterly MCP-level reports or raw data to
MCPs and did not require any MCP responses for the remainder of the calendar year.
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7. Population Needs Assessment

DHCS requires MCPs and PSP to conduct a population needs assessment (PNA) to improve
health outcomes for beneficiaries and ensure that MCPs and PSPs are meeting the needs of
their members. The PNA must address the special needs of the SPD population, children with
special health care needs, members with limited English proficiency, and other member
subgroups from diverse cultural and ethnic backgrounds. MCPs and PSPs must use the PNA
findings to identify opportunities for improvement and take action to address them. Section 19
of the Medi-Cal Managed Care External Quality Review Technical Report, July 1, 2019-June
30, 2020 (“Population Needs Assessment”) provides additional details regarding DHCS’ PNA
requirements and includes a summary of the PNAs across all MCPs and PSPs.

Status of Population Needs Assessment

CalOptima submitted the MCP’s final PNA report to DHCS on August 13, 2020, and DHCS
notified the MCP via email on August 17, 2020, that DHCS approved the report as submitted.
While CalOptima submitted the PNA report and DHCS sent the email outside the review period
for this MCP-specific evaluation report, HSAG includes the information because it was
available prior to this report being finalized.
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8. Recommendations

Follow-Up on Prior Year Recommendations

DHCS provided each MCP, PSP, and the SHP an opportunity to outline actions taken to
address recommendations HSAG made in its 2018-19 MCP-/PSP-/SHP-specific evaluation
report. Table 8.1 provides EQR recommendations from CalOptima’s July 1, 2018, through
June 30, 2019, MCP-specific evaluation report, along with the MCP’s self-reported actions
taken through June 30, 2020, that address the recommendations. Please note that HSAG
made minimal edits to Table 8.1 to preserve the accuracy of CalOptima’s self-reported actions.

Table 8.1—CalOptima’s Self-Reported Follow-Up on External Quality Review
Recommendations from the July 1, 2018, through June 30, 2019, MCP-Specific

Evaluation Report

2018-19 External Quality Review
Recommendations Directed to
CalOptima

1. Work with DHCS to ensure that the
MCP fully resolves all findings from the
February 2019 Medical and State
Supported Services Audits.

Self-Reported Actions Taken by CalOptima
during the Period of July 1, 2019—-June 30,

2020, that Address the External Quality
Review Recommendations

CalOptima worked with DHCS to ensure the

complete resolution of its findings from the
2019 DHCS Medical and State Supported
Services Audits. On March 20, 2020, DHCS
formally closed CalOptima’s CAP following the
submission and verification of various
supporting documentation, including but not
limited to reports, desktops, updated polices,
and evidence of training.

Please note that CalOptima did not receive
any findings with respect to the State
Supported Services portion of the audits.

Improve the MCP’s processes for how it
ensures that the MCP’s systems
accurately reflect providers’
relationships with federally qualified
health centers (FQHCs) and that the
MCP’s data mapping accurately reflects
the relationships at the provider and
FQHC levels. In particular, the MCP
should ensure that its data mapping

CalOptima follows NCQA's definition regarding
FQHCs and develops a scope and design
document that outlines the verification process
to map FQHCs to PCPs. This document is
reviewed and approved by an NCQA-certified
auditor prior to the mapping being applied for
HEDIS reporting.
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Self-Reported Actions Taken by CalOptima
during the Period of July 1, 2019—-June 30,
2020, that Address the External Quality
Review Recommendations

2018-19 External Quality Review

Recommendations Directed to
CalOptima

accurately reflects instances for which
the FQHC is mapped as a PCP.

3. Deve|0p a process to Systematica”y Queries have been formulated to track
document all data sources and track volumes of data sources. Discrepancies
data V0|ume Counts from the p0|nt Of between the data Warehouse and the HEDlS

entry into the MCP’s enterprise systems | repository are members who do not qualify for

measure calculation tool. Additionally, | Roadmap are documented with appropriate
document all data sources in the Microsoft SharePoint documentation, and they
Roadmap so that the auditor has are reviewed and approved by an NCQA-

complete information to review during certified HEDIS auditor.
the approval process.

Assessmentof MCP’s Self-Reported Actions

HSAG reviewed CalOptima’s self-reported actions in Table 8.1 and determined that CalOptima
adequately addressed HSAG’s recommendations from the MCP’s July 1, 2018, through June
30, 2019, MCP-specific evaluation report. CalOptima noted the documentation the MCP
submitted to DHCS to fully resolve the findings from the February 2019 A&l Medical and State
Supported Services Audits. Additionally, CalOptima described the changes the MCP made to
strengthen its processes for the performance measure validation audit, which were reviewed
and approved by the HSAG auditor.

