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1. Executive
Summary

Overview

Since June 2002, Health Services Advisory Group, Inc. (HSAG), has served as the external quality
review organization (EQRO) for the Illinois Department of Healthcare and Family Services (HFS). As
required by the Code of Federal Regulations (CFR) at Title 42, Section (§)438.364, HFS contracted with
HSAG to prepare an annual, independent ——

technical report that provides a description of
how the data from all activities conducted in
accordance with §438.358 were aggregated and
analyzed, and conclusions were drawn as to the
quality and timeliness of, and access to the care
furnished by the Medicaid managed care health
plans (health plans). The CFR requires that states
contract with an EQRO to conduct an annual
evaluation of health plans that serve Medicaid
beneficiaries to determine each health plan’s
compliance with federal quality assessment and
performance improvement (QAPI) standards.
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Medicaid Managed Care Health Plans (Health Plans)

HealthChoice

HealthChoice Illinois is served by five health plans and one specialty plan. Five of the HealthChoice
[llinois health plans serve enrollees statewide, and one health plan serves enrollees in Cook County only,
as shown in Table 1-1 below.

Table 1-1—HealthChoice lllinois Health Plans for SFY 2023

Health Plan Name Abbreviation

Aetna Better Health Aetna
Blue Cross Community Health Plans BCBSIL
CountyCare (serves Cook County only) CountyCare
Meridian Meridian
Molina Healthcare of Illinois Molina
YouthCare Specialty Plan YouthCare

YouthCare is a specialty plan that administers benefits for DCFS Youth, DCFS Youth in Care (YiC),
and Former Youth in Care (FYiC). Working with the youth’s caseworker, YouthCare offers additional
benefits and is designed to improve access to care through active coordination and a more robust
provider network. With YouthCare, DCFS youth receive additional benefits, such as trauma-informed
care coordination for behavioral health needs. YouthCare provides specialized programming for
adoptive families, including an adoption-competent network of therapists to support the different phases
of adoption and child development.

Medicare-Medicaid Alignment Initiative (MMAI)

HFS contracted with five health plans to administer the MMALI, an ongoing partnership between HFS,
CMS, and health plans, which provides coordinated care to dually eligible beneficiaries in Illinois. Table
1-2 displays the MMALI health plans.

Table 1-2—MMAI Health Plans for SFY 2023

Health Plan Name ‘ Abbreviation
Aetna Better Health Premier Plan Aetna
Blue Cross Community MMAI BCBSIL
Humana Gold Plan Integrated Humana

Page | 2
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Health Plan Name ‘ Abbreviation
Meridian Meridian
Molina Dual Options Medicare-Medicaid Plan Molina
Quality Strategy

In 2021, in accordance with 42 CFR §438.200 et seq., HFS developed a transformative, person-centered,
integrated, equitable Comprehensive Medical Programs Quality Strategy (Quality Strategy) designed to
improve outcomes in the delivery of healthcare at a community level. The Quality Strategy included 12
quality framework goals as shown in Figure 1-1.!!

Figure 1-1—Quality Framework Goals

Better Care

1. Improve population health.

2. Improve access to care.

3. Increase effective coordination of care.

Healthy People/Healthy Communities

Improve participation in preventive care and screenings.
Promote integration of behavioral and physical healthcare.
Create consumer-centric healthcare delivery system.

Identify and prioritize reducing health disparities.
Implement evidence-based interventions to reduce disparities.
Invest in the development and use of health equity performance measures.
10 Incentivize the reeducation of health disparities and achievement of health equity.

Affordable Care

11. Transition to value- and outcome-based payment.

12. Deploy technology initiatives and provide incentives to increase adoption of electronic
health records (EHRs) and streamline and enhance performance reporting, eligibility and
enrollment i

-l Tllinois Department of Healthcare & Family Services. 2021-2024 Comprehensive Medical Programs Quality Strategy.

Available at:
https://hfs.illinois.gov/content/dam/soi/en/web/hfs/sitecollectiondocuments/il202 12024comprehensivemedicalprogramsquality
strategyd1.pdf. Accessed on: Feb 22, 2023.
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The Quality Strategy identified five pillars of improvement inclusive of the populations served by
Medicaid, including women and infant health, consumers with behavioral health needs, consumers with
chronic conditions, and healthy children and adults with a central focus on health equity. Vision for
improvement program goals were identified for each pillar, as shown in Figure 1-2. This report provides
a review of health plan performance in comparison to the Quality Strategy goals.

Figure 1-2—Vision for Improvement Program Goals'2

Improve Maternal and Infant Health Outcomes
* Reduce preterm birth rate and infant mortality
* Improve the rate and quality of postpartum visits
* Improve well-child visits rates for infants and children
* Increase immunization rates for infants and children

Improve Behavioral Health Services and Supports for Adults
Improve integration of physical and behavioral health
Improve transitions of care from inpatient to community-based services
Improve care coordination and access to care for individuals with alcohol
and/or substance use disorders

Improve Behavioral Health Services and Supports for Children
Improve integration of physical and behavioral health
Improve transitions of care from inpatient to community-based services
Reduce avoidable psychiatric hospitalizations through improved access to
community-based services
Reduce avoidable emergency department (ED) visits by leveraging statewide
mobile crisis response

Increase Preventive Care Screenings—Use Data to Identify Target
Areas in Priority Regions where Disparities in Optimal Outcomes

are the Highest
*  Focus on health equity

Serve More People in the Settings of Their Choice
* Increase the percentage of older adults and people receiving institutional
care (nursing facilities) to home- or community-based programs to maximize

the health and independence of the individual

Page | 4



N .
HSAG 35 Executive Summary

ADVISORY GROUP

Aggregating and Analyzing Statewide Data

42 CFR §438.364(a)(1) requires this technical report to include a description of the manner in which the
data from all activities conducted in accordance with §438.358 were aggregated and analyzed, and
conclusions were drawn as to the quality, timeliness, and accessibility of care furnished by the health
plans. HSAG follows a four-step process to aggregate and analyze data collected from all EQR activities
and draw conclusions about the quality, timeliness, and accessibility of care furnished by each plan, as
well as the program overall.

Step 1: HSAG analyzes the quantitative results obtained from each EQR activity for each plan to
identify strengths and weaknesses in each domain of quality, timeliness, and access to services furnished
by the plan for the EQR activity.

Step 2: From the information collected, HSAG identifies common themes and the salient patterns that
emerge across EQR activities for each domain and draws conclusions about overall quality, timeliness,
and accessibility of care and services furnished by the plans.

Step 3: From the information collected, HSAG identifies common themes and the salient patterns that
emerge across all EQR activities related to strengths and opportunities for improvement in one or more
of the domains of quality, timeliness, and access to care and services furnished by the plans.

Step 4: HSAG identifies any patterns and commonalities that exist across the program to draw
conclusions about the quality, timeliness, and accessibility of care for the program.

Detailed information about each activity’s methodology is provided in the appendices of this report. For
a comprehensive discussion of the strengths, opportunities for improvement, conclusions, and
recommendations for each health plan, please refer to the results of each activity in Sections 2 through 7
of this report, as well as in Appendix A3 for health plan-specific analyses.

Please note, program-level and health plan-specific “strengths” are identified throughout this report in
alignment with CMS guidance. However, rather than identifying “weaknesses,” HSAG, in advisement
from HFS, has designated “opportunities for improvement” throughout the report, which include areas
where program or health plan performance was identified as needing improvement and
recommendations were made to address performance.

Performance Domains

Results are presented to demonstrate the overall strengths and opportunities for improvement regarding
the quality, timeliness, and accessibility of the care provided by the health plans serving Illinois’
Medicaid beneficiaries. Descriptions of the three performance domains can be found in Appendix Al.

Page | 5
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Scope of External Quality Review (EQR) Activities

HSAG used the results of mandatory and optional EQR activities, as described in 42 CFR §438.358. The
EQR activities included as part of this assessment were conducted consistent with the associated EQR
protocols developed by CMS.!-* The purpose of these activities, in general, is to improve states’ ability
to oversee and manage plans they contract with for services and help health plans improve their
performance with respect to quality of, timeliness of, and access to care. Effective implementation of the
EQR-related activities will facilitate state efforts to purchase high-value care and to achieve higher-
performing healthcare delivery systems for their Medicaid and Children’s Health Insurance Program
(CHIP) members. For the SFY 2023 assessment, HSAG used findings from the mandatory EQR
activities displayed in Table 1-3 below and the optional activities described in sections 6 and 7 to derive
conclusions and make recommendations about the quality of, timeliness of, and access to care and
services provided by each health plan.

Table 1-3—EQR Mandatory Activities

Activity Description CMS Protocol
Mandatory Activities
Validation of Performance This activity verifies whether a PIP Protocol 1. Validation of
Improvement Projects (PIPs) | conducted by a health plan used sound Performance Improvement
methodology in its design, Projects
implementation, analysis, and reporting.
Performance Measure This activity assesses whether the Protocol 2. Validation of
Validation (PMV) performance measures (PMs) calculated | Performance Measures

by a health plan are accurate based on
the measure specifications and State
reporting requirements.

Compliance With Standards This activity determines the extent to Protocol 3. Review of
which a Medicaid and CHIP health plan | Compliance With Medicaid and
is in compliance with federal standards CHIP Managed Care Regulations

and associated state-specific
requirements, when applicable.

Validation of Network This activity includes validating data to | Protocol 4. Validation of
Adequacy (NAV)* determine whether the network Network Adequacy
standards, as defined by the state, were
met.

*Protocol 4. Validation of Network Adequacy was released in February 2023; therefore, full implementation will occur with the 2024 NAV
activities.

13 Department of Health and Human Services, Centers for Medicare & Medicaid Services. External Quality Review (EQR)

Protocols, February 2023. Available at: https://www.medicaid.gov/sites/default/files/2023-03/2023-eqr-protocols.pdf.
Accessed on: Jan 2, 2024.
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HealthChoice Illinois (HCI) Performance Snapshot

Table 1-4 and Table 1-5 provide a high-level snapshot of statewide performance for Healthcare
Effectiveness Data and Information Set (HEDIS®)!** measures, compliance monitoring, PIPs, and
Consumer Assessment of Healthcare Providers and Systems (CAHPS®)!"® results for SFY 2023. The
HEDIS results represent the HFS priority measures (listed in Appendix A1), and percentiles refer to
national Medicaid percentiles. Additional details about these results can be found in subsequent
sections of this report.

-4 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA).
15 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
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Table 1-4—HCI Performance Snapshot State Fiscal Year (SFY) 2023—Strengths

Overall Domain Performance

Performance Quality Timeliness Access
HEDIS 46 Quality Measure Indicator Rates' 25 Timeliness Measure Indicator Rates' 30 Access Measure Indicator Rates'
. For HCI and MMAL, a total of seven standards were assessed in SFY 2023. Generally, the health plans and Medicare-Medicaid Plans
Compliance . . . .
(MMPs) were compliant with policies and procedures, as well as file reviews.
PIPs The health plans submitted two new state-mandated PIPs for validation: Improving Timeliness of Prenatal Care and Improving
Transportation Services.
CAHPS Member experience survey results for Customer Service indicated that adult members perceived better quality of care from their health plan
when they needed assistance (from 2022 to 2023) and perceived they were able to receive care when they needed it.
90th Percentile and Above 90th Percentile and Above 90th Percentile and Above
e 1 of 46 measure rates (2.2%) e | of 25 measure rates (4.0%) e | of 30 measure rates (3.3%)
o Follow-Up After Emergency o FUM—7-Day Follow-Up—Ages 6— o FUM—7-Day Follow-Up—Ages 6—
Department Visit for Mental Illness 17 17
(FUM)—7-Day Follow-Up—Ages 6— Between the 75th and 89th Percentiles Between the 75th and 89th Percentiles
17 e 1 of 25 measure rates (4.0%) e 1 of 30 measure rates (3.3%)
Between the 75th and 89th Percentiles o FUM—30-Day Follow-Up—Ages 6— o FUM—30-Day Follow-Up—Ages 6—
Strengths e 3 of 46 measure rates (6.5%) 7 7
o o A dolescents Between the 50th and 74th Percentiles Between the 50th and 74th Percentiles
] J (IMA)—Combination 1 e 11 of 25 measure rates (44.0%) e 14 of 30 measure rates (46.7%)
' o FUM—30-Day Follow-Up—Ages 6 o FUI—7-Day Follow-Up—Ages 13— o Annual Dental Visit (ADV)
17 17, and 7-Day Follow-Up—Ages o FUI—7-Day Follow-Up—Ages 13—
HEDIS o Metabolic Monitoring for Children 18-64, and 7-Day Follow-Up—Ages 17, and 7-Day Follow-Up—Ages
and Adolescents on Antipsychotics 65+ 18-64, and 7-Day Follow-Up—Ages
(APM)—Blood Glucose Testing—Total © U Dy ellion-Up—alges 3= o
17, and 30-Day Follow-Up—Ages o FUI—30-Day Follow-Up—Ages 13—
Between the S0th and 74th Percentiles 18-64, and 30-Day Follow-Up— 17, and 30-Day Follow-Up—Ages
e 16 of 46 measure rates (34.8%) Ages 65+ 18—64, and 30-Day Follow-Up—
o Child and Adolescent Well-Care Visits o FUM—7-Day Follow-Up—Ages 18— Ages 65+
(WCV) 64 and 7-Day Follow-Up—Ages 65+ o FUM—7-Day Follow-Up—Ages 18—
o Follow-Up After High-Intensity Care o FUM—30-Day Follow-Up—Ages 64 and 7-Day Follow-Up—Ages 65+
for Substance Use Disorder (FUI)—7- 18—64 o FUM—30-Day Follow-Up—Ages
Day Follow-Up—Ages 13—17, and 7- o PPC—Timeliness of Prenatal Care 18—64
Day Follow-Up—Ages 18—64, and 7- and Postpartum Care o PPC—Timeliness of Prenatal Care
Day Follow-Up—Ages 65+ and Postpartum Care
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Quality

Overall Domain Performance

Timeliness

HEDIS

46 Quality Measure Indicator Rates'

25 Timeliness Measure Indicator Rates'

30 Access Measure Indicator Rates'

o FUI—30-Day Follow-Up—Ages 13—
17, and 30-Day Follow-Up—Ages 18—
64, and 30-Day Follow-Up—Ages 65+

o FUM—7-Day Follow-Up—Ages 18—
64 and 7-Day Follow-Up—Ages 65+

o FUM—30-Day Follow-Up—Ages 18—
64

o Hemoglobin Alc Control for Patients
With Diabetes— HbAlc Control
(<8.0%)

o Prenatal and Postpartum Care
(PPC)—Timeliness of Prenatal Care
and Postpartum Care

o Statin Therapy for Patients With
Diabetes—Received Statin Therapy
and Statin Adherence 80%

o Well-Child Visits in the First 30
Months of Life (W30)—Well-Child
Visits in the First 15 Months—Six or
More Well-Child Visits

o wWcCrv

o W30—Well-Child Visits in the First
15 Months—Six or More Well-Child
Visits

il.

iil.

HEDIS results are based on the statewide weighted average (inclusive of all health plans). The quality measures reported for this table are those that could be compared to
NCQA’s Quality Compass® national Medicaid health maintenance organization (HMO) percentiles for HEDIS measurement year (MY) 2022. (Quality Compass® is a
registered trademark of the NCQA.) Refer to Appendix A1 for a list of the performance measure indicators that are included in the quality, timeliness, and access domains.
Twenty-three quality measure indicator rates are also included in the timeliness and access domains. Five quality measure indicator rates are also included in the access
domain. One quality measure indicator rate is also included in the timeliness domain. Seventeen quality measure indicator rates are only included in the quality domain.
Twenty-five timeliness measure indicator rates were compared to national Medicaid percentiles for HEDIS MY 2022; 23 of the 25 measure indicator rates are also included in
the quality and access domains, one of the 25 timeliness measure rates is also included in the quality domain, and one of the 25 timeliness measure rates is also included in the

access domain.

Thirty access measure indicator rates were compared to national Medicaid percentiles for HEDIS MY 2022; 23 of the 30 access measure indicator rates are also included in
both the quality and timeliness domains. Additionally, five of the 30 access measure rates are also included in the quality domain, one of the 30 access measure rates is also
included in the timeliness domain, and one access measure indicator rate is also included in the access domain.
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Table 1-5—HCI Performance Snapshot SFY 2023—Opportunities for Improvement

Overall Domain Performance

Quality

Timeliness

HEDIS 46 Quality Measures Rates 25 Timeliness Measures Rates 30 Access Measures Rates
Combliance Compliance review file reviews demonstrated opportunities for improvement for health plans and MMPs related to processing of
P denials, timeliness of appeals decisions, and adherence to the HFS Readability Protocol.
PIPs No overall opportunities for improvement were identified.
Adult experience survey results were below the 50th percentile for every measure except Getting Care Quickly and Customer Service,
CAHPS which indicates that members perceive a lack of access to care, as well as an overall lack of quality of care. Child experience survey
results were below the 50th percentile for every measure, which indicates that parents/caretakers of child members perceive a lack of
access to and timeliness of care, as well as an overall lack of quality of care.
Below the 25th Percentile Below the 25th Percentile Below the 25th Percentile
® 6 of 46 measure rates (13.0%) e 4 of 25 measure rates (16.0%) ¢ 5 of 30 measure rates (16.7%)
o Childhood Immunization Status (CIS)— o FUH—7-Day Follow-Up— o CIS— Combination 10
Opportunities Combination 10 Ages 18—64 o FUH—7-Day Follow-Up—
for o Follow-Up After Hospitalization for Mental o FUH—30-Day Follow-Up— Ages 18—64
Improvement Iliness (FUH)—7-Day Follow-Up—Ages 18— Ages 18—64 and 30-Day o FUH—30-Day Follow-Up—
64 Follow-Up—Ages 65+ Ages 18—64 and 30-Day
4 o FUH—30-Day Follow-Up—Ages 18—64 and o POD—Ages 65+ Follow-Up—Ages 65+
2z 30-Day Follow-Up—Ages 65+ o POD—Ages 65+
. o Pharmacotherapy for Opioid Use Disorder Between the 25th and 49th Between the 25th and 49th
HEDIS (POD)—Ages 65+ Percentiles Percentiles

o Weight Assessment and Counseling for
Nutrition and Physical Activity for
Children/Adolescents (WCC)—Body Mass
Index (BMI) Percentile Documentation—Total

Between the 25th and 49th Percentiles

¢ 20 of 46 measure rates (43.5%)
o APM—Cholesterol Testing—Total and Blood
Glucose and Cholesterol Testing—Total
o Blood Pressure Control for Patients with
Diabetes—Blood Pressure Control (<140/90
mm Hg)

e 8 of 25 measure rates (32.0%)

o Adults’ Access to
Preventive/Ambulatory Health
Services—Total

o Controlling High Blood
Pressure

o FUH—7-Day Follow-Up—
Ages 6—17 and 7-Day Follow-
Up—Ages 65+

o FUH—30-Day Follow-Up—
Ages 617

¢ 9 of 30 measure rates (30.0%)

o Adults’ Access to
Preventive/Ambulatory
Health Services—Total

o CIS—Combination 3

o FUH—7-Day Follow-Up—
Ages 617 and 7-Day Follow-
Up—Ages 65+

o FUH—30-Day Follow-Up—
Ages 617

Page | 10




/—\ L4
HSAG 355 Executive Summary
S

Table 1-5—HCI Performance Snapshot SFY 2023—Opportunities for Improvement

Indicators of Overall Domain Performance

Quality

Timeliness

Performance

HEDIS

46 Quality Measures Rates

25 Timeliness Measures Rates

30 Access Measures Rates

(@) O O O O O O

o

Breast Cancer Screening (BCS)

Cervical Cancer Screening (CCS)
Chlamydia Screening in Women (CHL)
CIS—Combination 3

Controlling High Blood Pressure

Eye Exam for Patients With Diabetes—Eye
Exam (Retinal) Performed

FUH—7-Day Follow-Up—Ages 6—17 and 7-
Day Follow-Up—Ages 65+

FUH—30-Day Follow-Up—Ages 6—17
FUM—30-Day Follow-Up—Ages 65+
Hemoglobin Alc Control for Patients With
Diabetes— HbAlc Poor Control (>9.0%)
IMA—Combination 2

POD—Ages 16—64 and Total (Ages 16+)
WCC—Counseling for Nutrition—Total and
Counseling for Physical Activity—Total
W30—Well-Child Visits for Age 15 Months—
30 Months—Two or More Well-Child Visits

o FUM—30-Day Follow-Up—
Ages 65+

o POD—Ages 1664 and Total
(Ages 16+)

o FUM—30-Day Follow-Up—
Ages 65+

o POD—Ages 1664 and Total
(Ages 16+)

o W30—Well-Child Visits for
Age 15 Months—30 Months—
Two or More Visits
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Program Findings and Conclusions

HSAG used its analyses and evaluations of EQR activity findings from SFY 2022 to comprehensively
assess the health plans’ performance in providing quality, timely, and accessible healthcare services to
Medicaid and CHIP members. For each health plan reviewed, HSAG provides a summary of its overall
key findings, conclusions, and recommendations based on the health plan’s performance, which can be
found in sections 2 through 7 of this report. The overall findings and conclusions for all health plans
were also compared and analyzed to develop overarching conclusions and recommendations. Table 1-6
highlights substantive findings and actionable state-specific recommendations, when applicable, for
HFS to further promote its Quality Strategy goals and objectives.

Table 1-6—Substantive Findings

Program Strengths

Quality
e e Adolescent members received the appropriate immunizations as all five health plans and the
statewide average ranked at or above the 50th percentile for the Immunizations for Adolescents—
Combination 1 measure. Of note, one health plan and the statewide average ranked at or above the
75th percentile, and two health plans ranked at or above the 90th percentile.

e More women received preventive screenings in MY 2022 than the prior measurement year.
Although the statewide average fell below the 50th percentile for the three screening measures in
the Women’s Health and Maternal Health domain, all five health plans and the statewide average
demonstrated an increase in performance for the Breast Cancer Screening measure, with four
health plan rates increasing by one percentile ranking. Rates for Cervical Cancer Screening
improved with four health plans and the statewide average demonstrating increased rates. Four
health plans and the statewide average also increased performance for Chlamydia Screening in
Women.

e Members with high blood pressure were receiving statin therapy, which helps reduce the risk
of cardiovascular disease (all five health plans and the statewide average demonstrated
performance above the 50th percentile for the Statin Therapy for Patients with Diabetes).

e All five health plans reported rate increases for the Long-Term Services and Supports (LTSS)
Comprehensive Care Plan and Update measure, with three of the five plans reporting
significantly higher rates for both the core and supplemental elements.

e Member experience survey results for Customer Service indicated that adult members
perceived better quality of care from their health plan when they needed assistance (from 2022
to 2023).

e Most health plans achieved a Reportable designation for PMV activities, indicating effective
systems to calculate and report performance measures.

e Most health plans demonstrated compliance with case management staffing and training
requirements, including qualifications and related experience, caseload assignments, and
training.

e Opverall, health plans had effective systems and processes to identify, report, address, and seek
to prevent critical incidents (Cls) as determined by quarterly reviews of CI records.

e Three of five health plans in HealthChoice and one MMP performed at or above 90 percent in
demonstrating compliance to CMS home- and community-based services (HCBS)
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Program Strengths

performance measures, and two of the five waiver types averaged greater than 90 percent
compliance, as identified via the quarterly HCBS record reviews.