2019-20 Recommendations

Based on the overall assessment of CalOptima’s delivery of quality, accessible, and timely
care through the activities described in previous sections of this report, HSAG recommends
the following to the MCP:

¢+ Work with DHCS to ensure the MCP fully resolves the findings from the 2020 A&l Medical
Audit regarding the MCP:

= Analyzing each provider's compliance with the access wait time standards and
implementing CAPs for the providers when applicable.

m Properly classifying member grievances, immediately submitting all quality of care
grievances to its medical director for action, and completing the quality of service and
quality of care grievance investigation processes before sending resolution letters to
members.
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¢ Improve its data reconciliation processes by documenting the file volume and count
reconciliation at each step of data migration between the MCP’s enterprise systems and
the measure calculation tool, not just the initial and final volumes and counts.

¢+ Monitor the adapted interventions to achieve optimal outcomes beyond the life of the 2017-
19 PIPs.

¢ Apply lessons learned from the 2017-19 PIPs to facilitate improvement of the adapted
interventions and to strengthen future quality improvement efforts.

In the next annual review, the EQRO will evaluate continued successes of CalOptima as well
as the MCP’s progress with these recommendations.
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1. Introduction

The California Department of Health Care Services (DHCS) contracted with Health Services
Advisory Group, Inc. (HSAG), an external quality review organization (EQRO), to prepare an
annual independent technical report in accordance with 42 Code of Federal Regulations (CFR)
Section (§)438.364. The Medi-Cal Managed Care External Quality Review Technical Report,
July 1, 2019-June 30, 2020, provides an overview of the objectives and methodology for
conducting the external quality review (EQR) activities of DHCS’ Medi-Cal Managed Care
program (MCMC), including requirements related to each activity. Additionally, the technical
report provides aggregated results and recommendations for DHCS for each activity.

In accordance with 42 CFR §438.350, each state must have its EQRO perform an annual EQR
of each of the state’s managed care entities engaged in EQR activities. Title 42 CFR §438.2
defines a managed care organization (MCO), in part, as “an entity that has or is seeking to
qualify fora comprehensive risk contract.” The Centers for Medicare & Medicaid Services
(CMS) designates DHCS-contracted managed care health plans (MCPs) as MCOs and dental
managed care plans (DMC plans) as prepaid ambulatory health plans (PAHPSs). Three of
DHCS’ MCOs are designated as population-specific health plans (PSPs). MCMC has one
prepaid inpatient health plan (PIHP) with a specialized population, which is designated as a
specialty health plan (SHP). Unless citing Title 42 CFR, HSAG refers to DHCS’ MCOs as
MCPs or PSPs (as applicable), PAHPs as DMC plans, and the PIHP with a specialized
population as an SHP. Additionally, HSAG will sometimes collectively refer to these Medi-Cal
managed care plans as “MCMC plans.”

This appendix is specific to DHCS’ contracted MCP, CalViva Health (“CalViva” or “the MCP”).
The purpose of this appendix is to provide MCP-specific results of each activity and an
assessment of the MCP’s strengths and opportunities for improvement with respect to the
quality and timeliness of, and access to health care services furnished to its members. In this
report, the term “beneficiary” refers to a person entitled to receive benefits under MCMC, and
the term “member” refers to a person enrolled in an MCMC plan. The review period for this
MCP-specific evaluation report is July 1, 2019, through June 30, 2020. The EQRO will report
on activities that take place beyond the review period in CalViva's 2020-21 MCP-specific
evaluation report. This MCP-specific evaluation report references activities and methodologies
described in detail in the technical report section.

The aggregate EQR technical report and plan-specific performance evaluation reports reflect
HSAG’s external, independent assessment of the quality and timeliness of, and access to
health care that MCMC plans are providing to their members.

Note that beginning in March 2020, DHCS allowed MCMC plans flexibility related to select
EQR activities so that MCMC plans and their contracted providers could focus on the
coronavirus disease 2019 (COVID-19) response efforts. Additionally, DHCS changed its
requirements related to some EQR activities. As applicable in this report related to specific
activities, HSAG notes when DHCS halted EQR activities or changed its requirements due to
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the COVID-19 response. For details regarding all of DHCS’ COVID-19-related decisions, go to
DHCS COVID-19 Response.