HSAG = Executive Summary

Access and/or Timeliness

e Four out of five health plans and the statewide average demonstrated an increase in performance
for the Annual Dental Visit measure, indicating the health plans’ commitment to their members’
oral health, which is essential to overall health.

e Member experience survey results indicated that adult members perceived they were able to
receive needed care when they needed it.

e Health plans contracted with a sufficient number of required provider types within each
service region as verified by the analysis and monitoring of the provider networks.

e Members had access to most types of providers within a reasonable amount of time or
distance as validated by the time/distance analysis which included adult and child primary
care providers (PCPs), behavioral health providers, pharmacies, hospitals, and a variety of
specialty types.

Quality, Access, and/or Timeliness

e A majority of Illinois’ youngest children received well-care visits which provide an
opportunity for providers to assess physical, emotional, and social development (as indicated
by all five health plans demonstrating an increase in performance for both Well-Child Visits in the
First 30 Months of Life measure indicators).

e A majority of birthing persons received recommended prenatal and postpartum care (as
indicated by three out of five health plans ranking at or above the 75th percentile for the Prenatal
and Postpartum Care—Timeliness of Prenatal Care measure and four out of five health plans
ranking at or above the 50th percentile for the Prenatal and Postpartum Care—Postpartum Care
measure).

e Health plans were ensuring that child members seen in the ED with a mental health diagnosis
were receiving timely follow-up care (as indicated by all five health plans and the statewide
average ranking at or above the 75th percentile for the Follow-Up After Emergency
Department Visit for Mental Iliness measure).

e The final aggregate HealthChoice compliance review score for the Access domain was 99
percent, demonstrating strengths and adherence to requirements measured in the areas of care
coordination, coverage and authorization of services, and credentialing and recredentialing.

e The final aggregate HealthChoice compliance review score for the Structure and Operations
domain and the Measurement and Improvement domain was 100 percent, demonstrating
adherence to requirements related to grievance and appeal systems; organization and
governance; subcontractual relationships and delegation; and QAPI program.

e The MMAI compliance review final scores ranged from 99 percent to 100 percent for all
MMPs, demonstrating compliance with policies and procedures as well as file reviews.

e Opverall, the health plans demonstrated parity between medical and surgical services and
mental, emotional, nervous, or substance use disorder or condition services (as evidenced in
the mental health parity review).
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Program Weaknesses

Quality
a o All five health plans and the statewide average demonstrated a decrease in performance for
the Childhood Immunization Status—Combination 10 measure, and all rates ranked below the
25th percentile. Additionally, health plan and statewide performance on the Childhood
Immunization Status—Combination 3 measure ranked below the 50th percentile.

e Although improvements were made from the prior year, the statewide average still fell below
the 50th percentile for the three screening measures in the Women’s Health and Maternal Health
Domain. Three of five health plans and the statewide average for the Cervical Cancer
Screening measure and the Breast Cancer Screening measure ranked below the 50th
percentile, with one health plan ranking below the 25th percentile for both measures.

e Room for improvement was indicated for all of the health plans on successfully transitioning
Medicaid managed long-term services and supports (MLTSS) members in long-term facilities
to the community.

e In areview of case management staffing and training requirements, three of the five MMPs
had Persons who are Elderly (ELD) waiver case managers who did not meet
qualification/education requirements.

e Quarterly reviews of CI records demonstrated that all health plans had an opportunity for
improvement in contacting the enrollee or the enrollee’s authorized representative, or in
documenting why the enrollee is unable to participate in CI follow-up, for enrollees who live
in a Supportive Living Program (SLP) or Long-Term Care (LTC) facility.

e The quarterly HCBS record reviews demonstrated an opportunity for HealthChoice, MLTSS,
and MMAI to improve performance on Measure G1 (the enrollee is informed how and to
whom to report unexplained death, abuse, neglect, and exploitation at the time of
assessment/reassessment).

Access and/or Timeliness
g e Adult members were not obtaining preventive or ambulatory visits, indicating that acute
issues were not being addressed or chronic conditions were not being managed, as
demonstrated by all five health plans ranking below the 50th percentile for the Access to Care
domain measures. Performance continued to decrease amongst all health plans for the Adults’
Access to Preventive/Ambulatory Health Services measure and the Ambulatory Care—ED
Visits—Total measure.

e Inan access and availability survey with dental providers and PCPs, HSAG was unable to
reach almost 35 percent of sampled cases and was only able to obtain an appointment date
with 25.4 percent of the sampled locations.

e Members are experiencing wait times beyond the appointment compliance standards as only
34.4 percent of dental appointments and 12.7 percent of PCP visits met the appointment
standard in the access and availability survey.

o The time/distance study identified regional gaps in access to pharmacies, oral surgery
specialists, and to a lesser extent allergy and immunology specialists.

Q Quality, Access, and/or Timeliness
e All five health plans demonstrated a decrease in performance for the Child and Adolescent
Well-Care Visits—Total measure. Additionally, three of the health plans decreased one
percentile ranking.

e Adult and child members who were hospitalized for mental illness were not accessing or
receiving timely follow-up care for mental illness as overall performance for the Follow-Up
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Program Weaknesses

After Hospitalization for Mental Illness measure remained low across all five health plans. In
the Adult Behavioral Health domain, the statewide average for the Follow-Up After
Hospitalization for Mental lllness—7-Day Follow-Up—Ages 65+ was the only indicator to
rank between the 25th and 49th percentiles, with the remainder of the measure indicators
ranking below the 25th percentile. In the Child Behavioral Health domain, all but one health
plan ranked below the 50th percentile for both indicators.

e Adult experience survey results were below the 50th percentile for every measure except
Getting Care Quickly and Customer Service, which indicates that members perceive a lack of
access to care, as well as an overall lack of quality of care.

e Child experience survey results were below the 50th percentile for every measure, which
indicates that parents/caretakers of child members perceive a lack of access to and timeliness
of care, as well as an overall lack of quality of care.

e Results of HealthChoice and MMAI compliance review file reviews demonstrated
opportunities for improvement for health plans and MMPs related to processing of denials,
timeliness of appeal decisions, and adherence to the HFS Readability Protocol.

e For care coordination, opportunities were identified in the HealthChoice compliance reviews
for improvement related to timely contact with enrollees, timely completion of care
management activities such as health risk screenings/assessments, and sharing of the care
plan. For MMALI, opportunities were identified related to timely contact with enrollees and
timely completion of care management activities such as health risk screenings/assessments.
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Recommendations for Targeting Goals and Objectives in the Quality Strategy

Program Recommendations

Quality Strategy Goal

Quality

Require health plans to conduct further analysis of potential key
drivers that may contribute to the observed lower performance in a
particular age stratification, race/ethnicity stratification, or
vaccination and to help determine why their child members are
inconsistently receiving immunizations.

e Require health plans to include a drill down to consider
whether there are disparities and/or SDOH within their
populations that contribute to lower performance in a particular
stratification.

e Consider efforts to address vaccine hesitancy or any other
barriers impacting performance on childhood immunization
rates, especially for influenza vaccine rates.

Require health plans that fell below the 50th percentile to conduct
further analysis of potential key drivers to determine why members
are not receiving breast cancer, cervical cancer, or chlamydia
screenings.

e Require health plans to include a drill down to consider
whether there are disparities and/or SDOH within the
disproportionately impacted area (DIA) population that
contribute to lower performance in a particular age or
race/ethnicity stratification.

and/or Objective

Goal 1: Improve
population health.

Goal 4: Improve
participation in preventive
care and screenings.

Require health plans to review and document their process for
identifying the eligible population and their data sources for
institutional facility claims in addition to thorough oversight and
validation. Additionally, require health plans evaluate their clinical
review process for continued stay requests to look for opportunities
to initiate transition planning as early as possible from a long-term
institutional stay.

Require MMPs to review the qualification/education requirements
for the waivers and develop a plan to ensure that only staff meeting
requirements are assigned waiver caseloads.

Require health plans to revise enrollee education attestation
forms/tools to ensure that documentation of education on how to
report unexplained death is captured and educate care managers on
expectations for enrollee/authorized representative education.

Goal 3: Increase effective
coordination of care.

Goal 6: Create consumer-
centric healthcare delivery
system.

Access and/or
Timeliness

Require health plans to conduct further analysis to include a drill
down of disparities and/or SDOH within the DIA population that
contribute to lower performance in a particular age stratification or
race/ethnicity stratification to identify why members are not
accessing preventive or ambulatory visits.

Goal 2: Improve access to
care.

Goal 4: Improve
participation in preventive
care and screenings.
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Domain

Program Recommendations

Executive Summary

Quality Strategy Goal
and/or Objective

To address potential opportunities to improve access:

e Supply each health plan with the case-level survey data files
and a defined timeline by which each health plan will address
provider data deficiencies identified during the access and
availability survey calls.

e Conduct a network validation survey to evaluate the health
plans’ provider directory information in addition to
appointment wait times.

e Review provider offices’ requirements to ensure the barriers
are not unduly burdening the enrollee’s ability to schedule an
appointment.

e Require health plans to investigate the results of the access and
availability survey to identify whether deficiencies appear to be
systematic or associated with a specialty category and to
review provider office procedures for ensuring appointment
availability standards are being met, address questions or
reeducate providers on HFS standards, and incorporate
appointment availability standards into educational materials.

Goal 2: Improve access to
care.

Goal 6: Create consumer-
centric healthcare delivery
system.

To address potential opportunities to close network gaps:

e Continue to collaborate with those health plans that do not
meet the access standards in specific regions and help them
contract with additional providers, if available,

e Review provider categories for which no health plans met the
access standards, with the goal of determining the cause for
these failures, and identify solutions.

e Continue using appointment availability surveys and
incorporate encounter data for further analysis.

Goal 2: Improve access to
care.

Goal 6: Create consumer-
centric healthcare delivery
system.

Quality,
Access, and/or
Timeliness

Require health plans to conduct further analysis of potential key
drivers that may contribute to the observed lower performance for
members in DIA ZIP Codes in a particular age or race/ethnicity
stratification and to help determine why members are inconsistently
receiving well-care visits.

Goal 2: Improve access to
care.

Goal 4: Improve
participation in preventive
care and screenings.

To improve follow-up after hospitalization for mental illness:

e Require health plans to conduct further analysis to consider
whether there are disparities and/or SDOH within their
populations that contribute to lower performance in a particular
age or race/ethnicity stratification.

e Require health plans to evaluate member use of telehealth
services to determine best practices or opportunities to improve
access that may be reproduceable.

e Lead a multidisciplinary workgroup to identify
barriers/facilitators to members accessing follow-up care,

Goal 2: Improve access to
care.

Goal 5: Promote
integration of behavioral
and physical healthcare.
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Domain

Program Recommendations

Quality Strategy Goal

solicit best practices from other organizations within and/or
outside the State, and implement appropriate interventions.

Encourage health plans to enhance communication and
collaboration with hospitals to improve effectiveness of
transitions of care, discharge planning, and handoffs to
community settings for members with behavioral health needs.

and/or Objective

Encourage health plans to include information about the CAHPS
survey ratings in provider communications and to solicit feedback
and recommendations from their contracted providers to improve
member satisfaction.

Goal 2: Improve access to
care.

Goal 6: Create consumer-
centric healthcare delivery
system.

Continue to require the health plans and MMPs to:

Use the HFS Readability Protocol to enhance enrollee written
materials and drive toward higher success rates in achieving a
sixth-grade reading level.

Monitor efforts, including delegation oversight, to ensure
timeliness of contract activities related to care management,
denials, grievances, and appeals.

Evaluate care coordination staffing needs to ensure compliance
with care coordination contractual requirements.

Goal 3: Increase effective
coordination of care.

Goal 6: Create consumer-
centric healthcare delivery
system.
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2. Performance
Measures

Overview

HSAG validates performance measures for each health plan to assess the accuracy of performance
measures reported by the health plans, determine the extent to which these measures follow HFS’
specifications and reporting requirements, and
validate the data collection and reporting
processes used to calculate the performance
measure rates.

HFS assesses strengths, needs, and challenges to
identify target populations and prioritize
improvement efforts.

In alignment with HFS’ Quality Strategy, results
from selected HEDIS measures are presented in
this section to provide a snapshot of performance
of Illinois’ Medicaid health plans in the Pillars of
Care domains:

e Access to Care

e Child Health

e Women’s Health

e Maternal Health

e Living With Illness

e Adult Behavioral Health
e Child Behavioral Health
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Introduction

Health Plans

Table 2-1 displays the HCI health plans for which performance measures were reported in SFY 2023.%!

Table 2-1—HCI Health Plans for HEDIS MY 2022 Measure Performance

Health Plan Name ‘ Abbreviation
Aetna Better Health Aetna
Blue Cross Blue Shield of Illinois BCBSIL
CountyCare Health Plan (serves Cook County only) CountyCare
MeridianHealth Meridian
Molina Healthcare of Illinois Molina

Performance Measure Validation (PMV)—HEDIS

HFS required that an NCQA-licensed audit organization conduct an independent audit of each health
plan’s MY 2022 data. HFS contracted with HSAG to conduct an audit for each HCI health plan. HSAG
adhered to NCQA’s HEDIS Measurement Year 2022, Volume 6, HEDIS Compliance Audit: Standards,
Policies and Procedures, which outlines the accepted approach for auditors to use when conducting an
Information Systems Capabilities Assessment (ISCA) and an evaluation of compliance with HEDIS
specifications for a health plan. HFS selected a specific set of performance measures for HSAG’s
validation based on factors such as HFS-required measures, data availability, previously audited
measures, and past performance. Additional details about the methodology and measure selection for
PMYV are in Appendix B.

Results

HSAG conducted a MY 2022 NCQA HEDIS Compliance Audit of the health plans’ data collection and
reporting processes for the HCI population. As shown in Table 2-2 HSAG determined all health plans
were fully compliant with all HEDIS Information System (IS) standards and all data supported the
elements necessary for HEDIS reporting. Further, all measure calculations resulted in rates that were not
significantly biased, and all performance measures required by HFS received an R (i.e., Reportable)
designation.

21 HFS established performance measures for YouthCare in SFY 2021, and SFY 2022 was the first reporting
year for YouthCare. SFY 2023 is the first year for YouthCare’s PMV to be completed.
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Table 2-2—MY 2022 NCQA HEDIS Compliance Audit Results for All Health Plans

Information Systems Capabilities Assessment

Medical Enrollment Practitioner MRR Supplemental Data . Data.
. Preproduction | Integration
Services Data Data Data Processes Data . -
Processing | and Reporting
Fully Fully Fully Fully Fully Fully Fully
Compliant Compliant Compliant Compliant Compliant Compliant Compliant

Performance Measure Results

Understanding Results

HEDIS is a nationally recognized set of performance measures used by more than 90 percent of
America’s health plans to measure performance on important dimensions of care and service.>? To
evaluate performance levels and to provide an objective, comparative review of Illinois health plans’
quality-of-care outcomes and performance measures, HFS required its health plans to report results
following NCQA’s HEDIS protocols.

A key element of improving healthcare services is easily understood, comparable information on the
performance of health plans. Systematically measuring performance provides a common language based
on numeric values and allows the establishment of benchmarks, or points of reference, for performance.
Performance measure results allow health plans to make informed judgments about the effectiveness of
existing processes, identify opportunities for improvement, and determine if interventions or redesigned
processes are meeting objectives. HFS requires health plans to monitor and evaluate the quality of care
using HEDIS performance measures. This section of the report displays results for measures selected by
HFS that demonstrate health plan performance in domains of care that HFS prioritizes for improvement.

HFS contracted with five health plans to provide healthcare services to the general HCI population in
SFY 2023. Four of the HCI health plans serve beneficiaries statewide, and one health plan serves
beneficiaries in Cook County only.

In this report, Illinois health plans’ performance for required HEDIS MY 2022 measures is compared to
NCQA'’s Quality Compass national Medicaid HMO percentiles for HEDIS MY 2021, when available,
which is an indicator of health plan performance on a national level (referred to as “percentiles”
throughout this section of the report). Details regarding the methodology are provided in Appendix B of
this report.

Benchmarking data (e.g., Quality Compass) are the proprietary intellectual property of NCQA;
therefore, this report does not display actual percentile values. As a result, rate comparisons to

22 National Committee for Quality Assurance. HEDIS and Performance Measurement. Available at:

http://www.ncqa.org/hedis-quality-measurement. Accessed
on: Feb 26, 2024.
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benchmarks are illustrated within this report using proxy displays. Since the HEDIS process is
retrospective, HEDIS MY 2021 results are calculated using calendar year (CY) 2021 data and HEDIS
MY 2022 results are calculated using CY 2022 data.

Star Ratings

Star ratings represent the following percentile comparisons.

Table 2-3—Star Ratings

Stars Percentiles

2. 8.0, 8.8, 90th percentile and above
Yk 75th to 89th percentile
* %k 50th to 74th percentile
** 25th to 49th percentile
* Below 25th percentile

COVID-19-Related Considerations

The coronavirus disease 2019 (COVID-19) pandemic impacted enrollee care during MY 2021 and MY
2022. To support the increased use of telehealth services necessitated by the pandemic and to align with
telehealth guidance from the CMS and other stakeholders, NCQA updated 40 HEDIS measure
specifications in MY 2020 to include the use of telehealth services. In addition, HFS continued to allow
health plans to choose the appropriate data collection methodology for reporting measures with hybrid
and administrative specifications as it has for several years, which allowed health plans to determine the
method that yields higher performance rates based on the health plans’ structure and practices.

NCQA continued to monitor the impact of COVID- ——
19 on health plan business operations during MY

2022, including its potential effect on medical

record data collection due to imposed travel bans, . ~
limited access to provider offices, quarantines, and o i \
risk to health plan staff. Due to the pandemic, b — -
healthcare practices deferred elective visits, T——
modified their practices to safely accommodate in-

person visits, and increased the use of »

telemedicine; however, members may not have .

chosen or had the ability to access care during 2021 M N
and 2022 due to health concerns and factors

relating to the pandemic, which may have impacted = ugll

health plans’ HEDIS performance measure results.
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Although pandemic restrictions continued to subside during 2022, health plans” HEDIS performance
measure results may have continued to be impacted.

Measures

Table 2-4 identifies the measures in each of the Pillars of Care domains that are presented in this section
of the report. HFS selected these measures as priorities for improvement.

Table 2-4—HFS-Required Measures by Pillars of Care Domains for HEDIS MY 2022

Access to Care

Adults’ Access to Preventive/Ambulatory Health Services
Total
Ambulatory Care—Per 1,000 Member Months

Emergency Department (ED) Visits—Total

Outpatient Visits—Total

Child Health

Annual Dental Visit

Annual Dental Visit
Child and Adolescent Well-Care Visits
Total

Childhood Immunization Status

Combination 3

Combination 10

Immunizations for Adolescents

Combination 1 (Meningococcal, Tdap)

Combination 2 (Meningococcal, Tdap, HPV)

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

Body Mass Index (BMI) Percentile Documentation—Total

Counseling for Nutrition—Total

Counseling for Physical Activity—Total
Well-Child Visits in the First 30 Months of Life

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

Well-Child Visits for Age 15 Months—30 Months—Two or More Well-Child Visits
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Women’s Health

Breast Cancer Screening

Breast Cancer Screening

Cervical Cancer Screening

Cervical Cancer Screening

Chlamydia Screening in Women

Total

Maternal Health

Prenatal and Postpartum Care

Timeliness of Prenatal Care

Postpartum Care

Living With lliness

Blood Pressure Control for Patients With Diabetes
Blood Pressure Control (<140/90 mm Hg)

Controlling High Blood Pressure

Controlling High Blood Pressure

Eye Exam for Patients With Diabetes
Eye Exam (Retinal) Performed

Hemoglobin Alc Control for Patients With Diabetes
HbAlc Control (<8.0%)
HbAlc Poor Control (>9.0%)

Statin Therapy for Patients With Diabetes

Received Statin Therapy
Statin Adherence 80%

Adult Behavioral Health

Diagnosed Mental Health Disorders
Ages 18—64 Years
Ages 65+ Years

Follow-Up After Emergency Department Visit for Mental Illness
7-Day Follow-Up—Ages 18—64
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7-Day Follow-Up—Ages 65+
30-Day Follow-Up—Ages 18—64
30-Day Follow-Up—Ages 65+

Follow-Up After Emergency Department Visit for Substance Use

7-Day Follow-Up—Ages 18+
30-Day Follow-Up—Ages 18+
Follow-Up After High-Intensity Care for Substance Use Disorder
7-Day Follow-Up—Ages 18—64
7-Day Follow-Up—Ages 65+
30-Day Follow-Up—Ages 18—64
30-Day Follow-Up—Ages 65+
Follow-Up After Hospitalization for Mental Illness
7-Day Follow-Up—Ages 18—64
7-Day Follow-Up—Ages 65+
30-Day Follow-Up—Ages 18—64
30-Day Follow-Up—Ages 65+

Initiation and Engagement of Substance Use Disorder Treatment

Initiation of Substance Use Treatment—18—64 Years

Initiation of Substance Use Treatment—65+ Years

Engagement of Substance Use Treatment—I18—64 Years

Engagement of Substance Use Treatment—65+ Years

Pharmacotherapy for Opioid Use Disorder
Ages 16—64
Ages 65+
Total (Ages 16+)

Child Behavioral Health

Diagnosed Mental Health Disorders
Ages 1-17 Years

Follow-Up After Emergency Department Visit for Mental Illness
7-Day Follow-Up—Ages 6—17
30-Day Follow-Up—Ages 617
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Follow-Up After Emergency Department Visit for Substance Use
7-Day Follow-Up—Ages 13—17
30-Day Follow-Up—Ages 13—17

Follow-Up After High-Intensity Care for Substance Use Disorder
7-Day Follow-Up—Ages 13-17
30-Day Follow-Up—Ages 13—17

Follow-Up After Hospitalization for Mental Illness
7-Day Follow-Up—Ages 6—17
30-Day Follow-Up—Ages 6—17

Initiation and Engagement of Substance Use Disorder Treatment

Initiation of Substance Use Treatment—Ages 13—17

Engagement of Substance Use Treatment—Ages 13—17

Metabolic Monitoring for Children and Adolescents on Antipsychotics

Blood Glucose Testing—Total

Cholesterol Testing—Total

Blood Glucose and Cholesterol Testing—Total

Page | 27



/\
HSAG i
x/

Summary of HCI Performance

Access to Care

Access to and utilization of primary and
preventive care is essential for Illinois
Medicaid beneficiaries to achieve the best
health outcomes. Obtaining good access to
care often requires Medicaid beneficiaries
to find a trusted PCP to meet their needs.
Medicaid beneficiaries should utilize their
PCP to help them prevent illnesses and
encourage healthy behaviors through needed services.>

Performance Results
Access to Care

S i

‘TREATMENT”; e

JEALTH.