Medi-Cal Managed Care Health Plan Overview

CalViva is a full-scope MCP delivering services to its members as a “Local Initiative” MCP
under the Two-Plan Model. Beneficiaries may enroll in CalViva, the Local Initiative MCP, or in
Blue Cross of California Partnership Plan, Inc., DBA Anthem Blue Cross Partnership Plan, the
alternative commercial plan.

CalViva became operational in Fresno, Kings, and Madera counties to provide MCMC services
effective March 2011. As of June 2020, CalViva had 289,126 members in Fresno County,
30,421 in Kings County, and 38,457 in Madera County—for a total of 358,004 members.! This
represents 73 percent of the beneficiaries enrolled in Fresno County, 61 percent in Kings
County, and 65 percent in Madera County.

1 California Health & Human Services Agency. Medi-Cal Managed Care Enroliment Report.
Available at: https://data.chhs.ca.gov/dataset/medi-cal-managed-care-enrollment-report.
Enrollment numbers are based on June 2020 enroliment information from the report
downloaded on Jul 15, 2020.
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2. Compliance Reviews

A description of DHCS’ compliance review activity, as well as descriptions of the two types of
reviews, may be found within the main section of this technical report.

Compliance Reviews Conducted

The following is a summary of the most recent reviews conducted for CalViva. HSAG’s
compliance review summaries are based on final audit/survey reports issued and corrective
action plan (CAP) closeout letters dated on or before the end of the review period for this
report (June 30, 2020).

Table 2.1 summarizes the results and status of the on-site DHCS Audits & Investigations
Division (A&l) Medical and State Supported Services Audits of CalViva. A&l conducted the
audits from February 25, 2019, through March 1, 2019.

Table 2.1—DHCS A&I Medical and State Supported Services Audits of CalViva
Audit Review Period: April 1, 2018, through January 31, 2019

Findings
(Yes/No)

Category Evaluated

Monitoring Status

e CAP imposed and findings in
Utilization Management Yes this category rectified.
Case Management and Coordination of No No findings.
Care
Access and Availability of Care No No findings.
Member’s Rights Yes CAP imposed anc_j _findlngs in
this category rectified.
Quality Management No No findings.
Admini.strative and Organizational No No findings.
Capacity
State Supported Services No No findings.

Table 2.2 summarizes the results and status of the on-site DHCS A&I Medical and State
Supported Services Audits of CalViva conducted from February 3, 2020, through February 14,
2020. The Medical Audit portion was a reduced scope audit, evaluating five categories rather
than six.
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Table 2.2—DHCS A&l Medical and State Supported Services Audits of CalViva
Audit Review Period: February 1, 2019, through January 31, 2020

Category Evaluated ::Y";g;;%j Monitoring Status
Utilization Management No No findings.

Case Management and Coordination of Yes CA!:> in process and under
Care review.

Access and Availability of Care Yes %C.F;x] process and under
Member’s Rights No No findings.

Quality Management No No findings.

State Supported Services No No findings.

Strengths—Compliance Reviews

During the 2019 Medical and State Supported Services Audits of CalViva, A&l identified no
findings in five of the seven categories evaluated. Additionally, in response to the CAP from
these audits, CalViva provided documentation to DHCS regarding changes the MCP made to
policies and procedures related to the findings A&l identified in the Utilization Management and
Member’s Rights categories. Upon review of CalViva’'s documentation, DHCS closed the CAP.

During the 2020 Medical and State Supported Services Audits of CalViva, A&l identified no
findings in four of the six categories evaluated.

Opportunities for Improvement—Compliance Reviews

CalViva has the opportunity to work with DHCS to ensure that the MCP fully resolves the
findings from the 2020 Medical Audit of CalViva by:

¢ Developing and implementing effective follow-up procedures to ensure the MCP’s
compliance with ensuring providers complete Individual Health Education Behavior
Assessments (IHEBAs) as part of the Initial Health Assessments (IHASs).

¢ Developing and implementing policies and procedures to ensure the MCP’s provider
network provides timely access for members.
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3. Managed Care Health Plan Performance Measures

Performance Measures Overview

DHCS selects a set of performance measures to evaluate the quality of care delivered by
MCPs to their members. Beginning with reporting year2 2020, DHCS modified this
performance measure set, which it now calls the Managed Care Accountability Set (MCAS).
MCAS includes only select CMS Adult and Child Health Care Quality Measures for Medicaid
(Adult and Child Core Sets), some of which are also Healthcare Effectiveness Data and
Information Set (HEDIS®)3 measures. DHCS consults with MCPs, HSAG, and stakeholders to
determine which CMS Core Set measures DHCS will require MCPs to report. DHCS
contracted with HSAG to conduct an independent audit, in alignment with the National
Committee for Quality Assurance’s (NCQA'’s) HEDIS Compliance Audit™4 standards, policies,
and procedures, to assess the validity of HEDIS and non-HEDIS MCAS performance
measures calculated and submitted by MCPs.

Hybrid Measure Reporting

MCPs are required to procure medical record data for performance measures reported using
the hybrid methodology. In April 2020, due to travel restrictions, quarantines, and potential risk
to MCP and provider staff members related to COVID-19, DHCS allowed MCPs the following
three options for hybrid measure reporting for reporting year 2020, consistent with similar
NCQA allowances:

¢ Using the applicable hybrid technical specifications, report the hybrid rates using
measurement year 2019 data.

¢ Report the measurement year 2018 audited hybrid rates, if available (i.e., the MCP
reported the rates to DHCS or reported the rates to the NCQA as part of the health plan
accreditation process).

¢+ Report the hybrid rates using measurement year 2019 administrative data only.

Appendix GG includes tables that display all MCP reporting units and hybrid measures for
those MCPs that chose to report rates using measurement year 2018 audited hybrid rates or
using measurement year 2019 administrative data only. Please refer to this appendix to see
the reporting units and measures CalViva chose to report using one or both of these two
options.

2 The reporting year is the year in which MCPs report the rates. The reporting year rates reflect
measurement year data from the previous calendar year.

3 HEDIS® is a registered trademark of NCQA.
4 HEDIS Compliance Audit™ is a trademark of NCQA.
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Note: All reporting year 2020 administrative measure rates reflect measurement year data from
January 1, 2019, through December 31, 2019.

DHCS-Established Performance Levels

To assess performance for each MCP reporting unit, HSAG compares the rates to DHCS-
established performance levels that are based on national benchmarks. The high performance
levels and minimum performance levels represent the NCQA Quality Compass®> Medicaid
health maintenance organization (HMO) 90th and 50th percentiles, respectively. DHCS initially
established minimum performance levels for 13 hybrid and five administrative MCAS
measures for reporting year 2020; however, due to COVID-19, DHCS determined not to hold
MCPs accountable to meet the minimum performance levels for any measures. Instead, DHCS
required all MCPs to conduct specific quality improvement activities as described under the
“Reporting Year 2020 Quality Monitoring and Corrective Action Plans” heading in this section.

Reporting Year 2019 HEDIS Improvement Plan Process

For reporting year 2019 performance measures with rates below the DHCS-established
minimum performance levels, DHCS required MCPs to submit to DHCS improvement plans
(IPs). IPs generally consisted of submitting Plan-Do-Study-Act (PDSA) Cycle Worksheets;
however, if an MCP was already conducting a performance improvement project (PIP) for a
measure with a rate below the minimum performance level, DHCS did not require the MCP to
also conduct IP PDSA cycles and submit PDSA Cycle Worksheets for the measure.
Additionally, when DHCS determined that a more systematic intervention was warranted,
DHCS approved the MCP to conduct a SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis as an alternative quality improvement activity. Note that the IP requirements
do not apply to new MCPs or newly created regions.

Reporting Year 2019 Corrective Action Plans

For reporting year 2019, DHCS required a CAP for MCPs that had multiple measures with
rates below the minimum performance levels, or when DHCS determined that a CAP was
necessary. CAP requirements included, but were not limited to:

¢ Triannual reporting of MCAS PDSA Cycle Worksheets with corresponding, continuous,
rapid-cycle improvement activities.

Additional technical assistance calls with DHCS Nurse Consultant staff.
In-person meetings with MCP and DHCS executive staff members.

5 Quality Compass® is a registered trademark of NCQA.
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Reporting Year 2020 Quality Monitoring and Corrective Action Plans

While DHCS determined not to hold MCPs accountable to meet the minimum performance
levels for any of the reporting year 2020 MCAS measures, DHCS required that all MCPs:

¢ Conduct PDSA cycles on one MCAS measure that focuses on preventive care, chronic
disease management, or behavioral health and has been impacted by COVID-19. MCPs
must provide evidence to support their measure choice. DHCS noted that to accommodate
barriers related to COVID-19, DHCS will allow MCPs flexibility regarding the PDSA cycle
format and interventions. MCPs are required to submit PDSA cycle information to DHCS
using DHCS’ PDSA Cycle Worksheet.