3

Table 2-5 presents the HEDIS MY 2021 and HEDIS MY 2022 rates for the measures in the Access to Care
domain for the health plans and the statewide average, which represents the average of all the health plans’
performance measure rates weighted by the eligible population. In addition, star ratings are displayed for
rates compared to the national Medicaid percentiles, where applicable. Please note that member access to

care due to restrictions from the pandemic may have impacted health plans’ MY 2021 and MY 2022

performance.

Table 2-5—Access to Care Domain Results for HEDIS MY 2021 and HEDIS MY 2022

Measure Year Aetna BCBSIL CountyCare Meridian Molina SZETIEL
Average
Access to Care
Adults’ Access to Preventive/Ambulatory Health Services
* * % * * % * * %
. MY 20211 698905 | 75.90% | 71.44% | 7481% | 71.06% | 73.27%
ota MY 2022 * *k * *k * *k
68.12% 73.48% 69.56% 73.09% 70.00% 71.43%
Ambulatory Care (per 1,000 Member Months)
* * % * * * * %
D VisitsTotal® MY 2021 | 415 36 514.80 576.00 543.60 615.60 560.88
1sits—1ota MY 202 * R e * % * e
631.16 594.11 581.05 635.83 602.74
MY 2021 * % %k k * * * % * %
0 . Visi Total 3,269.28 4,258.68 3,445.32 3,463.20 3,318.60 3,602.52
utpatient Visits—I1ota MY 2022 *k R *k *k e e
3,322.84 3,381.92 3,655.18 3,460.29 3,498.78

* Indicates this is a “lower is better” measure.
BR indicates the health plan’s rate was materially biased.

23 Agency for Healthcare Research and Quality. National Healthcare Disparities Report, 2011. Available at:

https://archive.ahrg.gov/research/findings/nhqrdr/nhdrl 1/chap9.html#. Accessed on: Feb 26, 2024.
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Strengths

Opportunities for
Improvement

Performance Results
Access to Care

Three out of five health plans reported increases for the Ambulatory Care—
Outpatient Visits—Total measure, indicating that members are starting to
gradually utilize more preventive services.

Opportunity: All five health plans ranked below the 50th percentile for the
Access to Care domain measures. Performance continued to decrease amongst
all health plans for the Adults’ Access to Preventive/Ambulatory Health Services
measure and amongst four out of five plans for the Ambulatory Care—ED
Visits—Total measure. One plan, BCBSIL, reported a materially biased rate for
the Ambulatory Care measure.

Why the Opportunity Exists: Although the rates for three of the five health
plans slightly increased for the Ambulatory Care—Qutpatient Visits—Total
measure, adult members appear to be inconsistently accessing preventive or
ambulatory services that could reduce the total number of ED visits. The
increase in outpatient visits in conjunction with the increase in ED visits could
also indicate that acute issues are not being addressed or chronic conditions are
not being managed.

Recommendation: Results of root cause analyses completed by the health plans
revealed that a high percentage of identified open care gaps involve members in
DIAs; therefore, HSAG recommends that health plans consider further analysis
to include a drill down of disparities and/or SDOH within the DIA population
that contribute to lower performance in a particular age stratification or
race/ethnicity stratification. The health plans can then consider reassessing,
evaluating, and expanding current and/or new member outreach and
engagement initiatives that can address any open care gaps identified (e.g.,
disseminating educational materials to empower members to advocate for
health; communicating via text to secure services and provide outreach; and
addressing any barriers to obtaining care such as transportation, member and
provider incentives for PCP annual visits and for opting into text messaging, in-
home visits, and telephone/online visits especially for members with child care
or job conflicts). Health plans should prioritize verifying member demographics
to ensure any interventions can be successfully completed as well as collecting
demographic information from various sources if necessary. Additionally,
HSAG recommends increasing the frequency of internal- and external-facing
multidisciplinary workgroups designed to solicit best practices from other
organizations within and/or outside the State and implement appropriate
interventions to increase performance related to Access to Care measures.

Opportunity: BCBSIL’s reported rates for the Ambulatory Care—ED Visits—
Total and Ambulatory Care—Qutpatient Visits—Total measure indicators were
materially biased.
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Why the Opportunity Exists: Although BCBSIL demonstrated strong
performance with the Ambulatory Care measure in MY 2021, the reported rates
in MY 2022 demonstrated a material bias greater than 5 percentage points, and
the health plan was not permitted to report a rate for the measure.
Recommendation: HSAG recommends that BCBSIL determine the cause of
the material bias in the Ambulatory Care measure. HSAG also recommends that
BCBSIL consider internal validation and primary source verification (PSV) for
all measures to confirm numerator compliance prior to all rate submissions.
Additionally, HSAG recommends creating a document that outlines the details
of the internal validation methodology to further alleviate any material bias in
the future and could submit this document as evidence to the auditing team for
reference.
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Child Health

[llinois Medicaid provides healthcare to over 1.4 million children,
nearly half of the population HFS serves.>* Appropriate
standardized measures of health are needed to improve the overall
quality of child healthcare, as the health status of children and
adolescents is important for society, helping to determine the health
of the next generation.>>

Table 2-6 presents the HEDIS MY 2021 and HEDIS MY 2022 rates
for the measures in the Child Health domain for the health plans
and the statewide average, which represents the average of all the health plans’ performance measure
rates weighted by the eligible population. In addition, star ratings are displayed for rates compared to the
national Medicaid percentiles, where applicable. Please note that due to the pandemic, health plans’ MY
2021 and MY 2022 performance may have been impacted for preventive care measures that required in-

person Visits.

Table 2-6—Child Health Domain Results for HEDIS MY 2021 and HEDIS MY 2022

Measure Year Aetna BCBSIL  CountyCare Meridian Molina Statewide
Average
Child Health
Annual Dental Visit
MY 2021 ** ** * %k 2.0.0. ¢ 2.0.0. 0. 0.9, 0.¢
4 D | Visi 43.31% 36.46% 52.15% 49.77% 54.47% 46.61%
nnual Dental Vistt Y S S *hh ** Kk
45.10% 51.91% 55.00% 52.00% 48.70% 51.16%
Child and Adolescent Well-Care Visits
MY 2021 * %k * %k 2. 0. 0.0, ¢ 2.0.0.¢ 2.0.0.¢ * %k
Total 46.07% 52.70% 53.86% 52.41% 50.18% 51.60%
ota My 2002 | XX Kk Kk Kk * %k KKk
43.62% 52.32% 50.73% 51.04% 47.91% 49.99%
Childhood Immunization Status
* * * * * *
Compi MY 2021 | 537700 | 6034% | 60.10% | 54.74% | 58.88% | 57.15%
ombination vy 200 | XX ** ** ** ** *k
58.64% 60.83% 60.58% 60.34% 58.39% 60.05%

24 Tllinois Department of Healthcare and Family Services. Annual Report, April 1, 2023. Available at:

https://hfs.illinois.gov/content/dam/soi/en/web/hfs/sitecollectiondocuments/2022 AnnualReport.pdf. Accessed on: Feb

26, 2024.

25 National Quality Forum. Pediatric Measures Final Report, June 15, 2016. Available at:
https://www.qualityforum.org/Publications/2016/06/Pediatric Measures Final Report.aspx. Accessed on: Feb 26, 2024.
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Measure Year Aetna BCBSIL  CountyCare Meridian Molina Statewide
Average
* * * % * * *
o MY202L 1 op 140 | 3139% | 34.79% | 26.03% | 2628% | 28.08%
Combination 10 * * e * * *
MY2022 1 50920 | 27.74% | 3236% | 2433% | 21.17% | 25.63%
Immunizations for Adolescents
MY 2021 Kk kkk | hokkokk K%k Kk %k k K%k Kk %k Kk
Combination 1 89.29% 90.02% 84.67% 88.56% 85.69% 88.12%
(Meningococcal, Tdap) MY 2022 Kk Kk %k kK Kk Kk %k kK 2. 8.9, 8. 280,09
85.16% 89.09% 83.94% 90.27% 86.70% 87.94%
MY 2021 * * % Kk k * * % 2.0, ¢
Combination 2 26.03% 34.79% 40.15% 27.98% 31.43% 31.50%
(Meningococcal, Tdap, HPV) MY 2022 * Yk Yk * %k %k
27.25% 36.14% 38.69% 28.22% 31.24% 31.89%
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
MY 2021 * Kk Kk %k ok * K%k Kk * %
BMI Percentile 65.94% 77.62% 83.17% 60.83% 80.54% 70.85%
Documentation—Total MY 2022 * * % % %k k * * %k *
64.72% 74.21% 85.14% 66.67% 78.10% 72.16%
MY 2021 * % Kk Kk %k ok * * % * %
Counseling for Nutrition— 63.75% 72.26% 81.52% 53.77% 68.13% 64.97%
Total MY 2022 %k * % %k Kk * % * * %
65.21% 65.94% 81.08% 63.02% 61.31% 66.40%
MY 2021 * % Kk Kk %k Kk * K%k Kk * %
Counseling for Physical 62.77% 68.13% 77.56% 49.39% 68.13% 61.62%
Activity—Total MY 2022 %k %k %k Kk * Kk * %
61.07% 63.50% 78.72% 57.91% 60.58% 62.93%
Well-Child Visits in the First 30 Months of Life
* % * % * % * % K%k * %
Zeg’éz’h’j_l/;ﬁ :nl\f[};er 5 (i MY 20211 51049, | 50.15% | 51.70% | 50.33% | 58.51% | 51.49%
Child Visits MY 2022 * %k %k Kk * % * %k * %k * %k
58.90% 66.22% 54.96% 58.64% 61.64% 60.47%
* * * * * *
Well-Child Visits for Age 15 MY 2021 | 59 950, | 63310 | 59.49% | 60.53% | 59.84% | 60.48%
Months—30 Months—Two or
More Well-Child Visits MY 2022 * xokk * *ok *k xk
59.59% 67.87% 60.38% 64.07% 61.37% 63.59%

Strengths

Four out of five health plans and the statewide average demonstrated an increase
in performance for the Annual Dental Visit measure, indicating the health plans’
commitment to their members’ oral health, which is essential to overall health.
Of note, BCBSIL reported an increase in performance of 15.45 percentage points
from the prior MY, elevating its performance to at or above the 50th percentile in

MY 2022.
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o All five health plans and the statewide average ranked at or above the 50th
percentile for the Immunizations for Adolescents—Combination I measure. Of
note, Molina and the statewide average ranked at or above the 75th percentile,
and BCBSIL and Meridian ranked at or above the 90th percentile. These rates
indicate that adolescent members are at a lower risk for contracting serious
diseases that can cause difficulty breathing, heart failure, nerve damage,
paralysis, brain damage, and even death.

e CountyCare continued to demonstrate strong performance for the Weight
Assessment and Counseling for Nutrition and Physical Activity for
Children/Adolescents measure, ranking at or above the 75th percentile for all
three measure indicators. This performance demonstrates the health plan’s
commitment to monitoring weight problems of its child and adolescent
members, which may lower the risk of obesity and related diseases.

o All five health plans demonstrated an increase in performance for both Well-
Child Visits in the First 30 Months of Life measure indicators, demonstrating a
commitment to ensuring their child members are receiving the recommended
well-care visits in both the first 15 months of life and the first 30 months of life.
Of note, four of the five health plans ranked at or above the 50th percentile, with
two of those health plans ranking at or above the 75th percentile. Additionally,
three of the health plans reported MY 2022 rates that were at least 6
percentage points higher than the MY 2021 reported rates.

Opportunity: Molina’s performance for the Annual Dental Visit measure
demonstrated a decline of almost 6 percentage points from the prior MY, and the
percentile ranking decreased from at or above the 75th percentile to below the
50th percentile. This suggests its child members are not receiving regular dental
visits. Regular preventive dental care helps keep children’s teeth healthy and
allows providers to address tooth decay or dental problems before they become
more serious.

Why the Opportunity Exists: This decreased performance may potentially be a
result of lingering effects of the COVID-19 pandemic that continued into 2022.
The fear of being in a public setting without mandated mask requirements and the
fear of contracting COVID-19 may have deterred individuals from seeking
preventive dental care.

Recommendation: Results of root cause analyses completed by the health plans
revealed that a high percentage of identified open care gaps involve members in
DIAs; therefore, HSAG recommends that Molina consider additional analysis to
consider whether there are disparities and/or SDOH within the DIA population
that contribute to lower performance in a particular age stratification or
race/ethnicity stratification. Molina can then consider reassessing, evaluating, and
expanding current and/or new member outreach and engagement initiatives (e.g.,
mobile services, reminders sent via mail, social media site with educational
information, provider incentives, and engagement opportunities). Additionally,
HSAG recommends continuous monitoring of demographic stratifications within
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the measure to identify opportunities of improvement and implement appropriate
interventions to improve performance related to the Annual Dental Visit measure.

Opportunity: All five health plans demonstrated decreased performance for the
Child and Adolescent Well-Care Visits—Total measure. Additionally, three of the
health plans decreased one percentile ranking, with Aetna and Molina decreasing
from at or above the 50th percentile to below the 50th percentile, and
CountyCare decreasing from at or above the 75th percentile to at or above the
50th percentile. These performance reductions indicate that children and
adolescents are not receiving well-care visits, which provide an opportunity for
providers to assess these members’ physical, emotional, and social development.

Why the Opportunity Exists: The decreased performance may potentially be a
result of lingering effects of the COVID-19 pandemic that continued into 2022.
The fear of being in a public setting without mandated mask requirements and the
fear of contracting COVID-19 may have deterred individuals from seeking
preventive healthcare services, including well-care visits.

Recommendation: Results of root cause analyses completed by some of the
health plans revealed that a high percentage of identified open care gaps involve
members in DIAs; therefore, HSAG recommends that the health plans consider
further analysis of potential key drivers that may contribute to the observed lower
performance for members in DIA ZIP Codes in a particular age or race/ethnicity
stratification and to help determine why members are inconsistently receiving
well-care visits. Health plans can then consider reassessing, evaluating, and
expanding current and/or new member outreach and engagement initiatives that
address any open care gaps identified (e.g., offering member incentives,
disseminating educational materials, engaging members to identify barriers to
members receiving the appropriate healthcare, continuously monitoring care gaps
to address timely outreach, improving access and availability to allow better
appointment times and locations, offering provider incentives to allow more
weekend/evening availability for families with job restrictions, addressing
staffing issues to increase the number of providers with more availability for
appointments, offering mobile services to assist members with transportation
barriers and/or those in rural areas, and using text services for member outreach
and scheduling). Health plans should prioritize the verification of member
demographics and potentially use other sources to collect current contact
information to ensure any interventions can be successfully completed.
Additionally, HSAG recommends increasing the frequency of internal- and
external-facing multidisciplinary workgroups designed to solicit best practices
from other organizations within and/or outside the State and implement
appropriate interventions to improve the performance related to well-care visits
for children and adolescents.

Opportunity: All five health plans demonstrated decreased performance for the
Childhood Immunization Status—Combination 10 measure, suggesting that
children are not receiving all of the recommended immunizations in accordance
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with clinical recommendations, which is a critical aspect of preventable care for
children.

Why the Opportunity Exists: The decreased performance may potentially be a
result of lingering effects of the COVID-19 pandemic that continued into 2022.
The fear of being in a public setting without mandated mask requirements and the
fear of contracting COVID-19 may have deterred individuals from seeking
preventive healthcare services, including immunizations.

Recommendation: Results of root cause analyses completed by the health plans
revealed that a high percentage of identified open care gaps involve members in
DIAs; therefore, HSAG recommends that the health plans consider further
analysis of potential key drivers that may contribute to the observed lower
performance in a particular age stratification, race/ethnicity stratification, or
vaccination and to help determine why their child members are inconsistently
receiving immunizations. This analysis should include a drill down to consider
whether there are disparities and/or SDOH within their populations that
contribute to lower performance in a particular stratification. Health plans should
also consider whether a particular vaccine or vaccines within the vaccine
combination were missed more often than others, contributing to lower measure
rates. Health plans could then investigate the rationale for these lower rates and
identify a solution to increase vaccine administration, which would lead to higher
performance. Upon identification of key drivers, health plans should consider
reassessing, evaluating, and expanding current and/or new member outreach and
engagement initiatives that can address any open care gaps identified (e.g., using
language to focus on well-care visits where members can receive immunizations,
continuous monitoring of care gap lists to ensure timely outreach to administer
vaccinations within the appropriate time frame, disseminating educational
materials to both members and providers to help combat hesitancy and
misinformation/misconceptions about vaccinations, offering member and
provider incentives/rewards, providing mobile services and/or transportation to
members for whom transportation is a barrier or who live in a rural area, and
promoting in-network providers and advertising hiring opportunities to help
prevent staff shortages). Health plans should prioritize verifying member
demographics and consider collecting contact information from other valid data
sources to ensure any interventions can be successfully completed. Additionally,
HSAG recommends increasing the frequency of internal- and external-facing
multidisciplinary workgroups designed to solicit best practices from other
organizations within and/or outside the State and implement appropriate
interventions to improve performance related to the Childhood Immunization
Status—Combination 10 measure indicator.
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Quality in women’s healthcare is assessed
with preventive measures such as Breast
Cancer Screening and obstetrical measures
such as Prenatal and Postpartum Care.
Appropriate cancer screenings for women

can lead to early detection and more effective

treatment.?®

Table 2-7 presents the HEDIS MY 2021 and
HEDIS MY 2022 rates for the measures in
the Women’s Health and Maternal Health

domains for the health plans and the

Performance Results
Women'’s Health and Maternal Health

statewide average, which represents the average of all the health plans’ performance measure rates
weighted by the eligible population. In addition, star ratings are displayed for rates compared to the
national Medicaid percentiles, where applicable. Please note that due to the pandemic, health plans MY
2021 and MY 2022 performance may have been impacted for preventive care measures that required in-

person Vvisits.

Table 2-7—Women’s Health and Maternal Health Domain Results for HEDIS MY 2021 and HEDIS MY 2022

Women’s Health
Breast Cancer Screening
* *k ok * * *
Sreast Cancor Seroent MY 2021 gr 419 | 50.93% | 50.89% | 46.41% | 4747% | 47.80%
reast Cancer creenlng MY 2022 * *** *** ** ** **
43.89% 53.11% 53.11% 48.57% 48.06% 49.71%
Cervical Cancer Screening
e ok ook %k e ok ok
Corsical Cancer Sereoni MY 2021 45500 | 56.93% | 60.00% | 4826% | 56.69% | 52.83%
ervica ancer creemng MY 2022 * *** *** ** ** **
49.64% 59.85% 60.51% 56.45% 55.72% 56.83%
Chlamydia Screening in Women
MY 2001 | XXX ok %k ook %k 3 ok %k ok
Toral 56.80% 55.31% 61.37% 43.89% 56.38% 52.87%
ota MY 2002 | XK e Foer s e s
55.32% 56.01% 65.08% 46.13% 57.21% 54.23%

26 Centers for Disease Control and Prevention. Cancer Home: How to Prevent Cancer or Find It Early: Screening Tests.

Available at: https://www.cdc.gov/cancer/dcpc/prevention/index.htm. Accessed on: Feb 26, 2024.
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Maternal Health
Prenatal and Postpartum Care
MY 2021 %k kK ok Jk K Jo kK Kk kK
Timeliness of Prenatal Care 83.70% 87.83% 82.16% 85.89% 90.27% 86.10%
MY 2022 %k Fo kK Kk %k JokHk Jo kK Jok K
81.51% 89.78% 84.23% 89.29% 89.78% 87.54%
MY 2021 %k Fok Kk JekHk JokHk Jo kK Jok K
72.02% 81.27% 79.82% 79.56% 79.56% 78.96%
Postpartum Care Sk o Fode ke e Fog Fd Fode ke Fode ke
MY 2022 | 273790 | 79.08% | 7670% | 81.51% | 77.86% | 79.09%

Strengths

Opportunities for

Improvement

All five health plans and the statewide average demonstrated an increase in

performance for the Breast Cancer Screening measure. Of note, four of the five
health plan rates increased by one percentile ranking, with Meridian and Molina
increasing to at above the 25th percentile, and BCBSIL and CountyCare
increasing to at or above the 50th percentile.

Three of the five health plans ranked at or above the 75th percentile for the

Prenatal and Postpartum Care—Timeliness of Prenatal Care measure, with the
statewide average ranking at or above the 50th percentile. Four of the five health
plans and the statewide average ranked at or above the 50th percentile for the
Prenatal and Postpartum Care—Postpartum Care measure, with Meridian
ranking at or above the 75th percentile.

Opportunity: Three of the five health plans and the statewide average for the
Cervical Cancer Screening measure ranked below the 50th percentile, with one
health plan ranking below the 25th percentile.

Why the Opportunity Exists: Women are not receiving timely access to

cervical cancer screenings. Early screening and detection of cervical pre-cancers

have led to a significant reduction in the death rate.

Recommendation: HSAG recommends that Aetna, Meridian, and Molina
consider further analysis of potential key drivers that may contribute to the
observed low performance. This analysis should include a drill down to consider

whether there are disparities and/or SDOH within the DIA population that

contribute to lower performance in a particular age or race/ethnicity stratification.
Upon identification of a key driver, the health plans should consider reassessing,
evaluating, and expanding current and/or new member outreach and engagement
initiatives that can address any open care gaps identified (e.g., providing
educational opportunities regarding proper documentation of a medical record to
assist in medical record review and compliance, offering provider and member
incentives, providing transportation to members with transportation barriers, and
improving access and availability of appointments for members with barriers
related to work or child care). Health plans should prioritize the verification of
member demographics to ensure any interventions can be successfully completed.
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Additionally, HSAG recommends increasing the frequency of internal- and
external-facing multidisciplinary workgroups designed to solicit best practices
from other organizations within and/or outside the State and implement
appropriate interventions to improve performance related to the Cervical Cancer
Screening measure.
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Living With Iliness

For Medicaid beneficiaries living with illness (i.e.,
chronic conditions), it is essential to effectively
manage the care provided to those beneficiaries
and improve health outcomes for those
beneficiaries.?”’

Table 2-8 presents the HEDIS MY 2021 and
HEDIS MY 2022 rates for the measures in the
Living With Illness domain for the health plans
and the statewide average, which represents the
average of all the health plans’ performance
measure rates weighted by the eligible population. In addition, star ratings are displayed for rates
compared to the national Medicaid percentiles, where applicable. Please note that although telehealth
was added to several HEDIS measures, due to the pandemic, health plans’ MY 2021 and MY 2022
performance may have been impacted.