¢ Develop and submit to DHCS a brief COVID-19 Quality Improvement Plan (QIP) that
includes a description of the MCP’s strategies or interventions aimed at increasing the
provision of preventive services, chronic disease care, and/or behavioral health services for
members amidst COVID-19. MCPs are required to submit an initial COVID-19 QIP and a
six-month progress update.

Sanctions

California Welfare and Institutions Code (CA WIC) §14197.7 and the MCP contracts authorize
DHCS to impose sanctions on MCPs that fail to meet the required minimum performance
levels on any of the applicable MCAS measures in any reporting unit. Sanctions may include
financial penalties or auto-assignment withholds. The level and type of sanction depends on
the number of deficiencies and the severity of the quality issues identified. Note that based on
DHCS not holding MCPs accountable to meet the minimum performance level for any
measure, DHCS will not impose any sanctions based on reporting year 2020 performance
measure results.

Performance Measure Validation Results

HSAG conducted an independent audit of CalViva, and the HEDIS 2020 Compliance Audit
Final Report of Findings for CalViva Health contains the detailed findings and
recommendations from the audit.

The HSAG auditor determined that CalViva followed the appropriate specifications to produce
valid rates; however, during primary source verification of a sample of randomly selected dual
eligibility exclusions, the auditor noted that several members only had dual eligible coverage
during part of the measurement year. The auditor indicated that to comply with NCQA'’s
General Guideline 15 wherein exclusions are to be applied according to the continuous
enrollment requirements for each measure, CalViva should implement dual eligibility
calculations in monthly enrollment spans.
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Performance Measure Results

After validating the MCP’s performance measure rates, HSAG assessed the results. See Table
3.1 through Table 3.12 for CalViva’s performance measure results for reporting year 2020.

Note the following regarding Table 3.1 through Table 3.12:

¢ To allow HSAG to provide meaningful assessment of MCP performance and actionable
recommendations, HSAG, in collaboration with DHCS, organized the measures into
domains based on the health care areas each measure affects.

¢ The tables present reporting year 2020 rates only, based on DHCS making changes to
performance measure requirements and age stratifications from the previous reporting
year. The EQRO will display performance measure rate comparisons in the 2020-21 MCP-

specific evaluation reports and trending beginning in the 2021-22 MCP-specific evaluation
reports.

¢ Based on DHCS not holding MCPs accountable to meet minimum performance levels for
any measures, HSAG only presents the performance measure results and does not make
conclusions or recommendations related to the MCP’s reporting year 2020 performance
measure results.

Children’s Health Domain

Table 3.1 through Table 3.3 present the reporting year 2020 performance measure rates within
the Children’s Health domain.

Table 3.1—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
CalViva—Fresno County

Reporting Year

HCEETE 2020 Rate
Adolescent Well-Care Visits 53.77%
Childhood Immunization Status—Combination 10 33.82%
Children and Adolescents' Access to Primary Care Practitioners— 95.40%
Ages 12-24 Months TR
Children and Adolescents' Access to Primary Care Practitioners— 87 10%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— 87.91%
Ages 7-11 Years e
Children and Adolescents' Access to Primary Care Practitioners— 85.94%
Ages 12-19 Years e
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Reporting Year

Measure 2020 Rate
Developmental Screening in the First Three Years of Life—Total 34.22%
Immunizations for Adolescents—Combination 2 38.69%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 82.73%
BMI Percentile Documentation— Total

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

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life 74.85%

56.45%

Table 3.2—Children’s Health Domain
Reporting Year 2020 Performance Measure Results
CalViva—Kings County

Reporting Year

LB 2020 Rate
Adolescent Well-Care Visits 63.75%
Childhood Immunization Status—Combination 10 33.09%
Children and Adolescents' Access to Primary Care Practitioners— 93.44%
Ages 12—-24 Months e
Children and Adolescents' Access to Primary Care Practitioners— 87 35%
Ages 25 Months—6 Years e
Children and Adolescents' Access to Primary Care Practitioners— 88.25%
Ages 7-11 Years e
Children and Adolescents' Access to Primary Care Practitioners— 85.249
Ages 12-19 Years e
Developmental Screening in the First Three Years of Life—Total 25.12%
Immunizations for Adolescents—Combination 2 35.04%

Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents— 91.73%
BMI Percentile Documentation— Total

Well-Child Visits in the First 15 Months of Life— 62.53%
Six or More Well-Child Visits PO 70

Well-Child V