Table 2-8—Living With lliness Domain Results for HEDIS MY 2021 and HEDIS MY 2022

Aetna BCB 0 are eridia 0

Living With Illness
Blood Pressure Control for Patients With Diabetes
MY 2021 Yk Yk k * * %k Yk
Blood Pressure Control 54.74% 64.72% 52.07% 46.96% 60.34% 54.73%
(<140/90 mm Hg) MY 2022 * %k Yk Yk *k ok Yk
49.88% 63.75% 58.15% 61.80% 61.56% 59.79%
Controlling High Blood Pressure
MY 2021 * %k k * * %k *
Controlling High Blood 49.88% 57.66% 45.50% 43.80% 60.10% 50.03%
Pressure MY 2022 * %k k * %k %k %k
53.77% 61.56% 53.53% 58.39% 61.31% 57.96%
Eye Exam for Patients With Diabetes
MY 2021 Yk k %k * % * * %k
Eye Exam (Retinal) 51.58% 48.18% 50.85% 41.61% 42.82% 46.43%
Performed MY 2022 * % * % %k % %k % * %k
46.47% 45.01% 52.31% 51.09% 44.28% 48.29%

27 Kronick RG, Bella M, Gilmer TP, et al. Faces of Medicaid II: Recognizing the care needs of people with multiple
chronic conditions. October 2007. Available at: https://www.chcs.org/resource/the-faces-of-medicaid-ii-recognizing-the-

care-needs-of-people-with-multiple-chronic-conditions/. Accessed on: Feb 26, 2024.
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Measure Year Aetna BCBSIL  CountyCare Meridian Molina S;?’t:r‘:‘l;e
Hemoglobin Alc Control for Patients With Diabetes
*k Sk k *k * >k *k
HbAle Control (<5.0% MY 2021 | 453400 | 47.69% | 4039% | 35.28% | 4234% | 40.98%
-0% Jk ok Sk k *k *k >k Sk k
MY 2022 | 57180 | 51.58% | 4891% | 49.64% | 44.04% | 50.55%
vy a0al | XX Sk k *k * >k *k
HbAlc Poor Control 50.61% | 4039% | 50.85% | 58.64% | 47.45% | 50.47%
(>9.0%)* iy 2022 | FFHE *k *k *k >k *k
3431% | 42.09% | 4477% | 40.88% | 4647% | 41.51%
Statin Therapy for Patients With Diabetes
vy 200l | KKK *kkk | dkkkk Sk k *hkk | dokkk
Received Statin Thon 67.87% | 71.74% | 7127% | 6926% | 6828% | 69.95%
ccetved olatin fherapy Sk o FHk Kk Fog F ot FHk Fode ke Sk o
MY 2022 | 6688% | 70.06% | 7034% | 67.14% | 66.77% | 68.42%
vy a0l | KKK *k Jkk *k >k Sk k
, . 69.15% | 6755% | 73.17% | 6779% | 6557% | 68.84%
Statin Adherence 807% ek . . Jodk | dokkkk | kkk
MY 2022 | 76 149% | 6677% | 71.56% | 67.45% | 87.52% | 70.38%

* Indicates this is a “lower is better” measure.

Strengths

Meridian demonstrated an increase of more than 10 percentage points in

MY 2022 for the Blood Pressure Control for Patients with Diabetes, and
Controlling High Blood Pressure measures and the Hemoglobin Alc

Control for Patients with Diabetes—HbA 1c Control (<8.0%) measure
indicator. Of note, Meridian improved performance for the Controlling
High Blood Pressure measure and the Hemoglobin Alc Control for Patients
with Diabetes—HbA 1c Control for Patients With Diabetes measure from
below the 25th percentile to below the 50th percentile. Meridian also
improved performance for the Blood Pressure Control for Patients With
Diabetes and Eye Exam for Patients With Diabetes measures from below
the 25th percentile to at or above the 50th percentile.

Aetna demonstrated significant improvement in the Hemoglobin Alc
Control for Patients With Diabetes measure, reporting a 14.84 percentage
point increase in the Hemoglobin Alc Control for Patients with Diabetes—
HbAIc Control (<8.0%) measure indicator and a 16.3 percentage point
decrease (lower is better) in the Hemoglobin A1c Control for Patients with
Diabetes—HbA 1c Poor Control (>9.0%) measure indicator. Of note, Actna
increased from below the 50th percentile for both indicators to at or above
the 75th percentile for both indicators.

All five health plans and the statewide average demonstrated performance
increases for the Controlling High Blood Pressure measure, with the
statewide average increasing nearly 8 percentage points. The statewide
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Opportunities for

Improvement

average also improved from below the 25th percentile to below the 50th
percentile.

o All five health plans and the statewide average demonstrated performance at
or above the 50th percentile for the Statin Therapy for Patients With
Diabetes measure indicators. Of note, BCBSIL and CountyCare ranked at
or above the 75th percentile for the Statin Therapy for Patients With
Diabetes—Received Statin Therapy measure indicator, and Molina
improved its rate by almost 22 percentage points and ranked at or above the
90th percentile for the Statin Therapy for Patients with Diabetes—Statin
Adherence 80% measure indicator. This performance indicates members are
receiving and adhering to statin therapy, which helps reduce the risk of
cardiovascular disease that is elevated for people with diabetes.

Opportunity: Aetna demonstrated a rate decrease of nearly 5 percentage points
for the Blood Pressure Control for Patients With Diabetes measure and slightly
more than 5 percentage points for the Eye Exam for Patients With Diabetes
measure. Of note, both measure rates also fell by one percentile ranking, with
the Blood Pressure Control for Patients With Diabetes measure falling below
the 25th percentile and the Eye Exam for Patients With Diabetes measure
falling below the 50th percentile.

Why the Opportunity Exists: The decline in performance indicates Aetna’s
members are not receiving the full scope of proper diabetes management. Left
unmanaged, diabetes can lead to serious complications, including heart disease,
stroke, blindness, kidney disease, diseases of the nervous system, amputations,
and premature death.

Recommendation: Results of root cause analyses completed by the health
plans related to other diabetes care measures revealed a high percentage of open
care gaps identified for members in the African-American population;
therefore, HSAG recommends that Aetna consider further analysis of potential
key drivers that includes a drill down to consider whether there are disparities
and/or SDOH within its African-American population that contribute to lower
performance in a particular age stratification. Upon identification of key
drivers, Aetna should consider reassessing, evaluating, and expanding current
and/or new member outreach and engagement initiatives (e.g., disseminating
educational material on healthy eating/diet habits and managing current
conditions, offering provider education on accurate coding, providing
transportation to those with transportation barriers, offering incentives for blood
pressure monitoring, engaging members for self-management, and improving
supplemental data quality control mechanisms). Additionally, HSAG
recommends increasing the frequency of internal- and external-facing
multidisciplinary workgroups designed to solicit best practices from other
organizations within and/or outside the State and implement appropriate
interventions to improve performance related to the Blood Pressure Control for
Patients With Diabetes and Eye Exam for Patients With Diabetes measures.
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Good mental health is important for

productivity, building relationships, and
personal well-being. Mental illnesses, such
as anxiety and depression, affect physical
health by hindering health-promoting

behaviors.?®

Table 2-9 and Table 2-10 present the

HEDIS MY 2021 and HEDIS MY 2022
rates for the measures in the Adult and

Child Behavioral Health domains for the health plans and the statewide average, which represents the

Performance Results
Behavioral Health

average of all health plans’ performance measure rates weighted by the eligible population. In addition,
star ratings are displayed for rates compared to the national Medicaid percentiles, where applicable.
Please note that due to the pandemic, health plans’ MY 2021 and MY 2022 performance may have been
impacted for behavioral health measures due to pandemic restrictions as well as the general increase in
people with behavioral health issues that may have been caused by social isolation and disconnectedness
as a direct result of the pandemic.

Adult Behavioral Health Results

Table 2-9—Adult Behavioral Health Domain Results for HEDIS MY 2021 and HEDIS MY 2022

Adult Behavioral Health

Diagnosed Mental Health Disorders’

MY 2021 — — — — — —
Ages 18—64 Years MY 2022 NC NC NC NC NC NC
28.76% 25.48% 20.74% 28.43% 28.69% 26.56%
MY 2021 — — — — — —
Ages 65+ Years MY 2022 NC NC NC NC NC NC
31.29% 27.69% 26.87% 28.49% 35.11% 29.12%
Follow-Up After Emergency Department Visit for Mental Illness
MY 2021 2. 8.8.8.9 % %k % %k %k % %k ¥k 2. 0.8. 8. %k
7-Day Follow-Up—Ages 18— 46.61% 43.01% 34.65% 46.26% 49.72% 45.10%
64 MY 2022 Yk *k %k k 2 8¢ 2. 8. 0.8 ¢ Yk %k
45.79% 43.72% 33.18% 47.38% 44.71% 44.15%

28 U.S. Department of Health and Human Services. Healthy People 2030 Objectives and Data: Mental Health and Mental
Disorders. Available at: https://health.gov/healthypeople/objectives-and-data/browse-objectives/mental-health-and-
mental-disorders. Accessed on: Mar 5, 2024.
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Measure Year Aetna BCBSIL CountyCare Meridian Molina SELETIE
Average
MY 2021 NA NA NA *x o NA *x o
31.94% 31.50%
7-Day Follow-Up—Ages 65+ Tk
MY 2022 NA NA NA NA NA 36.36%
MY 2021 0. 8. 0.4 0. 8. 0.4 * % * %k 2. 8. 0. 8.1 0. 8. 0.4
30-Day Follow-Up—Ages 18— 56.20% 53.98% 44.14% 55.96% 60.54% 55.20%
64 MY 2022 ok k ok k * % * % % * %k * ok
56.12% 54.01% 43.23% 56.48% 55.62% 54.13%
* % * %
30-Day Follow-Up—Ages MY 2021 NA NA NA 45.83% NA 43.31%
65+ * %
MY 2022 NA NA NA NA NA 42.42%
Follow-Up After Emergency Department Visit for Substance Use
MY 2021 — — — — — —
7-Day Follow-Up—Ages 18+ MY 2022 NC NC NC NC NC NC
24.62% 27.72% 19.20% 26.92% 28.64% 25.63%
MY 2021 — — — — — —
30-Day Follow-Up—Ages 0
18+ MY 2022 NC NC NC NC NC NC
34.83% 38.02% 27.11% 37.31% 41.16% 35.86%
Follow-Up After High-Intensity Care for Substance Use Disorder
MY 2021 * %k * k% * %k * %k * %k * k%
7-Day Follow-Up—Ages 18— 38.03% 39.49% 39.27% 39.77% 39.75% 39.28%
64 MY 2022 ok k %%k Kk %k k * %k 2. 0. 0. 8.¢ * %k
38.44% 37.55% 38.58% 37.74% 40.19% 38.28%
| w o SRR U
7-Day Follow-Up—Ages 65+
MY 2022 NA NA ool Jokoll NA xokk
26.32% 22.58% 28.46%
MY 2021 * % * k% * % 0. 0. 0.1 0. 0. 0.1 * k%
30-Day Follow-Up—Ages 18— 53.71% 56.31% 54.37% 55.27% 55.68% 55.04%
64 MY 2022 ok k %%k k %k k * %k * %k * %k
55.34% 53.68% 54.04% 55.43% 57.54% 55.03%
%%k k * %k * k%
30-Day Follow-Up—Ages | MY 20211 NA NA 5238% | 46.88% NA 48.36%
65+ * % * % %%k k
My 2022 | NA NA 38.60% | 38.71% NA 39.84%
Follow-Up After Hospitalization for Mental Illness
MY 2021 * % * * * * *
7-Day Follow-Up—Ages 18— 26.67% 25.69% 18.52% 21.26% 24.26% 23.24%
64 * % * * * * *
MY 2022 1 5769% | 23.99% | 18.93% | 25.50% | 24.48% | 24.45%
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Measure Year Aetna BCBSIL  CountyCare Meridian Molina Statewide
Average
B * * *
MY 2021 NA 2647% | 15.38% 5.45% NA 16.46%
7-Day Follow-Up—Ages 65+
MY 2022 NA ool ool * NA jalo!
19.35% 19.57% 12.96% 15.85%
My 2021 | XX " * * ok *
30-Day Follow-Up—Ages 18— 45.27% 45.79% 34.72% 37.24% 45.75% 41.34%
64 BT e * * e *
MY 2022 1 46999 | 42.18% | 34.17% | 4455% | 46.16% | 43.12%
* * * *
30-Day Follow-Up—Ages | MY 20211 NA 3824% | 2821% | 23.64% NA 32.91%
65+ * * * e
MY 2022 | NA 3548% | 36.96% | 37.04% NA 33.54%
Initiation and Engagement of Substance Use Treatment
MY 2021 — — — — — —
Initiation of Substance Use 0 NC NC NC NC NC NC
Treatment—I8—64 Y.
reatmen ears MY 20221 399105 | 4830% | 39.03% | 43.86% | 46.60% | 43.57%
MY 2021 — — — — — —
Initiati Subst U
Treamons o oo ¢ iy a0z | NG NC NC NC NC NC
37.99% 49.78% 33.88% 47.84% 41.00% 41.61%
MY 2021 — — — — — —
E t of Substance U
14.11% 14.40% 10.50% 13.34% 12.99% 13.21%
MY 2021 — — — — — —
Engagement of Substance Use
T rfatient—&{ + Years MY 2022 NC NC NC NC NC NC
6.12% 7.56% 6.83% 6.64% 9.00% 6.96%
Pharmacotherapy for Opioid Use Disorder
N ** *x *k * *
tves 1664 25.77% 24.98% 23.54% 25.64% 7.91% 21.80%
ges 10- MY 2022 ok Fk ok ok * Fk
27.26% 24.92% 22.11% 26.07% 7.68% 21.75%
My 2021 | XX ** *x *k * **
oes 654 29.23% 35.44% 33.04% 34.94% 2.86% 30.50%
ges MY 200y | KKK * B * * *
35.85% 26.79% 36.99% 18.06% 1.82% 27.38%
MY 2021 **0 **0 **0 **0 *0 * 0
Toral (hoes 164 25.86% 25.31% 23.92% 25.85% 7.84% 22.04%
otal (Ages 16+) N Jk Jk Jok * Jk
27.46% 24.96% 22.91% 25.91% 7.56% 21.91%

! Caution should be exercised when interpreting the star ratings for this measure as higher or lower rates do not necessarily indicate better or worse

performance.

NA indicates that the health plan followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.
NC indicates that the measure was not compared to national percentiles due to NCQOA'’s recommendation for a break in trending for this measure in

HEDIS MY 2022.

— Indicates that the health plan was not previously required to report this measure or that the rate is not appropriate to display due to changes in the
technical specifications resulting in a break in trending; therefore, the applicable rate is not displayed.
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Table 2-10—Child Behavioral Health Domain Results for HEDIS MY 2021 and HEDIS MY 2022

Child Behavioral Health

Diagnosed Mental Health Disorders’

MY 2021 — — — — — —
Ages 1-17 Years MY 2022 NC NC NC NC NC NC
21.27% 19.63% 20.77% 21.79% 17.52% 20.55%
Follow-Up After Emergency Department Visit for Mental Iliness
MY 2021 280,09 2.8.8.8.8.¢ Sk k k ok kkk | hkkkok [ dkokkkk
7-Day Follow-Up—Ages 6— 75.23% 75.85% 66.03% 77.88% 76.12% 75.98%
17 MY 2022 2. 8.8.9.9.9 Sk k k Yk %k k Yk kkk | hkkkok | dkokkkk
77.45% 71.91% 70.93% 77.94% 79.68% 76.06%
MY 2021 280,09 2.8.0.8.8.¢ Yk *k Sk k k 2.8.0.8.8.¢ 2.0.0.8.9
30-Day Follow-Up—Ages 6— 81.75% 84.15% 71.29% 83.18% 85.04% 82.58%
17 MY 2022 280,09 Sk k Yk %k k Sk k k 2.8.0.8.8.¢ 2.0.0.8.9
83.33% 80.39% 77.00% 83.56% 87.90% 82.75%
Follow-Up After Emergency Department Visit for Substance Use
7-Day Follow-Up—Ages 13— Y2021 — — — — — —
TSR T G 0es | NC NC NC NC NC NC
13.68% 17.30% 12.22% 25.56% 22.99% 19.92%
MY 2021 — — — — — —
30-Day Follow-Up—A
gy OETEE  ya0 |NC NC NC NC NC NC
20.00% 27.03% 16.67% 34.96% 34.48% 28.63%
Follow-Up After High-Intensity Care for Substance Use Disorder
*
7-Day Follow-Up—dges 13— MY 20211 NA NA NA NA NA 6.67%
17 Yk k
MY 2022 NA NA NA NA NA 25.00%
*
30-Day Follow-Up—Ages | MY 20211 NA NA NA NA NA 10.00%
1517 MY 2022 NA NA NA NA NA I;;;, v,
Follow-Up After Hospitalization for Mental Illness
MY 2021 %k %k Yk * % %k %k
7-Day Follow-Up—Ages 6— 42.34% 48.92% 43.49% 42.05% 47.23% 44.46%
17 MY 2022 * % %k k * * % %k %k
46.27% 48.42% 37.74% 42.28% 43.27% 43.99%
MY 2021 %k %k k Yk * % %k k %k
30-Day Follow-Up—Ages 6— 69.82% 73.32% 67.71% 64.84% 74.94% 69.08%
17 MY 2022 * % %k k * %% %k %k
70.58% 74.46% 62.37% 68.65% 69.54% 69.71%
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Measure Year Aetna BCBSIL  CountyCare Meridian Molina Statewide
Average
Initiation and Engagement of Substance Use Treatment
MY 2021 — — — — — —
Initiation of Substance Use
T reatmentiAges 13-17 MY 2022 NC NC NC NC NC NC
47.81% 50.00% 46.20% 49.22% 49.51% 48.77%
MY 2021 — — — — — —
Engagement of Substance Use
T rfat((rgnent—A;jgfeS 13-17 MY 2022 NC NC NC NC Ne NC
9.63% 13.84% 10.33% 13.06% 6.55% 11.58%
Metabolic Monitoring for Children and Adolescents on Antipsychotics
MY 2021 2. 8. 0. 8.1 *kkkk | hkkkk %k %k ok %k k 2. 0.0.0.1
Blood Gl Testi Total 61.25% 62.80% 62.73% 59.90% 56.85% 60.56%
ood Glucose Lesting—1ota MY 2002 | FEEX | RAXX Fdk B B B
62.35% 64.90% 58.28% 59.32% 58.15% 60.79%
MY 2021 * % 2. 0.0. 8.1 * k% 0. 8. 0.4 * % * % %
Chol J Testi Total 31.11% 40.69% 38.48% 33.26% 28.56% 34.32%
olesterol 1esting—I1ota MY 2022 e e e e e e
32.46% 39.78% 34.70% 32.29% 31.01% 34.04%
MY 2021 * % 2. 0.0.8.1 %k k 0. 8. 0.4 * % * %k
Blood Glucose and 30.54% 39.21% 37.58% 32.67% 28.03% 33.52%
Cholesterol Testing—Total MY 2022 k& %k Yk %% %k %k
31.76% 38.75% 33.51% 31.51% 30.34% 33.19%

I Caution should be exercised when interpreting the star ratings for this measure as higher or lower rates do not necessarily indicate better or worse

performance.

NA indicates that the health plan followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.
NC indicates that the measure was not compared to national percentiles due to NCQA'’s recommendation for a break in trending for this measure in

HEDIS MY 2022.

— Indicates that the health plan was not previously required to report this measure or that the rate is not appropriate to display due to changes in the
technical specifications resulting in a break in trending; therefore, the applicable rate is not displayed.

Strengths

In the Adult Behavioral Health domain, Aetna demonstrated an increase of
more than 5 percentage points for the Pharmacotherapy for Opioid Use
Disorder—Age 65+ measure indicator, and Aetna was one of only two plans
to meet or exceed the 50th percentile for this measure indicator.

In the Child Behavioral Health domain, all five health plans and the

statewide average ranked at or above the 75th percentile for the Follow-Up
After Emergency Department Visit for Mental Illness measure indicator
rates. Three of the five health plans ranked at or above the 90th percentile
for the Follow-Up After Emergency Department Visit for Mental Illness—7-
Day Follow-Up measure indicator, and one of the five health plans ranked at
or above the 90th percentile for the Follow-Up After Emergency
Department Visit for Mental Iliness—30-Day Follow-Up measure indicator.
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Opportunity: In the Adult Behavioral Health domain, overall performance for
the Follow-Up After Hospitalization for Mental Illness measure remained low
across all five health plans. The statewide average for the Follow-Up After
Hospitalization for Mental Illness—7-Day Follow-Up—Ages 65+ was the only
indicator to rank between the 25th and 49th percentile, with the remainder of
the measure indicators ranking below the 25th percentile.

Why the Opportunity Exists: The low performance indicates that health
plans’ adult members who were hospitalized for mental illness were not
accessing or receiving timely follow-up care for mental illness.

Recommendation: Although the health plans completed a root cause analysis
as suggested in the prior year’s recommendations, HSAG recommends that the
health plans consider further analysis to consider whether there are disparities
and/or SDOH within their populations that contribute to lower performance in a
particular age or race/ethnicity stratification. Upon identification of key drivers,
the health plans should consider reassessing, evaluating, and expanding current
and/or new member outreach and engagement initiatives (e.g., improving access
and availability for appointments to combat barriers such as school, work, or
family obligations; increasing telehealth options; offering provider incentives to
promote staffing; continued education of the importance of follow-up
appointments in the treatment of mental illness;, improving monitoring of
members to ensure timely scheduling; increasing utilization of case managers
after an ED visit or hospital discharge to schedule follow-up care appointments
and develop plans for ongoing follow-up care; and increasing collaboration with
behavioral health facilities to help members get the care that is needed).
Additionally, HSAG recommends increasing the frequency of internal- and
external-facing multidisciplinary workgroups designed to solicit best practices
from other organizations within and/or outside the State and implement
appropriate interventions to improve performance related to the Follow-Up
After Hospitalization for Mental Illness measure.
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PMV—Pay-for-Reporting

HFS directed HSAG to conduct PMV for the Pay-for-Reporting (P4R) program to validate data reported
for MY 2022. The measures audited included CMS Adult Core Set, CMS MLTSS, and HFS custom
measures. Table 2-11 lists the measures that HSAG audited based on the specifications.

Table 2-11—Performance Measures

Measure ‘ Specifications
Pillar: Adult Behavioral Health

Follow-Up After High-Intensity Care for Substance Use Disorder—7-Day Follow-Up—
18—64 Years and 65+ Years

Follow-Up After High-Intensity Care for Substance Use Disorder—30-Day Follow-
Up—18—64 Years and 65+ Years

Pharmacotherapy for Opioid Use Disorder HEDIS*
Pillar: Child Behavioral Health

Mobile Crisis Response Services that Result in Hospitalization for Children and
Adolescents

HEDIS*

HEDIS*

HFS Custom

Repeat Behavioral Health Hospitalizations for Children and Adolescents HFS Custom

Inpatient Utilization—Behavioral Health Hospitalizations for Children and Adolescents | HFS Custom

Emergency Department (ED) Visits that Result in an Inpatient Admission for Children

and Adolescents HES Custom
Pillar: Equity

Gap in Human Immunodeficiency Virus (HIV) Medical Visits HFS Custom
HIV Viral Load Suppression HFS Custom
Prescription of HIV Antiretroviral Therapy HFS Custom
Pillar: Improving Community Placement

Managed Long-Term Services and Supports (MLTSS) Comprehensive Care Plan and CMS MLTSS

Update
LTSS Successful Transition After Long-Term Facility Stay CMS MLTSS
Pillar: Maternal and Child Health

Annual Dental Visits—2-3 Years, 4—6 Years, 7—10 Years, 11-14 Years, 15—18 Years,

and /9-20 Years HEDIS*
Child and Adolescent Well-Care Visits: 3—11 Years, 12—17 Years, and 1821 Years HEDIS*
Childhood Immunization Status—Combination 10 HEDIS*
Well-Child Visits in the First 30 Months of Life HEDIS*

* Measures were reported in alignment with HFS’ guidance requiring variations from HEDIS Technical Specifications due
to quarterly reporting and required IL-specific demographic stratifications.
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Methodology and Technical Methods of Data Collection

Validation of Performance Measures

For the HealthChoice Illinois managed care organizations (MCOs), HSAG conducted the validation
activities as outlined in CMS’ Protocol 2. Validation of Performance Measures: A Mandatory EQR-Related
Activity, February 2023*° (EQR Protocol 2). The CMS protocol activities for PMV include the following
methodology for data collection:

1. Conduct pre-virtual review activities including collecting and reviewing relevant documentation and
rate review.

e HSAG obtained a list of the indicators selected for validation as well as the indicator definitions
from HFS for the validation team to review.

e HSAG prepared a documentation request for the MCOs, which included the Information
Systems Capabilities Assessment Tool (ISCAT). HSAG customized the ISCAT to collect data
consistent with the Illinois service delivery model and forwarded the ISCAT to each organization
with a timeline for completion and instructions for submission. HSAG responded to
organizations’ ISCAT-related questions during the pre-virtual phase.

2. Conduct virtual site visits using a webinar format with each organization.

e HSAG collected information using several methods, including interviews with key staff, system
demonstration, review of data output files, PSV, observation of data processing, and review of
data reports.

3. Conduct post-virtual site visit activities including compiling and analyzing findings and reporting
results to HFS.

How Data Were Aggregated and Analyzed

The CMS protocol activities for PMV include aggregation and analysis of documentation submitted by
the organization including the ISCAT and supporting documentation, interviews with key staff during
the virtual review, systems demonstrations during the virtual review, review of data output files, PSV of
records used for denominator and numerator identification, observation of data processing, and review
of data reports.

How Conclusions Were Drawn

Based on all validation activities with the MCOs, HSAG determined results for each performance
measure. As set forth in CMS’ EQR Protocol 2, HSAG gave a validation finding of Reportable, Do Not
Report, Not Applicable, or Not Reported (see Table 2-12) to each performance measure. HSAG based
each validation finding on how significant the errors were in each measure’s evaluation elements, not by

29 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Protocol 2. Validation of

Performance Measures: A Mandatory EQR-Related Activity, February 2023. Available at:
https://www.medicaid.gov/medicaid/quality-of-care/downloads/2023-eqr-protocols.pdf. Accessed on: Feb 26, 2024.
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the number of elements determined to be noncompliant. For example, it was possible that a single error
could result in a designation of Do Not Report if the impact of the error biased the rate by more than 5
percentage points. Conversely, even if multiple errors were identified, if the errors had little or no
impact on the rate, the indicator was given a designation of Reportable.

After completing the validation process, HSAG prepared a report of the PMV findings and
recommendations for each MCO. HSAG forwarded these reports to HFS and the appropriate health
plan. Finally, HSAG analyzed each health plan’s performance based on measure rates and reviewed the
rates in comparison to either national HEDIS benchmarks or the statewide average.

Table 2-12—Designation Categories for Performance Indicators

Reportable (R) Measure was compliant with the specifications.

Do Not Report (DNR) The rate was materially biased and should not be reported.

Not Applicable (NA) The MCO was not required to report the measure.

The measure was not reported because the MCO did not offer the
required benefit.

Not Reported (NR)

Performance Indicator Specific Findings and Recommendations

Validation Finding

HSAG determined that all five MCOs’ information systems and processes were compliant with IS
standards and that the performance indicators calculated by the five MCOs had a status of Reportable
based on the reporting requirements for MY 2022 PMV.

Performance Measure Results

For MY 2022, the MCOs calculated and reported 16 performance indicators. MY 2020-MY 2022
results for HEDIS measures were compared to NCQA’s Quality Compass benchmarking data, and MY
2020-MY 2022 results for non-HEDIS measures were compared to a calculated statewide average.

The following is a summary of HSAG’s findings regarding performance on the measures, organized by
Quality Improvement Pillar:

Adult Behavioral Health

This pillar contains the Follow-Up After High-Intensity Care for Substance Use Disorder and
Pharmacotherapy for Opioid Use Disorder measures. HealthChoice members were receiving follow-up
outpatient care after intensive treatment at rates above the national Medicaid 50th percentile for the
Follow-Up After High-Intensity Care for Substance Use Disorder—7-Day Follow-Up measure indicator,
with four of the five health plans reporting rates above the national Medicaid 50th percentile for the
Follow-Up After High-Intensity Care for Substance Use Disorder—30-Day Follow-Up measure
indicator. However, the rates of members with diagnosed opioid use disorder receiving consistent
pharmacotherapy continued to decline, with three out of five health plans reporting rates below the
national Medicaid 25th percentile.
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Child Behavioral Health

This pillar contains the Inpatient Utilization—Behavioral Health Hospitalizations for Children and
Adolescents, Mobile Crisis Response Services that Result in Hospitalization for Children and
Adolescents, ED Visits that Result in an Inpatient Admission for Children and Adolescents and Repeat
Behavioral Health Hospitalizations for Children and Adolescents measures. Mobile crisis services and
ED visits that result in hospital admission remained flat between MY 2021 and MY 2022, but they were
reduced in comparison to the MY 2020 rates (lower is better). Behavioral health hospitalizations also
demonstrated rate reductions in comparison to the MY 2020 and MY 2021 rates (lower is better).
However, repeat admissions increased slightly over time, indicating worse performance. Additionally,
there was a high degree of variability between HealthChoice plans on mobile crisis response services
and ED visits that result in hospital admission.

Maternal and Child Health

This pillar contains the Well-Child Visits in the First 30 Months of Life, Child and Adolescent Well-Care
Visits, Annual Dental Visit, and Childhood Immunization Status—Combination 10 measures. The Well-
Child Visits in the First 30 Months of Life measure, specifically for visits occurring within the first 15
months, demonstrated rates above the national Medicaid 50th percentile for four of the five health plans,
with one of those health plans reporting rates above the national Medicaid 75th percentile. The Well-
Child Visits in the First 30 Months of Life measure, specifically for visits occurring within the first 15—
30 months of life, demonstrated rates between the national Medicaid 50th and 75th percentile for three
health plans, with the remaining two health plans reporting rates below the national Medicaid 25th
percentile. The rates for Child and Adolescent Well-Care Visits were consistent, with a difference of
only 7 percentage points between HealthChoice plans; however, there was evidence of a downward
trend between MY 2021 and MY 2022 that is likely due to the COVID-19 pandemic. Dental visits
showed an overall rate improvement, with four out of five plans demonstrating rate increases and a
difference of only 10 percentage points being noted between plans. The statewide average for
immunizations demonstrated a slight rate increase between MY 2021 and MY 2022; however, all plans
reported rates that remained below the national Medicaid 25th percentile.

Equity

This pillar contains the Gap in HIV Medical Visits, Prescription of HIV Antiretroviral Therapy, and HIV
Viral Load Suppression measures. The rate of members receiving antiretroviral therapy remained at
approximately 89 percent on average, with a slight decrease noted in MY 2021 likely due to the
COVID-19 pandemic. Gaps in medical visits continued to decrease over time (lower is better). Viral
load suppression significantly increased in comparison to the MY 2020 and MY 2021 rates; however,
there was a high degree of variability between HealthChoice plans on the HIV Viral Load Suppression
measure.

Improving Community Placement

This pillar contains the Long-Term Services and Supports (LTSS) Comprehensive Care Plan and Update
and LTSS Successful Transition After Long-Term Institutional Stay measures. The statewide average for
the care plan measure improved significantly between MY 2021 and MY 2022, with the statewide
average increasing nearly 20 percent. The statewide average for successful transitions to the community
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after long-term care was at approximately 18 percent while the expected transition rate averaged
approximately 70 percent, indicating significant room for improvement.

Performance measure rates submitted by the five HealthChoice Illinois plans for MY 2020-MY 2022
are presented in Table 2-13.

Table 2-13—Performance Measure Rates

Period MeasurelData Element ARetna BCBS |CountyCare | Meridian | Molina
Pillar: Adult Behavioral Health
1 Follow-Up After High Intensiky Care for Substance Use Disorder [FUIY
2020 | 7-Day Follow-Up—Ages 18-64 N66x [PLLSLE 38.33%  [rrir il 12.07=
2021 | 7-Day Follow-Up—Ages 13-64 31.50% 3191 25002 IT 023 36523
02 2021 | 7-Day Follow-Up—Ages 13-64 35293 3T 643 34 882 41623 37 463
Q22021 | 7-Day Follow-Up—Ages 13-64 37 B8 38503 36022 30203 37 943
G4 2021 | 7-Day Follow-Up—Ages 13-64 37 593 39013 38 693 30713 39.563
Q12022 | 7-Day Follow-Up—Ages 15-64 38.913% 25 87 36.73% 21.32% 36 403
Q2 2022 | 7-Day Follow-Up—Ages 15-64 37 24 32.21% 37.35% 38063 3873
Q3 2022 | 7-Day Follow-Up—Ages 15-64 38.513% 3283 36.59% 38005 39.34%
4 2022 [7-Day Follow-Up—Ages 15-64 38 405 ELFETS 38.75% 37 T4 39.98%
2020 |7-Day Follow-Up—Ages B6s NA NA NA MNA
Q12021 | 7-Day Follow-Up—~Ages B+ NA NA NA NA NA
Gz 2021 | 7-Day Follow-Up—~ges B+ NA NA NA NA NA
Q22021 | 7-Day Follow-Up—~Ages BB NA NA NA 26.67 NA
G4 Z2021_| 7-Day Follow-Up—53es Ebe NA NA 75 93 NA
o12022 [7-Day Follow-Up—Ages G+ MNA NA MNA NA NA
G2 2022 | 7-Day Faollow-Up—Ages BG+ NA NA NA NA NA
CI3 2022 | 7-Day Fallow-Up—Ages BG+ NA NA 20455 NA NA
G4 2022 ['7-Day Follow-Up—~ages 65+ NA NA 26 323 2258 MNA
Z020 | 7-Dlay Follow-Up—Tatal iex [LERLl  d8.26%  [DLEALE 12 77%
CH 2021 | F-Day Follow-LUp—Total 31.25% BN 24 B1% 36 853 36523
G2 2021 | 7-Day Follow-Up—Total 35 283 37 393 34 87 16T 37 443
Q3 2021 | 7-Day Follow-Up—Total 37 T4 38 455 35.99% 30155 37943
G4 2021 | 7-Day Follow-Up—Taotal 37 463 3897 38.70% J0.64% 39.52%
Q12022 | 7-Day Follow-Up—Taotal 39105 26.19% 36. 265 21205 36 403
G2 2022 [7-Day Follow-Up—Total 3721 3219 36762 3791 38_803<
03 2022 [7-Day Follow-Up—Total 383432 32 883 36152 XK T 39_363
G4 2022 [7-Day Follow-Lp—Tatal 38 253 LR 38 413 37 593 40_003
2020 | 30-Day Follow-Up—~Ages 15-64 B8 055 5997 53.99% 59 565 55565
Q12021 | 30-Day Follow-Up—~Ages 18-64 47 643 1942 38.30% 49665 5067
Q2 2021 [ 30-Day Follow-Up—Ages 15-64 4971 Bl 163 48.53% 55 63 53.37%
G123 2021 [ 30-Day Follow-Up—Ages 13-64 52 4232 LR LS 49822 AT 94 53363
G4 2021 [ 30-Day Follow-Up—Ages 13-64 [EXEFS [ 53 98 4932 [T ES
c2022 [ 20-Day Follow-Up—Ages 13-64 [ LS 40803 50502 34 613 B0 20
G2 2022 [30-Day Follow-Up—Ages 13-64 S B0 48 103 S0_60= 5590 BE_ 70
Q3 2022 | 30-Day Follow-Up—»Ages 15-64 05T 48 895 5077 5531 56 155
4 2022 [30-Day Follow-Up—Ages 18-64 B5 405 B0 54155 55 265 5757
2020 | 30-Day Follow-Up—ages B5+ NA NA A5 455 NA NA
Q12021 | 30-Day Follow-Up—~ages 6o+ NA NA NA NA NA
Q2 2021 | 30-Day Follow-Up—~Ages Bo+ NA NA NA NA NA
Q2 2021 | 30-Day Follow-Up—fges BB+ NA NA NA 3333 NA
G4 2021 [30-Day Follow-Up—~Ages B5+ MNA NA 48 843 33 33 MNA
Cl2022 [30-Day Follow-Up—»Ages B5+ MNA NA MNA NA NA
G2 2022 | 30-Day Follow-Up—Ages B6+ NA NA NA NA NA
CI3 2022 |30-Day Follow-Up—Ages BG+ NA NA 34092 NA NA
G4 2022 [30-Day Follow-Up—ages 65+ NA NA 38 6022 38 71 MNA
2020 30-Dlay Follow-Up—Total SE 0932 XS R TES D34 [ EES
CH 2021 | 30-Day Follow-Up—Total 47 6B 49223 37602 49893 B0.ET
G2 2021 [ 30-Day Follow-Up—Toaotkal 49_71% 53 .91 48 29 58 TR 53 203
Q3 2021 | 30-Day Follow-Up—Tatal 02 285 55 365 49.65% 47 T3 53345
G4 2021 [ 30-Day Follow-Up—Tatal B2 95 5. TIX 53.88% 49083 54995
Q12022 | 30-Day Follow-Up—Tatal 06 095 101 50105 34 465 50205
G2 2022 [30-Day Follow-Up—Total 5576 A48 D63 49_852 5573 a6 743
13 2022 [30-Day Follow-Up—Totkal [LEEES (DX 5031 a5 14 56 142
G4 2022 [30-Day Follow-Up—Tokal 55 155 51123 B3 T2 BE_ 093 BT 563
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Performance Results

Pay-for-Reporting
Period Measure,Data Element Aetna BCBS CountyCare Meridian Maolina
Pillar: Adult Behavioral Health
2 Pharmacatherapy for Opicid Uze Dizarder [POC)

020 | Ages 1B-E4 26.48% 344z 22 86% 19.81% 11843
G202 | Ages 16-64 24.09% 26.06% 18.84% B4z $.05%
(2 2021 | Ages 16-64 25.07% 2757 28.91% .01% T.83%
32021 | Ages 16-64 25.27% 25.66% 25.83% 17 552 T.27%
(42021 | Ages 1664 25.44% 29.32% 22.65% H.A3x 1.91%
12022 | Ages 16-64 26.80% 30.25% 6.37x% 2.2% 6.10%
02 2022 | Ages 16-B4 19.76%% 27.22% 29.79% 18.01% 6.12%
G 2022 | Ages 1664 20182 27 81 .21x 20.38% 157
(4 2022 [Ages 16-64 19.05% 23.58% 21.42% 16.90% T.69%

2020 | Ages Rh. 27.08% 28.13x% 25.81% 11.90% NA
202 | Ages R+ 25.00% 25.35% 27.03% 5363 0.00%
(2 2021 | Ages B+ 24593 3067 318 3.85% 0.00x%
(32021 | Ages Ko 26.87% 35.80% 37.76% 26.88% 1.45%
Q42021 | Ages £5» 26.15% 33.33% 3043% | 286
12022 | Ages B+ 29.69% 3846 4653 29.41% NA
(22022 | Ages BG. 2791 3810 A3 13.70% 1.82%
32022 | Ages B+ 3.25% 36.73% 21.31% 15.63% 1.89%
04 2022 [Ages B+ 2857 25.00% 35.843 12903 1.85%

2020 | Tatal 26.50% 31305 22.99% 19,702 11.75%
G20 | Tatal H11% 26.03% 19163 6393 1.93%
22021 | Total 25.06% 27.68% 29.00% 8.88% T.72%
32021 | Total 25.32% 26.03% 26.42% 17782 719%
42021 | Total 25,463 29.70% 23.07% 21.36% 784
2022 | Total 26.88% J0.45% 6.31% 37X 6.00%
G2 2022 | Total 19922 27.45% 30.36% 17.93% 604
32022 |Total 20.42% 28.02% 1.78% 20.30% 7T46%
G4 2022 [Tatal 19242 23.61% 22193 16832 157
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Performance Results

Pay-for-Reporting

Period Measure/Data Element Aetna BCBS CountyCare Meridian Maolina

Pillar: Child Behavioral Health
3 MMaohkils Crisis Besponzse Services that RBesult in Hospitalization far Children and Adalescents (MCH] [Lower is better]
2020 | Ages 06 ﬁ NA NA A1 NA
Q12021 [Ages0-6 NA NA NA NA NA
22021 | Ages 05 NA NA NA NA NA
32021 |Ages -5 NA 19.44%
042021 |Ages 05 15.63% 17.24%
o120z |Ages 05 NA NA
G220z [Ages0-B NA NA NA 0.00% NA
Q32022 |Ages 05 12,122 1432
Q4 2022 [Ages -5 NA 769 4.65% 481
2020 [Ages Bt 2742 | 2094 12.20% 29593
12021 [ Ages B-11 18.75% 34.92% 15523
02 2021 | Ages 611 3020 | 324 11.36% 33.21% 12.88%
32021 | Ages -1 29.31% 32.19% NA 11972 10963
4 2021 | Ages -1 MM | 2756 161822 143 12.43%
o202z |Ages el 17.74% 21.28% 8.57% 10.04% 10.74%
g22022 [Agese-it 2230 | 1978 9.15% 9.55% 8.73%
Q22022 [Agesb-if 1135 17.48% 9.48%
Q4 2022 [hgez BNl 1423 74363 953 10,593
020 [Ages 1217 40,23 TR 25943 46623 12.49%
Q12021 [Ages 1217 42.00%
22021 |Ages 1217 4037
22021 |Ages 1217 .87
4 2021 | Ages 1217 30T
Q12022 |Ages 127 26445
Q22022 [Agesiziy 387
Qa0 [Agesiz1y 25.57%
gd 2022 [Ages 1217 24 66
2020 [Agesiz-2o 45455
Q12021 [ Ages 18-20 52563 I 45282 . .
022021 | Ages12-20 45562 | BE5T% 43862 6077 | 22.05%
22021 | Ages12-20 50.92% 5413
242021 [Agesta-20 45263 | nNA ]
012022 | Ages 12-20 3.76x% . NA . .
Q22022 [Agesiz-2o 41.53% | 57.00% [T 13.23% $.99%
Q32022 |Agesiz-2o 3028 49523
g4 2022 [agesizzo 40,593 32
2020 | Tatal JE.02x 23862
Q1202 [Total 4236 | 6312 2834 50.582 20.10%
322021 | Total 3000 | 48.52% 26.71% 4737 18.35%
Q22021 | Total £2.71% 18.61% 30.41% 16.70% 18.00%
4 2021 | Total 36.19% 22973 ;
o12022 | Total 25123 4231 .84 12,013 .37
Q22022 | Tatsl 3250 | 923 26.41% 12.94% 111
Q32022 | Tatsl 2365 | 42.34% 26492 25.58% 1683
04 2022 [Tatal Z348% BITx 25.22%
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Performance Results

Pay-for-Reporting
Period Measure/Data Element Aetna BCBS CountyCare Meridian Malina
Pillar: Child Behavioral Health
4 Emergency Department [EDY Yisits that Besult in an Inpatient Admizs=sion for Children and Adolescents [EIA] [Lower iz better

2020 |Ages 0B

Q12021 |Ages 05
22021 |Ages0-5 0.00% NA 0.00% NA 0.00%
E32021 |Ages0-5 1183 NA 0.00% 0.90% 0.00%
42021 |Ages0-5 2.38% NA 0.00% 0883 0.69%
12022 | Ages 05 1923 NA 0.00% 0.00% 0.00%
{22022 | Ages 05 3.09% NA 0.00% 0.00% 0.00%
[32022 |Ages 05
04 2022 TAges 0.6 T 2.50%

2020 |Ages bl 36.10% 40,33

E12021 | Ages 11 4857 41.32% 13.89%
22021 |Ages BN 16.73% 32.35% 3.80% 3764 17.093%
32021 |Ages BN 18.77% 3769 267 10663 13,493
42021 |Ages BN 17.36% 36.73% I61x 10143 12.21x%
G12022 | Ages BN 15.83% 3T 88x 5.95% 7.25% 15.75%
322022 | Ages BN 21.07% 368 71.26% 8.21% 14,19
332022 |Ages BN 28.37x% 3488 16.71% 14,393
34 2022 [Ages BN 14663 T B.79% 16_94% 12,825

2020 |Ages 1217 2791 46 463 13,903 4359 22.08%
G12021 | Ages 1217 29.28% 49.28% 17 41 46.75% 28123
G220 | Ages 1247 30.09x% 46.83% 12.45% 45,043 26.70%
E320M | Ages 1247 I X 45 37 12,203 24993 24 543
G420 | Ages 1247 27.22% 4444 16.283 23.15% 22.22%
G12022 | Ages 1247 21.43% 47.70% 18.883 14103 12,643
{22022 | Ages 1247 25.81% 43493 17.55% 13.38% 14.92%
{32022 | Ages 1247 46.003 16_413 18.28% 14 853
4 2022 [Ages 1247 46.51% 16.6932 1813 15103

2020 | Ages 18-20 49.25% 10,793 51.24% 13.93%
E12021 | Ages 18-20 21.69% 59.04% 17.07% 48 483 16.51%
E22021 |Ages18-20 21.26% 50,003 14673 48.53% 19.29%
E32021 |Ages13-20 23.28% 50633 14803 17.77% 17.01%
42021 |Ages18-20 2147% 52 653 17.20%
E12022 | Ages 15-20 18.64% 55 643 19.693 1681 18.47%
{22022 | Ages 18-20 29.68% 56.41% 21.35% 18,163 18,943
[32022 | Ages18-20 i e 59 563 21.78% 3063x 18.79%
4 2022 [Ages 18-20 19.43% 58 043 097

2020 | Total 23.55% 45993 44953

E12021 | Taotal 24.05% 51.62% 14,693 46.52% 21.29%
22021 |Total 24.37% 46,383 1n.19% 44 863 21.92%
E32021 | Total 26.25% 46043 1091 20,053 19.42%
G420 |Total 23.08x% 45 783 13.75% 1874 17,893
12022 | Total 18.44% 48,323 15.01% 12193 13.83%
322022 | Total 24.54% 45.73% 14,903 12 62% 14,653
332022 | Total 27 4% 48.25% 14 453 21.35% 14.77%
4 2022 [Total 14243 14492
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Performance Results

Pay-for-Reporting

Period Measure/Data Element Aetna BCBS CountyCare Meridian Malina

Pillar: Child Behavioral Health
9 Impatient Ltilization—Behavioral Health (BH] Hospitalization for Children and Adolescents (BIL [Lower is better]

2020 |Inpatiert BH Utilization—Ages 0-5 127 0.02 0.m 0.m 0.
2021 {Inpatient BH Utlization—&ges 0-5 1.00 0.0 0.00 0.00 0.03
32 2021 [Inpatient BH Ukilization—ages 0-5 0.93 0.0 0.00 0.00 0.02
032021 [Inpatient BH Utilization—Ages 0-5 11.03 0.m 0.00 0.m 0.m
042021 [Inpatient BH Utilization—Ages 0-5 11.60 0. 0.00 0. 0.
12022 [Inpatient BH Utilization—Ages 0-5 11.44 0.01 0.01 0.00 0.01
2 2022 |Inpatient BH Utilization—&ges 0-5 1161 0.01 0.01 0.00 0.01
132022 |Inpatient BH Utilization—Ages 0-5 0.04 0.0 0. 0.00 0.0
(34 2022 TInpatisnt BH Utilization—figes 0-5 0.53 0.01 0.01 0.01 0.01

2020 |Inpatiert BH Utiliz ation—Ages 6-11 0.47 0.27 017 0.26 0.3
2021 [Inpatient BH Utilization—Ages 6-11 0.44 0.33 0.12 0.22 0.23
022021 [Inpatient BH Utiliz ation—Ages 6-11 0.44 0.29 0.1 0.1 0.28
332021 [Inpatient BH Utilization—~Ages 6-11 0.36 0.26 0.07 0.24 0.25
34 2021 {Inpatiert BH Ukiliz ation—Ages 6-11 102 I 0.13 0.24 0.23
12022 {Inpatient BH Ukiliz ation—&ges 6-11 0.92 0.23 017 0.13 0.42
[J2 2022 |Inpatient BH Utilization—Ages 6-11 0.99 0.27 0.22 0.1 0.40
32022 |Inpatient BH Utilization—Ages 6-11 0.00 0.27 0.20 0.18 0.36
34 2022 [Inpatient BH iz ation—fges 5-11

2020 |Inpatiert BH Utiliz ation—Ages 12-17
2021 [Inpatient BH Utilization—Ages 12-17
32 2021 {Inpatient BH Ukiliz ation—fges 12-17 177 1.64 0.85 1.55 1.55
332021 {Inpatient BH Ukiliz ation—fges 12-17 1.30 1.44
34 2021 {Inpatient BH Ukiliz ation—fges 12-17 1.30 1.50
(12022 |Inpatient BH Utilization—Ages 12-17 0.96 1.25
2 2022 |Inpatient BH Ltilization—fges 12-17 2.83 1.48 1.24 0.65 1.25
Q32022 |Inpatient BH Utilization—Ages 12-17
34 2027 [Inpatient BH Ltilization—Ages 12-17

2020 |Inpatiert BH Utiliz ation—Ages 15-20
2021 {Inpatient BH Utilization—Ages 16-20
32 2021 [Inpatient BH Utiliz ation—Ages 15-20
332021 [Inpatient BH Utiliz ation—Ages 15-20
(4 2021 |Inpatient BH Utilization—Ages 18-20
C12022 |Inpatient BH Utilization—Ages 18-20
022022 |Inpatient BH Utilization—Ages 18-20
Q32022 |Inpatient BH Utilization—Ages 16-20
(4 7027 _[Inpatient BH Ltiliz ation—Ages 18-20

2020 |Inpatiert BH Utilization—Tatal L L L L
12021 [Inpatient BH Utilization—Tatal 115 . 0.48 0.¥7 0.67
32 2021 {Inpatiert BH Ukilization—Tatal 1.16 0.76 0.33 0.7 0.67
32021 |Inpatient BH Utilization—Total 5.03 i 0.29 0.57 0.63
34 2021 [Inpatient BH Utlz ation—Total
2022 {Inpatient BH Ltilization—Tatal 4.94 . 0.53 0.42 0.62
02 2022 |Inpatient BH Utilization—Tatal 5.10 0.55 0.31 0.61
32022 |Inpatient BH Utilization—Total 0.02 N 0.48 0.47 0.59
34 2022 [Inpatisnt BH Utilization—Tatal 0.43 0.72 0.43 0.50 0.61
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Pay-for-Reporting
Period Measure/Data Element Aetna BCBS CountyCare Meridian | Molina
Pillar: Child Behavioral Health
5 Inpatient Lilization—Behavioral Health [BH] Hozpitalization for Children and Adolescents (BIL) (Lower iz better)

2020 | Average Length of Stay—fges 0-5 4 41 NA NA NA NA
12021 |Average Length of Stay—Ages 0-5 4.38 NA NA NA NA
(2 2021 [Average Length of Stay—Ages 0-5 4.30 NA NA NA NA
32021 [Average Length of Stay—Ages 0-5 3.713 NA NA NA NA
(4 2021 |Average Length of Stay—Ages 0-5 3.9 NA NA NA NA
2022 |Average Length of Stay—Ages 0-5 4.08 NA NA NA NA
02 2022 | Average Length of Stay—Age=z0-5 4.54 NA NA NA NA
132022 | Awerage Length of Stay—fges 0-5 NA NA NA NA NA
Q4 2022 [Buverage Length of Stay—Ages 0-5 6.04 NA NA NA NA

2020 | Average Length of Stay—Ages 611 B.42 8.91 7.45 7.93
12021 | Average Length of Stay—Ages B-11 8.54 8.72 NA 1.176 8.3
02 2021 [Average Length of Stau—Ages B-11 8.39 8.64 NA 7.1 3.10
(32021 |Average Length of Stay—fges B-11 6.77 9.25 NA 3.61 8.97
4 2021 [Average Length of Stay—Ages B-11 8.98 8.09 3.58 9.25
2022 | Average Length of Stay—Ages -1 6.04 7.30 NA 3.83 3.56
Q22022 | Average Length of Stay—Ages 6-11 7.09 8.24 §.70 3.33 3.56
032022 | Average Length of Stay—Age=z B-11 NA 8.26 8.96 312 9.75
Q4 2022 [hwerage Length of Stay—figes 6-11 8.33 8.44 10.23 BEET 579

2020 | Average Length of Stay—Ages 12-17 8.05 8.60 8.83 1.20 8.45
N2021 |Average Length of Stay—Ages 12-17 107 8.85 9.08 Al 8.53
2 2021 [Average Length of Stay—Ages 12-17 71.27 8.83 . 1.29 9.32
32021 [Average Length of Stay—Ages 12-17 6.78 8.63 9.06 8.68 317
[d 2021 |Average Length of Stay—Ages 12-17 6.83 8.66 8.85 8.7 3.13
2022 |Average Length of Stau—Ages 12-17 1.06 g.31 8.7 3.08 9.66
02 2022 | Average Length of Stay—fges 12-17 710 8.34 9.16 314 .1
032022 |Average Length of Stay—fges 12-17 NA 8.41 9.59 §.88 9.7z
042077 [Average Length of Stay—Ages 12-17 8.33 8.45 9.80 8.99

2020 | Average Length of Stay—Ages 15-20 6.23 6.78 6.70 6.23 6.7
12021 |Average Length of Stay—Ages 15-20 5.62 7.65 6.86 6.55 7.02
2 2021 | Average Length of Stay—Ages 15-20 5.50 1.22 6.00 6.47 6.78
032021 |Average Length of Stay—fges 15-20 4.55 6.37 6.36 713 6.894
4 2021 [Average Length of Stau—Ages 15-20 1.23 0.82 15 6.86
2022 [Average Length of Stay—Ages 18-20 4.96 6.84 6.85 1.85 6.90
022022 |Average Length of Stay—Ages 15-20 4.32 6.85 6.55 §.24 7.0
H32022 |Average Length of Stay—Ages 18-20 NA 7.08 6.82 1.96 1.16
G4 2022 [Average Length of Stay—Ages 15-20 5.30 111 6.71 7.59 1.33

2020 | Average Length of Stay—Tatal 6.70 8.31 8.36 1.00 8.05
312021 | bverage Length of Stay—Tatal 6.60 8.56 8.67 1.02 8.23
022021 |Average Length of Stay=Tatal 6.34 8.42 8.99 12 8.7
32021 [Average Length of Stay—Taotal 4.61 8.35 8.56 §.50 8.69
04 2021 | Average Lenath of Stay—Total B.36 7.97 8.58 B.69
2022 |Average Length of Stay—Tatal 4.78 137 8.44 8.96 9.06
H22022 | Average Length of Stay—Total o217 §.00 8.97 8.94 3.14
(32022 | Average Length of Stay—Tatal NA §.10 §.83 §.68 3.18
04 2022 [hverage Length of Stay—Taral T.08 8.16 914 8.73 9.35
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Performance Results

Pay-for-Reporting
Period Measure/Data Element Aetna BCBS CountyCare Meridian | Molina
Pillar: Child Behavioral Health
& Repeat BH Haspitalizations for Children and Adalescents [REH) [Lawer iz batter]

2020 |Repeat BHHaospitalizations—Ages 0-5 0.00 1.00 0.00
12021 |Pepeat BHHozpitalizations—Ages 0-5 0.00 0.00 0.00
322021 |Repeat BHHospitalizations—hges 0-5 0.00 0.00 0.00
132021 | Repeat BHHospitalizations—Ages 0-5 0.00 0.00 0.00
34 2021 | Repeat BH Hospitaliz ations—Ages (-5 0.00 1.00 0.00
2022 | Repeat BHHospitalizations—Ages (-5 0.00 1.00 0.00
{22022 |Repeat BHHospitalizations—Ages 0-5 0.00 1.00 0.00
{32022 |Repeat BHHaospitalizations—Ages 0-5 0.00 3.00 0.00

042022 [Repeat BH Hospitalizations—fAges 0-5

2020

Repeat BH Haspitalizations—Ages 6-11

G201

Repeat BH Haspitalizations—Ages 6-11

Q2 2021

Repeat BHHazpitalizations—Ages 5-11

Q32021

Repeat BHHazpitalizations—Ages 5-11

(4 2021

Repeat BH Hazpitalizations—Ages 5-11

(2022

Repeat BHHaspitalizations—Ages 6-11

Q2 2042

Repeat BHHaspitalizations—Ages 6-11

Q32042

Repeat BHHaspitalizations—Ages 5-1

Q42022 [Repeat BHHospitalizations—Ages 6-11

2020

Repeat BHHaspitalizations—Ages 12

12021

Repeat BHHaspitalizations—Ages 12

321.00

Q2201

420.00

Q3201

-7
-7
Repeat BHHaspitalizations—Ages 12-17
Repeat BHHaspitalizations—Ages 12-17

452.00

o4 2021

Repeat BHHaspitalizations—Ages 12-17

475.00

Gnz022

Repeat BHHaspitalizations—fAges 12-17

443.00

022022

Repeat BH Haspitalizations—fges 12-17

334.00 | 333.00

032022

Repeat BH Haspitalizations—fges 12-17

0.00 421.00

042022 hegeat BH Hospitalizations—Ages 12-17

2020

46.00 473.00

Repeat BH Haspitalizations—fges 15-20

T6.00 107.00

G201

Pepeat BH Haspitalizations—fges 18-20

25.00 116.00

Q2 2021

Pepeat BH Haspitalizations—fges 18-20

43.00 142.00

(32021

Repeat BH Haspitalizations—Ages 16-20

83.00 15000

(4 2021

Repeat BH Haspitalizations—ages 16-20

34.00 170.00

[2022

Repeat BH Haspitalizations—ages 16-20

172.00

Q2 2042

Repeat BH Haspitalizations—ages 16-20

118.00 138.00

Q32042

Repeat BH Haspitalizations—ages 16-20

.00 INFENTIN

G4 2022
2020

epeat BH Hospitalizations—fges 16-20

N 139.00 |

Repeat BH Haspitalizations—Tatal

| 303.00 | 371.00

G202

Repeat BH Haspitalizations—Tatal

35.00 437.00

Q2204

Repeat BH Haspitalizations—Tatal

244.00 LA

Q3204

Repeat BH Haspitalizations—Tatal

487.00  655.00

4 2021

Repeat BHHaspitalizations—Total

603.00 631.00

o 2022

Repeat BH Haspitalizations—Tatal

673.00 664.00

Qzanzz

Repeat BH Haspitalizations—Tatal

FLTAIN 522.00

g3z0zz

Repeat BH Haspitalizations—Tatal

3.00 296.00

o4 2022

epeat BH Hospitalizations—Total

104.00  BsALI]

0.00
3.00
3.00
10.00
6.00
11.00
3.00
20.00
23.00
23.00
35.00
36.00

T4.00

0.00 0.00
30.00 21.00
14.00 26.00
CENI  76.00 |
56.00 21.00
59.00  EINT

57.00 41.00
162.00 31.00

261.00  28.00
| 62.00 NI
529.00  129.00
74.00  141.00

433.00 ENGEAL

[ 12600 WP 168.00
| 183.00 |

154.00
157.00
162.00
136.00
141.00
35.00
23.00
25.00
ralll]
45.00
23.00
47.00
43.00
45.00
142.00
134.00
161.00
32.00
210.00
135.00
223.00
206.00
203.00

400.00  166.00
131.00
1046.00  137.00
1541.00  136.00
150.00
50.00  27.00
2900  29.00
G 45.00 |
140.00  50.00
12100  44.00
160.00  39.00
386.00  46.00
534.00  58.00
121.00  66.00
770.00  177.00
117.00  196.00
<L 239.00 |
629.00  254.00
581.00  244.00
585.00  211.00
1595.00  214.00
2339.00 222.00
238.00
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Performance Results

Pay-for-Reporting
Period Measure/Data Element Petna BCBS CountyCare Meridian Malina
Pillar: Child Behavioral Health
£ Repeat EH Hozpitalizations for Children and Adolescents [REH) [Lawer is better]

2020 |Percent of Members with Repeat BHHospitalization—#fges 0-5 §.33% NA NA NA NA
12021 |Percent of Members with Repeat EHHospitslization—fges 0-5 13.162 NA NA NA NA
22021 |Percent of Members with Repeat BHHaospitalization—fges 0-5 18.52% NA NA NA NA
32021 |Percent of Members with Repeat BHHospitalization—fAges 0-5 16.34%% NA NA NA NA
(34 2021 |Percent of Members with Repeat BH Hospitalization—fAges 0-3 NA NA NA NA
2022 |Percent of Members with Bepeat BHHaspitalization—Ages 0-5 18.73% NA NA NA NA
022022 |Percent of Members with Fepeat BHHozpitalization—Ages 0-5 19.15% NA NA NA NA
Q32022 |Percent of Members with Fepeat BHHospitalization—Ages 0-5 NA NA
Q4 2022 [Percent of Members with Hepeat BH Hospitalization—fges 0-3 24.72% NA

2020 |Percent of Members with Bepeat BHHospitalization—Ages B-11 101522 12.12%

(12021 |Percent of Members with Repeat BHHaospitalization—fAges B-1 22 317 23.08% 11.50% 28.13%
022021 |Percent of Members with Repeat BHHospiralization—Ages B-11 28.46% 26.32% 26.39%
32021 |Percent of Members with Repeat BHHospitalization—fges 6-11 19.352 17.62%

4 2021 |Percent of Members with Repeat BHHaspitalization—fges B-11 22.35% | 18.53% 15.02%

C12022 |Percent of Members with Repeat BHHospitalization—figes 5-11 22.86% | 19.14% 12.70%

Q22022 |Percent of Members with Fepeat BHHozpitalization—fges 6-11 13.50% .71

032022 |Percent of Members with Bepeat BHHozpitalization—fAages B-11 22 09 21.05

Q4 2022 [Percent of Members with Bepeat BHHospitalization—fges 6-11 12.00% 19233

2020 |Percent of Members with Fepeat BHHozpitalization—Ages 12-17 13.95% 19.21% 23.51%
G12021 |Percent of Members with Repeat BHHospitalization—Ages 12-17 1.02%  24.84% 15.21% 10.20%
2 2021 |Percent of Members with Repeat BHHospitalization—fges 12-17 26.45% 18.75% 1604 oy Iy
Q32021 |Percent of Members with Bepeat BHHaspitalization—fges 12-17 26003 18.96% 16.04%
04 2021 |Percert of Members with Repeat BHHospitalization—fges 12-17 2404 14,555
12022 |Percent of Members with Bepeat BHHaspitalization—fges 12-17 L Jd7
Q22022 |Percent of Members with Bepeat BHHozpitalization—fges 12-17 19.42% 18.51% 17.86% 18.39% 18.24%
332022 |Percent of Members with Bepeat BHHospitalization—Ages 12-17 ¥
Ed 2022 [Percent of Members with Repeat BH Hozpitalization—fges 12-17 12.763

2020 |Percent of Members with Repeat BHHospitalization—~Ages 15-20 9.58%
12021 |Percent of Members with Repeat BHHospitalization—fges 15-20 | 38%
22021 |Percent of Members with Bepeat BHHaspitalization—Ages 18-20 12.89% 20543 11182
32021 |Percent of Members with Bepeat BHHaspitalization—Ages 18-20 20,905 8403
42021 |Percent of Members with Bepeat BHHaspitalization—fges 18-20 21.802 18.972
2022 |Percent of Members with Repeat BHHaspitalization—fges 15-20 11.40%
(22022 |Percent of Members with Fepeat BHHozpitalization—fges 15-20
332022 |Percent of Members with Fepeat BHHozpitalization—&ges 15-20
Q4 2022 [Percent of Members with Hepeat BHHospitalization—fges 15-20 .71

2020 |Percent of Members with Fepeat BHHozpitalization—Taotal 21 Z21.96%
(12021 |Percent of Members with Repeat BHHaospitalization—Tatal 23.33% 10,543
22021 |Percent of Members with Bepeat BHHospitalization—Tatal 29162
32021 |Percent of Members with Bepeat BHHospitalization—Tatal 24467 15.44%
4 2021 |Percent of Members with Bepeat BHHaspitalization—Tatal 23.0d4% 14443
N2022 |Percent of Members with Repeat BHHospitalization—Tatal . 337
Q2 2022 |Percent of Members with Fepeat BHHozpitalization—Tatal 13.20% 13.08% 174522 16.30% 18. 142
Q32022 |Percent of Members with Fepeat BHHozpitalization—Tatal NA 20547 101 13.36% LIS
042022 [Percent of Members with Fepeat BHHospitalization—Tatal 22.09% 16.86% 19.09% | 19.23%
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Period Measure/Data Element Aetna BCBS CountyCare Meridian Malina
Pillar: Child Behavioral Health
g Repeat BHHazpitalizations far Children and Adalescents (BEH] [Lawer is bettar]

2020 | Average Mumber of Bepeat BH Hospitalizations Per Member—fges 0-5 m NA NA NA NA
2021 [Average Mumber of Bepeat BH Hospitalizations Per Member—Ages 0-5 0.16 NA NA NA NA
Q22021 [Average Mumber of Repeat BH Hospitalizations Per Member—Ages 0-5 0.26 NA NA NA NA
332021 [Average Mumber of Repeat BH Hospitalizations Per Member—Ages 0-5 0.30 NA NA NA NA
042021 [Average Mumber of Repeat BH Hospitslizations Per Member—Ages 0-5
12022 [Average Mumber of Repeat BH Hospitalizations Per Member—fges 0-5
()2 2022 | Average Mumber of Repeat BHHospitalizations Per Member—Ages 0-5
32022 |Average Mumber of Bepeat BH Hospitalizations Per Member—fges 0-5
D4 2022 [#Hverage Mumber of Bepeat BHHospitalizations Per Member—fges 0-5 0.36

2020 | Average Mumber of Bepeat BH Hospitaliz ations Per Member—#ages 6-11 0.22
N2021 [Average Mumber of Bepeat BH Hospitalizations Per Member—Ages 6-11 0.24
Q22021 [Average Number of Bepeat BH Hospitalizations Per Member—Ages fi-11
032021 [Average Mumber of Bepeat BH Hozpitalizations Per Member—Ages B-11
342021 [Average Mumber of Bepeat BH Hospitalizations Per Member—figes 6-11
012022 | Average Mumber of Repeat BH Hospitalizations Per Member—Ages 6-11
022022 | Average Mumber of Bepeat BHHospitalizations Per Member—Ages 6-11
Q32022 |Average Mumber of Repeat BH Hospitalizations Per Member—Ages B-11
[d 7027 [fuerage Mumber of Bepeat BH Hospitalizations Per Member—Age: 6-11

2020 | Average Mumber of Repeat BH Hospitalizations Per Member—fges 12-17
2021 [Average Number of RBepeat BH Hospitalizations Per Member—Ages 12-17
022021 [Average Mumber of Repeat BH Hospitslizations Per Member—Ages 12-17
Q32021 [Average Mumber of Repeat BH Hospitalizations Per Member—fges 12-17
04 2021 |Average Mumber of Repeat BH Hozpitalizationz Per Member—Ages 12-17
012022 |Average Mumber of Bepeat BH Hospitalizations Per Member—Ages 12-17
Q22022 |Average Mumber of Repeat BH Hospitalizations Per Member—fges 12-17
32022 |Average Mumber of Bepeat BH Hospitalizations Per Member—Ages 12-17
04 2022 [Hverage Mumber of Bepeat BHHospitalizations Per Member—figes 12-17

2020 | Average Number of Repeat BH Hospitaliz ations Per Member—#Ages 18-20
2021 [Average Mumber of Bepeat BH Hozpitalizations Per Member—Ages 18-20 0.24
Q22021 [Average Mumber of Bepeat BH Hospitalizations Per Member—fges 18-20 0.16
32021 |Average Mumber of Repeat BH Hospitalizations Per Member—Ages 18-20 0.10
042021 [Average Mumber of Bepeat BH Hozpitalizations Per Member—Ages 18-20
C12022 [Average Mumber of RBepeat BH Hospitalizations Per Member—fges 15-20 041 015
022022 | Average Mumber of Bepeat BHHospitalizations Per Member—Ages 15-20 | 035 | 023 |
Q32022 |Average Mumber of Bepeat BHHospitalizations Per Member—Ages 18-20 0.30 0.25 1.30 0.37
34 2027 [#Average Mumber of Bepeat BHHospitalizations Per Member—fges 18-20 0.33 0.24 0.28 0.44

2020 |Average Mumber of Bepeat BH Hospitalizations Per Member—Total 0.37
N2021 [Average Mumber of Bepeat BH Hospitalizations Per Member—Total 042 I 04 0.38
Q22021 |Average Mumber of Repeat BHHozpitalizationz Per Member—Tatal 4 Y 039
032021 [Average Mumber of Bepeat BH Hospitslizations Per Member—Tatal 0.44 0.22 0.23 0.40
342021 [Average Mumber of Bepeat BH Hospitalizations Per Member—Tatal o4 IEEE 022
012022 |Average Mumber of Bepeat BH Hospitalizations Per Member—Tatal | 025 | 025 | 029 |
Q22022 |Average Mumber of Bepeat BHHospitalizations Per Member—Tatal | 030 [ 027 |[BFEIE 030 |
Q32022 |Average Mumber of Repeat BHHospitalizations Per Member—Tatal 0.32 0.26 123 0.30
04 2022 [Average Mumber of Bepeat BH Hozpitslizations Per Member—Tatal 0.37 0.26 0.30 0.33
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Period Measure/Data Element Aetna BCBS CountyCare Meridian Malina
Fillar: Maternal and Child Health

i “Wwell-Child Yisitz in the First 30 Maonths of Life ['W30]
2020 | wel-Child Visits in the First 15 Manths—Sia or Mare Well-Child YVisits 55.90% | 39.2¢% 55.23%
12021 _|Well-Child Visits in the First 15 Manths—Sis or Mare Well-Child Yisits 26.21% | 25.86% 27.69% 32.97% | 39.81%
2 2021 _| Well-Child Vigits in the First 15 Manths—Six or IMare Well-Child Visits 38.97x | 39.59% 39.673 46.21% | 54.94%
3 2021 | Well-Child Vigits in the First 15 Manths—Six or IMare Well-Child Visits ATE7 | 47.48% 47.93% 47.90: | 57.95%
4 2021 _| Well-Child Visits in the First 15 Manths—Six of Iore Well-Child Visits 5121 | 49.93x 5173 4902 | 58.49%
212022 _| Well-Child Visits in the First 15 Manths—Six of Iore Well-Child Visits 46.38% | 29.53% 31163% 31.963% | 49.063
2 2022 _| Well-Child Visitz in the First 15 Months—Sis or More Well-Child Visits 55193 | 47.34% 42465 4758 | 59.18%
932022 | Well-Child Visit= in the First 15 Months—Sis or More Well-Child Visits 58.56% | 62.96% 50.995 56.56% | 52.15%
04 2022_['well-Child Visits in the First 15 Months—Sis or More Well-Child Yisits 5891 | B642% 54.933 57.823
2020 |Wel-Child Visits for Age 15 Manths-30 Months—Twa or Mare Well-Child Visits 62.98% | 68.21x 65.17: 7013 | 6342%
212021 _|Wel-Child Visits or Age 15 Monthz-30 Marnths—Two or More Well-Child Yisits 4582 | 5148% 47.55% 54.05x% | 53.20%
2 2021 | Well-Child Visits for Age 16 Manths-30 Months—Twa o Mare Well-Child Yisits 5281 | 59.00x 53403 59.123 | 58.73x
3 2021 | Well-Child Visits for Age 16 Manths-30 Months—Twa o Mare Well-Child Yisits 56.54% | 62.34x 57.70x% 59.36x% | 59.50x
4 2021 | Well-Child Visits for Age 16 Manths-30 Months—Twa o Mare Well-Child Yisits 57.82% | 63.26% 59.53% 59.82% | 59.83%
212022 | 'Well-Child Visits for Age 16 Manths-30 Months—Twa o Mare Well-Child Visits 5561 | 52.97% 50.74% 5444% | 57.01%
922022 | Well-Child Visits For Age 15 Marniths-30 Manths—Two or Mare Well-Child Yisits 52.54% | 61.95% 55,355 61.23% | 60.51x
32022 | Well-Child Visits For Age 15 Marniths-30 Manths—Two or Mare Well-Child Yisits 59.44% | 66.63% 52.93% 62.11% | 61.23x
4 2022_[Well-Child Visits For Age 15 Marniths-30 Manths—Two or Mare Well-Child Yisits 59.59% | 63.27% 60.37% 63.74% | 6136%
g Child and Adolescent Well-Care Visits [WCY]
2020 | Ages 311 4419 | 54.34% 48.44% 5184 | 47.15%
212021 | Ages 311 7A5% | 9.93x% 10.29: 292 | 16.96%
222021 | Ages 311 17.323% | 23.29% 21.81% 1843 | 41.80%
232021 | Ages 311 36123 | 4252% 42.033% 4519 | 5131
242021 | Ages 311 51343 | 56.80x 60,695 56943 | 55.263%
Q12022 | Ages 311 £33x | 9.a7x% 10,503 998 | 18.05%
022022 | Ages 31 18.85% | 21.96x 20.92x% 23.23x% | 40.96%
032022 | Ages 31 053% | H4.12% 42.78% 46.04% | 5211x
942022 [Ages 31 4951 | 49.82% 57.71x 5651 | 53.45x
2020 |Agesi2-7 40.89x | 50.63x 2.77% 4852 | 44.20x
212021 |Agesi2-7 6.29x | 8.59x 9.33% T2 | WM
222021 | Ages 1217 W | 2020% 19.23: 14.95: | 4052
222021 |Ages 127 /AL | 4152% 39.02% 44.00x | 50.93%
242021 |Ages 1217 50.92% | 55.32% 57.07% 55.92% | 54.68%
212022 |Ages 1217 682 | 7.12% £.592 7A8x | 12.96%
022022 |Ages 1217 W | 17.32% 17.14% 1824 | 38.21%
@32022 | Ages12-I7 35.34% | 42.02% 38.92% 297 | 49.87%
242022 [Bges 1217 47T | 47.54% 53 443 5494 | 51.22%
2020 | Ages 18-21 20.00x | 28.30% 23.51% 2640 | 21.61x
212021 | Ages 18-21 3.83% | 6.20% 5.72% 503% | 9.36x
22 2021 | Ages 18-21 922% | 1331 1.363% 10403 | 18.35%
232021 | Ages 18-21 15.823% | 2160x 18.93% 2099 | 21.97%
24 2021 | Ages 18-21 21.95% | 27.65% 26.993 2632 | 23.93%
212022 | Ages 18-21 663x | 5.23x 5453 548x | 8.74x
022022 | Agesta-2i 1210% | 151 .98 NA 17.01%
032022 | Agesta-2i 16423 | 20.65% 17,683 2205% | 22.26%
042022 [Agesta-2l 2026% | 22.39x 25,785 2634 | 2315%
2020 |Total 3941 | 49.54% 43.10 4754 | 42.80%
212021 [Total 625 | 8.82x 9.22% 774 | M.88x
222021 | Total 1498 | 2049% 19.23: 16.00x | 37.61x
222021 | Total 3213 | 3855% 37.21% 4109 | 4653
242021 | Total 4598 | 51.30% 53.88% 51.91% | 5010
212022 | Total 7H0x | 7.79% £2.97% 238 | M.78%
922022 |Total 16.09% | 18.47% 17.71% 2123 | 36.06%
232022 | Total 3431 | 39.13% 37.07% 40.98% | 46.48%
242022 [Total 43562 | 44.10% 50.685 50.98% | 47.79%
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Period Measurellata Element Betna | BCBS | CountyCare |Meridian| Molina
Fillar: Maternal and Child Health
3 Annual Dlental Vigits [ADN]

2020 | Aqes 23 15.55% | 30.12% 33.30% 2333% | 2r.o02%
B12021 | Aqus 2.3 4.40% | 6322 12.29% 2063 | 12.32%
B2 2021 | Ages 23 10.66% | 13.90% 23.10% 217t | ?6.29%
23 2021 | Ages 23 17.63% | 13.92% 31.45% 2252% | 33.37%
242021 |Ages 23 23.68T | 13.97% 33.36% 27.79%_| 36.41%
1 2022 | Ages 2-3 5.89% | 4.13% 12.25% 6.85% | 21.62%
B2 2022 | Aqes 25 12.64% | 9.52% 21.17% 16.06% | 23.02%
@3 2022 | Ages 23 19.30%_| 22.20% 32.62% 7408 | 2765%
04 2022 [hger 23 24.70% | 25.50% 33.85% 23.34%_| 32.10%
2020 | Aqes db 36.38% | 54.39% 51.79% 45.35% | 38.23%
12021 | Aqus deb 10.23%_ | 15.70% 15.55% 5.45% | 17.02%
B2 2021 | Ages 46 25.66% | 31.06% 34.25% 561T_ | 40.14%
@3 2021 | Ages 46 5807t | 31.21% 45.37% 45.63% | 49.29%
4 2021 | Ages 46 AB.9TT_| 3140% 55.99% 52 83T | 54.37%
B 2022 | Ages 46 1544 | 11.93% 20,331 16.94% | 30.80%
B2 2022 | Ages 46 30.59% | 24.18% 34.55% 36.27%_| 39.99%
@3 2022 | Ages 46 4286 | 45.29% 50.78% 4947 | 49452
04 2022 [hger 46 50.55% | 52.35% 61.48% 56.53% | 53.95%
2020 | Ages 110 #3.77z_ LR ol 54.12% 50.53% | 40.07%
12021 | Ages 110 15.75%_| 13.16% 15.00% 7.85% | 19.09%
22 20281 | Ages 110 30.04% | 35.86% 33.47% 26,123 | 43.04%
@3 2021 | Ages 710 42| 36.01% 46.83% 50.34% | 51.08%
4 2021 | Ages 710 SL60T_ | 36.19% 58.53% 5T.42% | 56.92%
212022 | figes 1-10 2137 | 15.46% 22 61t 2290 | 3583%
B2 2022 | Ages 1-10 51.71%_| 30.30% 37.54% 4439 | 45.84%
@3 2022 | Ages 1-10 4653% | S4.64% 53 59% 5551z | 54.06%
04 2022 [Ager 110 56.40% | 53.23% 65.41% 62153 | 56.14%
2020 Agez 114 EEFTE 60.20% 52.24% 4313 | 39.61%
12021 | Ages 1114 15.49%_| 18.82% 15.09% 691 | 16.91%
22 2021 | Ages 11-14 26.73%_ | 34.96% 33.17% T18T_| 41.76%
3 2021 | Ages 1114 41.02%_| 35.01% 45.35% 45.76% | 43.43%
B4 2021 | Ages 114 49.05% | 35.28% 55.93% 54.78% | 53.77%
212022 | Ages 114 18.56% | 14.95% 20.20% 2107 | 32.09%
B2 2022 | Ages 111 33.94% | 29.26% 33.85% 41503 | 43.14%
013 2022 | Ages 1114 45553 | 53.80% 50.45% 53.66% | 50.03%
B4 2022 [hger 11-14 51.74% | 57.96% 53.06% | 54.29%
2020 | Ages 13 36.36% 43.50% 42.12%_ | 36.50%
212021 | Aqes 1515 15.12% | 18.21% 16.64% 6.95% | 16.96%
22 2021 | figes 15-16 25.61% | 31.90% 23,832 731z | 37.48%
@3 2021 | Ages 1515 35.25% | 32.17% 40.43% 4185 | 43.66%
4 2021 | Ages 1516 41.25% | 32.37% 43.25% 46.47T | 46.65%
212022 | fges 1516 15.74% | 13.23% 15.70% 18.13%__| 271.21%
B2 2022 | Ages 1515 27.50% | 25.45% 26.14% 34.23% | 34.90%
5 2022 | Ages 1515 36.07%_| 45.10% 33.90% 43.51%_| 39.55%
B4 2022 [hger 1505 40.37% | 48.13% 43512 4B A0 | 43.98%
2020 [ Ager 13-20 23.74x [ 0Tl s0.22% 29.27%_| 26.06%
12021 | Ages 13-20 B.67%_ | 11.95% 10.65% 4.99% | 13.18%
22 2021 | Ages 13-20 100X | 21nz 13.27% 517z | Prdet
3 2021 | Ages 13-20 2251 | 231 25.76% 26,18 | 31103
4 2021 | Ages 19-20 26.64T | 2L6IT 33.29% 51.65%_| 33.22%
212022 | Ages 19-20 3.83% | 3022 5.89% 1553 | 19112
B2 2022 | Ages 13-20 17.51T | 17.00% 16.65% 23.20T | 2249%
5 2022 | Ages 13-20 32.92% | 23.58% 26.09% IE58T_ | 25.24%
04 2022 [hger 13:20 26.52% | 32.02% 33.07% 32.95% | 23.26%
2020 [Toal 37.26% L ra Ll 47.50% 43.29% | 3T.03%
12021 [ Total 1073 | 16.33% 16.65% 6.06% | 16.62%
@2 2021 |Total 24.92% | 30.50% 30,572 10723 | 38.35%
@3 2021 |Tatal 35.64% | 30.69% 42 231 42.76% | 45.49%
4 2021 [Total 43.29% | 30.90% 51.96% 45.65% | 49.71%
212022 |Tatal 15.93%_ | 12562 18,172 197z | 29513
B2 2022 |Total 23.06T | 24.60% 30.31% 35.65% | 37.70%
5 2022 | Total 36.94T | 45.67% 44.93% 46.50T_ | 44.32%
&4 2022 [Total 45.09% | 43.671% 55.00% 51972 | 48.62%
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Period MeasurelData Element Aetna | BCBS | CountyCare |Meridian| Molina
Pillar: Maternal and Child Health
0 Childheod Immunization Stakus [CIE]—Combination 10
2020 | Total 2F 6% Ir.12% 35.53% 24.93% 26 65%
212021 | Total 1T.02% 13.82% 26.23% 13.33% 21.35%
G220 | Tatal 1997 16 14% 29.10% 15.47% 2306
G5 2021 | Tatal 20.55% 20.22% 23.98% 15.25% 23 38X
G4 2021 | Total 22 66% 20.63% JO0.T6XE 15.43% 23.80%
12022 |Total 19.23% 21.88% 26.31% 17.50% 15.06%
G2 2022 |Total 19.68% 24 2% 26_38% 21.08% 20.03%
G5 2022 | Total 19.93% 25 83% 2T.20% 21.55% 20_92%
Gnd pn2d | 2001 | o6 443 2133 2LISE 2L21%
Pillar: Equity
1 HI% Wiral Load Suppression [HYL-AD0
2020 | Percent Members Wiral Load <200 - Ages 15-64 8. 56% 20.55% 12_20% NR 17.73%
1 2021 | Percent Members Viral Load <200 - Ages 15-64 3.18% 17.60% 12 6T [T 17.23%
B2 2021 | Percent Members Yiral Load <200 - Ages 15-64 14.54% 17.55% 12.62% HR 18.39%
5 2021 | Percent Members Wiral Load <200 - Ages 15-64 16 60% 27.93% 11.54% 10_.94% 17.42%
4 2021 | Percent Members Wiral Load <200 - Ages 15-64 15.38% 11.06% 16 81% 16_89%
21 2022 | Percent Members Yiral Load <200 - Ages 15-64 T.42% 24 T2% 27T.26% 15 52% 3.36%
22 2022 |Percent Members Yiral Load €200 - Ages 15-64 13.61% 46 00% 27 .09% [T RTES 48.35%
5 2022 | Percent Wlembers Yiral Load <200 - Ages 15-64 12.12% s0.24% 24 83% 39.52% 56.62T
creent Members Wiral Load £200 - Ages 15-64 b 419 84% 3 g 40.38% 58.23%
2020 | Percent Members Wiral Laad <200 - Ages G5+ 13.79% 5.56% 11.81% NR NA
212021 | Percent Members Wiral Load <200 - Ages G5+ HA T.53% 12.T7% NR HNA
222021 | Percent Pembers Wiral Load <200 - Ages B5+ 12.50% 5 00X 13.64% NR NA
25 2021 | Percent Members Wiral Load <200 - Ages B5+ 16_22% 12_ 34X 10_24% 4. THX NA
@4 2021 | Percent Members Yiral Losd <200 - Ages 65+ 1270 1684z EFEITTIN 6933 NA
12022 | Percent Members Wiral Load <200 - Ages G5+ g 82% 15.00% 20.T3% 4. 88 NA
G2 2022 | Percent Members Wiral Load <200 - Ages G5+ 3_38% 36 36X 26.33% 37.04% HNA
23 2022 | Percent Pembers Wiral Load <200 - Agqes 65+ 8 57T 43 02X 20_81% 36 _36% NA
24 goo [Percent Mlembers Yiral Load <200 - Ages B3+ 11,29
2020 | Percent Members Yiral Load <200 - Takal 8.7T3% 20.04% 12.21% HR 17.54%
2021 | Percent Members Wiral Load <200 - Takal 9.27% 17.30% 12.6TX NR IT.42%
G2 2021 | Percent Members Wiral Load <200 - Takal 14.46% IT.1X 12.66% NR 15.49%
&5 2021 | Percent Members Wiral Load <200 - Tatal 16.53% 27.32% 11.48% 10.65% 1T.45%
24 2021 | Percent Members Wiral Load <200 - Takal 15.26% 10.3TX 16_38%
G 2022 | Percent Members Wiral Load <200 - Tatal T.43% 24 30% 26.93% 15.06% 15T
G2 2022 | Percent Members Wiral Load <200 - Tatal 13.38% 45.52% 27.06% 40.06% 18 31%
B3 2022 | Percent Members Wiral Load <200 - Tata 11.91% 50.13% 24 62% 33 .44% 56_32%
ircent Menber: Vil Lond C200 Tty
2020 | Percent Members Lab Result dvailable - Ages 15-64 NR NR NR NR NR
1 2021 | Percent Members Lab Result Svailable - Ages 15-64 HR HR HR NR NR
22 2021 | Percent Members Lab Result Available - Ages 15-64 HR HR HR NR NR
5 2021 | Percent Members Lab Besulk Available - Ages 15-64 NHR NR NHR NR NR
24 2021 | Percent Members Lab Bezult Available - Ages 15-64 HR HR HR NR NR
21 2022 | Percent Members Lab Besult Available - Ages 15-64 31.75% 26.31% 30.85% 2805 12.77%
22 2022 | Percent Members Lab Rezult Available - Ages 15-64 42 08% 52 49T 3167 43 69% 52 0T:
25 2022 | Percent Members Lab Result Available - &ges 15-64 40.33% 5T.34% 29_85% 43.01% 61.14%
g4 gons [Percent Members Lab Plesult &vailable - Ages 15-64 42 60% 57.99% 29.12% 4376 62 T6T
2020 | Percent Members Lab Besult &vailable - &ges G5+ HR NHR HR NR NR
2 2021 | Percent Members Lab Result Available - Ages G5+ NR NR NR NR NR
22 2021 | Percent Members Lab Result Available - Ages G5+ HR HR HR [T [T
25 2021 | Percent Members Lab Result Available - Ages G5+ HR HR HR NR NR
24 2021 | Percent Members Lab Resulk Available - Ages B5+ HR HR HR HR HR
1 2022 | Percent Members Lab Besult Available - Ages G5« 20.53% 15.00% 3.35% 19 51T NA
B2 2022 | Percent Members Lab Result Available - Ages G5« 31.25% A0.931% 27.08% 37.04% HA
5 2022 | Percent Members Lab Rezult Available - Ages G5+ 18 57% 52 94 22 B4T 36.36% NA
creent Members Lab Plezult dvailable - Ages B3+ 1T.74L 5607 3 66T 35.23% A
2020 Percent Memberz Lab Resule dvailable - Total HR HR HR NR NR
212021 |Percent Members Lab Besulk Available - Takal HER HR HER NR NR
@2 2021 | Percent Members Lab Rezult Available - Tokal HRE HRE HRE HNR HNR
@5 2021 | Percent Members Lab Besult Available - Tootal NP [T:] NP NR NR
24 2021 | Percent Members Lab Bezult fvailable - Toatal NR NR NR NR NR
2022 | Percent Members Lab Besult Available - Tatal 31.21% 26 _33% 30.52% 27 68T 12 47
222022 | Percent Members Lab Fiesule Available - Tatal 41.50% 51.92% 31.46% 43 47T 51.97%
25 2022 | Percent Members Lab Fesult Available - Tatal 39.59% 5T.15% 29 48% 42 G4% 60_TT
creenk Members Lab Besult Available - Total A1.26% 5T7.91% 28 82% 4352 62 47T
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Period Measzurel/Data Element Aetna | BCBS | CountyCare [(Meridian| Molina
Pillar: Equity
11 HIY Wiral Load Fuppression [HYL-AD]

2020 Percent Members wi Lab Besult <200copicsiml - Ages 15-64 HR HRE HRE HRE HR
M 2021 | Percent Members wi Lab Result <200 capicsml - Ages 15-64 NR HR HR HR HR
@2 2021 | Percent Members wi Lab Result <200copics'ml - Ages 15-64 NR HR HR HR NR
23 2021 | Percent Members wi Lab Besult <200 copiesiml - Ages 16-64 NR NR NR HR NR
4 2021 | Percent Membiers wi Lab Besult <200 caopiesiml - Ages 15-6d NR NR NR NR HR
1 2022 | Percent Members wi Lab Result <200 capicsml - Ages 15-64 23.30% 91.85% B5.25%% [T E] 13.33%
B2 2022 |Percent Members wi Lab Rezult <200copics'ml - Ages 15-64 32.35% BT1.63%T B5.54% 91.94% 92 86T
&3 2022 | Percent Members wi Lab Besult <200 copies!ml - Ages 16-64 29 62% B7.63% &3 18% I1E8% 32 53%

croenk Members wi Lab Bezult {EI:II:I-:n:-Ei-:sn'mL - .'5\.5-:5 15-64 35.13% 85.95% 81.78% 33 38% 32 18T

2020 | Percent Members wi Lab Besult <200c0pies!ml - Ages 65+ NR [ 13 [ 13 HR NR
2 2021 | Percent Members wi Lab Result <200 copics'ml - Ages 65+ NR NR NR HR NR
22 2021 |Percent Members wi Lab Besult <200 copics!ml - Ages G5+ NR NR NR HR NR
G5 2021 | Percent Members wi Lab Result <200 capicsdml - Sges G5+ NR HR HR HR HR
G4 2021 | Percent Members wi Lab Result <200 capicsml - Sges G5+ NR HR HR HR HR
12022 | Percent Members wi Lab Besult <200 copies!ml - Ages G5+ NA HA HA HA NA
B2 2022 | Percent Members wi Lab Besult <200 copicsiml - Ages G5+ NA HA 7 .44% HA NA
G5 2022 | Percent Members wi Lab Result <200 capicsml - dges G5+ NA 92 59% ETRIES HA HA
g4 goos [Percent Members wi Lab Besult {EEII:I-:n:-Ei-:sn'mL - .'5\.5-:5 Eo+ H& 30.00% 057 M A H&

2020 | Percent Members wit Lab Besult <200copics'ml - Tokal NR NR NR HR NR
2 2021 | Percent Members wi' Lab Besult <200 copicsimL - Total HR HRE HRE HRE HR
G2 2021 | Percent Members wi Lab Result <200 capicsmL - Tatal NR HR HR HR HR
25 2021 | Percent Members wi Lab Result <200copics'ml - Tokal NR HR HR HR NR
24 2021 |Percent Members wi Lab Besult <200 copies!mL - Total NR NR NR HR NR
12022 | Fercent Members wi Lab Besult <200 capiesdmL - Taokal 23_98% 32 05% 55.43% sl 41T 753.33%
G2 2022 | Percent Members w Lab Result <200 capicsmL - Tatal 32 25% 87.68% 86.02% 32 11T 32 9T
25 2022 | Percent Members wi Lab Rezult £200copics'mL - Takal 30.09% B7.80% 83.50% 92 .06% 92 68T
&4 2022 [Percent Members wi Lab Besult <200 copicsimL - Tokal 35 85% B6_11% B2 1T 32 46T 32 58%

12 Gap in Human Immunodeficizncy Yiruz [HIN) Medical YWisits [HGR] [lower iz betker]

2020 | Ages 017 HA HA HA | 1575 ICTEE
22021 | Ages O-17 HA 18.75% NA 34.21% NA
222021 | Ages O-17 HA J4.29% NA a.52% NA
Q3202 | Ages O-17 NA 22 86X NA NA NA
G4 202 | Ages O-17 NA NA NA HNA NA
212022 | Ages O-17 HA 25.00% NA 25.00% NA
G2 2022 | Ages O-17 NA 35.23% NA NA NA
G5 2022 | Ages O-17 NA NA NA NA NA

[ges O-17 T . HA HA

2020 | Ages 15-64 25.00% 24 81T 36 38X I1.56%

EM 2021 | Ages 15-64 33 .08 24 12% 3&.95% 3T.40% 22 15%
G2 202 | Ages 15-64 39,47 24 00% 4121 23 34% 060X
32021 | Ages 185-64 35.26% 22.35% J0.64%E 33.85% 13.96%
G4 2021 | Ages 156-64 23.28% 26.00% 22.933% 10_45%
12022 | Ages 15-64 2707 24 41 22.32% 35.10% 10.16%
G2 2022 | Ages 15-64 24 01 24 _10% 22 04% 44.13% 10.97%
G 2022 | Ages 15-64

[Ages 18-64

2020 | Ages 65+ B B
12021 | Ages B+ 34.29% 28 30% 30.33% 38.38% NA
222021 | Ages B+ 50.00% 25.35% 32.14% 25 81% NA
232021 | Ages B+ 50.00% 24 653 35.13% 45 15% NA
G4 2021 | Ages B 3T 14% 20.51% 20.00% a0 32% NA
G12022 | Ages GG+ 3. 46X 23.08% 2114% 41.18% NA
G2 2022 | Ages B+ 24.00% 29.52% 20.44% 33.90% NA
GIF 2022 | Ages B+

Fiuges 65

2020 | Tatal B B N
G202 | Total 33.33% 24 15% 3E 44% 3T.38% 22.31%
G2 2021 |Total 39.90% 24 24% A0 88X 23.15% 21.33%
@3 202 |Tatal I5.68% 23 .02% 3112 40.09% 14 43%
4 2021 |Toatal 29.41% 25 66% 22.75% 11.08%
12022 |Total 27.711% 24 36% 22 34% 35.15% 11.05%
G2 2022 |Total 2398 24 56% 21.93% 413 73% 11.62%
G5 2022 |Tatal 19.09% 25 91% 26 68X 15.22% 12.99%

o4 goss [Tatal 2L06% 2L.I11% 23303
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Period Measure/Data Element Aetna BCBS CountyCare Meridian | Molina

Pillar: Equity
13 Prescription of HIV Antiretroviral Therapy [HAT)
2020 |Ages0-17 NA NA NA NA NA
012021 |Ages0-17 NA NA HA HA NA
022021 |Ages0-17 NA NA HA HA NA
032021 |Ages-17 NA HA HA HA NA
042021 |Ages0-17 NA HA HA HA NA
012022 |Ages0-17 NA NA NA NA NA
022022 |Ages0-17 NA NA HA HA NA
032022 |Ages0-17 NA HA HA HA NA
042022 [Ages0-17 NA HA HA NA NA
2020 |Ases13-64 96.30% 50.02% 94.02% 91.90% 36.36%
012021 |Ages13-64 91.34% | 82.15% 90.86% 88.36% 87.10%
022021 |Ages13-64 96.09% | B8271% 93.18% 90.03% 90.35%
032021 |Ases18-64 83.98% | 87.45% 31.30% 20.07% 30.9%4
042021 |Aees18-64 88.10% 92.46% 90.475% 3L11%
(012022 [Ases18-64 33.4%% 53.3%% 90.50% 83.48% 93.63%
022022 |Ages13-64 88.745% 93.68% 90.03% 87.52% 92.85%
032022 |Ages18-64 87.83 92.36% 37.41% 29.07% 91.945%
042022 [hges 1864 33.36% 83.53% 39115
2020 |Aees gt NA 97.22% 95.56% HA NA
012021 |Ageses+ NA 92.11% 57.80% NA NA
022021 |AgesE5+ NA 92.31% 92.775% HA NA
032021 |AgesfS+ NA 38.46% 95.40% 85.29% NA
042021 |Agesf5+ NA 95.00% 36.00% NA
012022 |Azesf5+ NA 95.59% 81.82% 85.37% NA
022022 |Ageseb+ 90.32% 90.28% 80.58% NA NA
032022 |Ages&5+ 9L.07% | 87.32% 76.82% 91.115% NA
042007 [Agesfot 84.91% | 87.67% 31.83% NA
2020 |Totsl 96.31% | 90.32% 94.13% 92.01% 86.43%
012021 (Total 91.63% 8§2.45% 90.71% 83.13% 87.31%
022021 |Total 96.19% | 82.04% 93.11% 89.79% 30.525%
032021 |Total 89.04% | 8741% 3197% 20.43% 30.775%
042021 [Total B8.11% | 92.44% 90.3% NI oo |
012022 |Totsl 88.39% 93.41% 89.90% 28.49% 93.18%
02 2022 (Total 33.71% 53.35% 29.41% 87.31% 92.43%
032022 |Total 87.88% 91.93% 36.72% 83.86% 91.55%
042027 [Totsl 88.10% | 90.90% 33.02% 89.04% 92.02%
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Period Measure/Data Element Aetna BCBS CountyCare Meridian | Molina
Pillar: Improving Community Placement
14 Long-Term Services and Supports (LTS8 Comprehensive Care Plan and Update (LTSS-CCP)

2020 |Care Plan with Core Elements 67.88% 26.03% 14.84% 18.00% 29.50%
012021 |[CarePlanwith Core Elements 36.50% 16.76% 17.76% 15.46% 26.03%
(022021 |[Care Planwith Core Elements 71.26% 13.60% 35.77% 18.00% 32.97%
132021 |[CarePlanwith Core Elements 68.37% 43.30% 15.95% 74.94% 43.17%
142021 |[CarePlanwith Core Elements 65.60% 43.18% 38.69% 42.21%
(12022 |[Care Planwith Core Elements 36.46% 14.53% 67.71% 47.92% 62.50%
(02 2022 [Care Plan with Core Elements 78.13% 44.7%% 64.58% 53.13% 87.50%
(32022 [Care Plan with Core Elements 90.63% 50.00% 57.29% 56.25% 81.25%
Q42022 [CarePlanwith Core Elements 94,7%% 53.13% 53.13% 56.25%

2020 |Care Plan with Supplemental Elements 6740 26.03% 14.36% 18.00% 29.50%
112021 |[CarePlanwith Supplemental Elements 34.31% 26.76% 17.03% 18.73% 26.03%
022021 |[Care Planwith Supplemental Elements 71.78% 13.60% 35.52% 17.76% 32.97%
132021 |[CarePlanwith Supplemental Elements 68.13% 43.30% 15.95% 74.70% 42.55%
142021 |[CarePlanwith Supplemental Elements 65.60% 43.18% 37.23% 41.76%
(112022 |Care Planwith Supplemental Elements 36.46% 14.58% 67.71% 47.92% b1.46%
(2 2022 |Care Planwith Supplemental Elements 78.13% 44.7% 64.58% 53.13% 87.50%
(132022 |Care Planwith Supplemental Elements 90.63% 50.00% 57.29% 56.25% 81.25%
042022 [Care Planwith Supplemental Elements 53.13% 53.13% G6.25%

15 LTSS Successful Transition After Long-Term Institution Stay (LTSS-TRAN)

2020 |Observed Transition Rate - Total A 19.54% 18.60% 5.10%
(12021 |Observed Transition Rate - Total HA 15.32% 18.45% 12.81% 4.46%
022021 |Observed Transition Rate - Total 46.03% 17.93% 15.51% 14.61% 4.79%
132021 |Observed Transition Rate - Total NA 13.47% 24.30% 47.49% 4.45%
042021 |Observed Transition Rate - Total NA 15.04% 8342% 413%
012022 |Obszerved Transition Rate - Total NA 23.05% 12.30% 25.82% 12.88%
022022 |Dbzerved Transition Rate - Total NA 18.11% 12.07% 26.13% 14.97%
132022 |Observed Transition Rate - Total HA 10.01% 12.15% 11.54% 4.89%
042022 [Observed Transition Rate - Total HA

2020  |Expected Transition Rate - Total HA 75.23% 69.46%

(112021 |Expected Transition Rate - Total HA 73.66% 69.25% B0.13%
(022021 |Expected Transition Rate - Total 43.93% 74.43% 70.01% B0.55%
132021 |Expected Transition Rate - Total HA 76.43% 69.73% A45.60%
142021 |Expected Transition Rate - Total HA 75.99% 68.82% NA

(012022 |Expected Transition Rate - Total HA 74.40% 69.81% L3.21%
(022022 |Expected Transition Rate - Total HA 7d.64% 69.28% 47.36%
(132022 |Expected Transition Rate - Total NA 74.50% 68.67% 46.94%
042022 [Expected Transition Rate - Total NA 74.46% 69.19% 46.72%

2020 |Observed/Expected Ratic-Total HA 026 027 0.21
012021 |Observed/Expected Ratic-Total NA 0.26 0.27 0.21
Q2 2021 Dbsewed."Expe:tEd Ratio-Total 1.05 0.24 0.28 0.24
032021 |Observed/Expected Ratic-Total NA 013 0.35 0.93 \
042021 |Observed/Expected Ratio - Tota| NA
012022 |Cbserved/Expected Ratic-Total NA 0.31 0.13 0.44 .
022022 |Observed,Expected Ratio - Total HA 0.26 0.17 .55
032022 |Observed,/Expected Ratio - Total HA 0.27 0.18 0.25
042022 [Cbserved/Expected Ratio-Total NA 0.27 0.27 0.40

Note: Measures marked as not applicable (NA) for the measurement period had a denominator that was too
small for calculating a valid rate, those marked Not Reported (NR) were not required to report during the
measurement period, and those marked Do Not Report (DNR) did not have any reported data.
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For HEDIS measure rates compared to NCQA benchmarks, the following color coding was applied to
the Q4 rates for each respective reporting period.

E = Below NCQA Quality Compass 25th percentile
E = Between NCQA Quality Compass 25th percentile and 50th percentile

H = Between NCQA Quality Compass 50th percentile and 75th percentile
8 = Above NCQA Quality Compass 75th percentile
H = No NCQA Quality Compass benchmark available

For non-HEDIS measure rates, the following color coding was applied to the Q4 rates for each
respective reporting period to provide a comparison of the MCO’s current rate to the prior year’s
statewide average.

>20% 10%-20% 0-10% 0-10% 10%-20% >20%
below below below above above above
baseline baseline baseline baseline baseline baseline

e . . e

e Aectna and Meridian were both able to identify and correct source code
Strengths errors for the state-specific child behavioral health measures for the MY
2022 reporting period.
e All five health plans reported rate increases for the Long-Term Services and
Supports (LTSS) Comprehensive Care Plan and Update measure, with three
of the five plans reporting significantly higher rates for both the core and
supplemental elements.

Opportunity: Rates on the LTSS Successful Transition After Long-Term
0Nt w e Institutional Stay measure indicate room for improvement for all health plans.

Improvement Why the Opportunity Exists: The health plans may not be including all
enrolled MLTSS members in the eligible population for this measure due to
state-specific billing requirements for long-term institutional care, and/or they
may not be including Medicare institutional facility claims received in FFS
historical claim files for MMP opt-out members in the identification of the
eligible population or calculation of observed discharges for the measure.
Recommendation: HSAG recommends that the health plans review and
document their process for identifying the eligible population and their data
sources for institutional facility claims in addition to thorough oversight and
validation. Additionally, HSAG recommends that the health plans evaluate their
clinical review process for continued stay requests to look for opportunities to
initiate transition planning as early as possible to improve the rate of successful
discharges from a long-term institutional stay.
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Opportunity: Aetna’s rates for the LTSS Successful Transition After Long-
Term Institutional Stay measure were too small to calculate a valid rate.

Why the Opportunity Exists: Aetna confirmed that it provided a copy of the
MY 2022 P4R Reporting Guidance document to its measure calculation vendor,
which indicated that long-term institutional stays that were billed using Illinois-
specific billing codes should be included in the denominator. However, the
eligible population identified by Aetna was less than 30 for the entire
measurement year, which does not align with the count reported by all other
[llinois health plans.

Recommendation: HSAG recommends that Aetna review claims data extracts
provided to its measure calculation vendor to ensure that all claims for long-
term intuitional stays were provided in the extracts, including those with
Illinois-specific billing codes as outlined in the MY 2022 P4R Reporting
Guidance document. The extract sent to the vendor should also include
Medicare claims provided to Aetna by HFS within the Care Coordination
Claims Data (CCCD) files as noted in the reporting guidance. A documented
process of oversight and validation would also help assist with identifying any
discrepancies prior to reporting.
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lllinois MCO Performance Reporting

Introduction

HFS contracted with HSAG, the EQRO for Illinois, to conduct validation of selected measures. HFS
selected four measures for validation from the HFS MCO Performance Reporting (MPR)/Quarterly
Business Review (QBR) reporting requirements:

e New Enrollee Screening and Assessments
o Enrollee Engagement: Care Assessment and Individualized Plan of Care
o Enrollee Engagement: Reassessments Every 12 Months

e FEnrollee Engagement: Contact Frequency

MCOs

Table 2-20 displays the MCOs for which the measures were reported in SFY 2023.

Table 2-14—HealthChoice lllinois Plans for Performance Measure Validation

Health Plan Name Abbreviation
Aetna Better Health of Illinois Aetna
Blue Cross Blue Shield of Illinois BCBSIL
CountyCare Health Plan CountyCare
Meridian Health Plan Meridian
Molina Healthcare of Illinois Molina
Methodology

HSAG validated the data collection and reporting processes used by the MCOs to report the
performance measure data for July 1, 2021-December 31, 2021, in accordance with the CMS
publication, Protocol 2. Validation of Performance Measures: A Mandatory EQR-Related Activity,
October 201971 (CMS Protocol 2). Additional details about the methodology are in Appendix B.

210 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Protocol 2. Validation of
Performance Measures: A Mandatory EQR-Related Activity, October 2019. Available at:
https://www.medicaid.gov/medicaid/quality-of-care/downloads/2019-eqr-protocols.pdf. Accessed on: Nov 3, 2023.
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Results

Validation Finding

The validation finding is determined by the magnitude of the errors detected for the audit elements, not
by the number of audit elements determined as NO. Consequently, it is possible that an error for a single
audit element may result in a designation of Do Not Report (DNR) because the impact of the error
materially biased the reported performance measure. Conversely, it is also possible that several audit
element errors may have little impact on the reported rate and, thus the measure is Reportable (R).

Table 2-15 presents the PMV findings HSAG used for its review of the MPR measures audited during
this activity.

Table 2-15—Performance Measure Validation Finding

Designation Description

R = Reportable Measure was compliant with state specifications

DNR = Do not report Rate was materially biased and should not be reported

NA = Not applicable The MCO was not required to report the measure

NR = Not reported Measure was not reported because the MMP did not offer the required benefit

Table 2-16 to Table 2-19 display HSAG’s validation finding for all MCOs.

Table 2-16—Validation Findings for New Enrollee Screening and Assessments

Validation Finding

Aetna BCBSIL CountyCare Meridian Molina

Reportable Reportable Reportable Reportable Reportable

Table 2-17—Validation Findings for Care Assessment and Individualized Plan of Care

Validation Finding

Aetna BCBSIL CountyCare Meridian Molina

Reportable Reportable Reportable Reportable Reportable
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Table 2-18—Validation Findings for Reassessments Every 12 Months

Validation Finding

Aetna

BCBSIL

CountyCare

Performance Results

Meridian

Molina

Reportable

Reportable

Reportable

Reportable

Reportable

Table 2-19—Validation Findings for Contact Frequency

Validation Finding

Aetna

BCBSIL

CountyCare

Meridian

Molina

Reportable

Reportable

Reportable

Reportable

Reportable

MPR
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Medicare-Medicaid Alignment Initiative (MMAI)

Introduction

CMS allows HFS to validate quality withhold performance measures for the MMPs participating in the
MMALI. Under the MMALI capitated model, CMS and the State withhold a percentage of their respective
portion of the capitation rate paid to the MMP to ensure that the MMP’s members receive high-quality
care and to encourage quality improvement. The withheld amounts are repaid based on the MMP’s
reporting of specific core and state-specific quality withhold measures, which are a subset of the entire
set of measures that MMPs are required to report.

HFS contracted with HSAG to conduct validation of one state-selected measure: IL Measure 3.6:
Movement of Members within Service Populations (IL 3.6).

MMPs

Table 2-20 displays the MMPs for which IL 3.6 was reported in SFY 2023.

Table 2-20—MMAI Health Plans for MMAI Performance Measure Validation

Health Plan Name Abbreviation
Aetna Better Health Premier Plan Aetna
Blue Cross Community MMAI BCBSIL
Humana Gold Plan Integrated Humana
Meridian Complete Meridian
Molina Dual Options Medicare-Medicaid Plan Molina
Methodology

HSAG validated the data collection and reporting processes used by the MMPs to report the quality
withhold performance measure data for Demonstration Year 8 (January 1, 2022, through December 31,
2022) in accordance with the CMS publication, Protocol 2. Validation of Performance Measures: A
Mandatory EQR-Related Activity, February 2023. %! (CMS Protocol 2). Additional details about the
methodology are in Appendix B.

211" Department of Health and Human Services, Centers for Medicare & Medicaid Services. Protocol 2. Validation of

Performance Measures: A Mandatory EQR-Related Activity, February 2023. Available at:
http://www.medicaid.gov/sites/default/files/2023-03/2023-eqr-protocols.pdf. Accessed on: Feb 27, 2024.
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Validation Finding

The validation finding is determined by the magnitude of the errors detected for the audit elements, not
by the number of audit elements determined as NO. Consequently, it is possible that an error for a single
audit element may result in a designation of Do Not Report (DNR) because the impact of the error
materially biased the reported performance measure. Conversely, it is also possible that several audit
element errors may have little impact on the reported rate and, thus the measure is Reportable (R) and
considered compliant with state specifications. Table 2-21 displays HSAG’s validation finding for all
MMPs.

Table 2-21—Validation Findings for All MMPs

MMAI IL 3.6 Validation Finding

Aetna BCBSIL Humana Meridian Molina

Reportable Reportable Reportable Reportable Reportable

MMP-specific reports were delivered to HFS and the MMPs and are available on request.

MMAI PMV—Humana

Introduction

HFS contracted with HSAG, the EQRO for Illinois, to conduct validation of selected measures. HFS
selected two measures for validation for the MMALI program. Table 2-22 presents the performance
measures selected by HFS, the specifications the MMALI plans were required to use for each of the
measures, and the method of data collection selected by HFS.

Table 2-22—Performance Measures for Humana

Performance Measure Specifications Method
Adults’ Access to Preventive/Ambulatory Health Services HEDIS Admin
Initiation and Engagement of Substance Use Disorder Treatment HEDIS Admin
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MMPs

Table 2-23 displays the MMP for which PMV was conducted. The remaining four MMPs received PMV
of the measures displayed in Table 2-22, as described earlier in this report.

Table 2-23—MMAI Health Plans for PMV

R EE G EET Abbreviation

Humana Gold Plan Integrated Humana

Methodology

HSAG validated the data collection and reporting processes used by Humana to report the performance
measure data for MY 2022 (January 1, 2022, through December 31, 2022) in accordance with the CMS
publication, Protocol 2. Validation of Performance Measures: A Mandatory EQR-Related Activity,
February 2023.2!2 (CMS Protocol 2). Additional details about the methodology are in Appendix B.

Results

Validation Finding

The validation finding is determined by the magnitude of the errors detected for the audit elements, not
by the number of audit elements determined as NO. Consequently, it is possible that an error for a single
audit element may result in a designation of Do Not Report (DNR) because the impact of the error
materially biased the reported performance measure. Conversely, it is also possible that several audit
element errors may have little impact on the reported rate and, thus the measure is Reportable (R) and
considered compliant with state specifications. Table 2-24 displays HSAG’s validation finding for
Humana.

Table 2-24—Validation Findings for Humana

Performance Measure ‘ Measure Designation
Adults’ Access to Preventive/Ambulatory Health Services Reportable
Initiation and Engagement of Substance Use Disorder Treatment Reportable

An MMP-specific report was delivered to HFS and Humana and is available on request.

212 Tbid.
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Risks
This section presents a description of the activities HSAG

conducted to comply with 42 CFR Part 438 Subpart E, which COMPLIANCE

requires that specific review activities be performed by an Regulatory Laws  Business

EQRO related to required EQRs of a health plan’s Control Govemance Pol
compliance with state and federal standards. R gula tions ¢y

manade  Pracicg

Requirements

Protection
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Introduction

One mandatory EQR requirement is a review, conducted within the previous three-year period, to
determine the health plan’s compliance with the standards set forth in Subpart D of 42 CFR §438.358
and the QAPI requirements described in 42 CFR §438.330.

In SFY 2023, the first year of a new three-year review cycle, HSAG conducted an Evaluation of
Administrative Processes and Compliance Review (Compliance Review) in accordance with §438.358
by evaluating a subset of standards selected by HFS for the health plans serving HCI and the Medicare-
MMPs serving the Medicare-Medicaid Alignment Initiative MMAL.

Objectives LI e,
Risks

The Compliance Review assessed each health plan’s and MMP’s compliance COMPLIANCE
with the federal standards and the State contract requirements found in HFS Q:Q‘Jfam%‘ Laws Eirey
Model Contract 2018-24-001, the MMALI three-way contract, the YouthCare e R(é\gaur:':ir;ﬁi Polcy
contract, and the subsequent amendments to all three contracts. In SFY 2024, Yandards o Transpe?
the Compliance Review will cover the remaining standards, thereby Re;‘i[j;‘?j”*s
completing the required evaluation of the administrative and compliance u

process once in a three-year period.

HSAG used information and data derived from Compliance Reviews to reach conclusions and make
recommendations about the quality, timeliness, and accessibility of care of Medicaid services provided
to Medicaid enrollees.

Compliance Review Process: Technical Methods of Data
Collection and Analysis

The Compliance Review was conducted in two overall phases: initial review and remediation. In the
initial review, HSAG completed a desk review of documents submitted by the health plan and conducted
file and program description (PD) reviews. A webinar review was then conducted with the health plan to
clarify desk review, file review, and PD review results. During the webinar, HSAG also assessed
whether health plan staff were knowledgeable about the requirements, policies, and procedures.
Following the initial review, HSAG produced a health plan-specific initial Compliance Review Report
of Findings, which listed each element for which HSAG assigned a score Not Met, as well as the
associated findings and recommendations to bring the health plan’s performance into full compliance
with the requirement. HFS required the health plans to remediate each element for which HSAG
assigned a score of Not Met. The health plans had a 30-day remediation period in which to submit
additional documentation or implement policies and procedures that met requirements. HSAG then
assessed all remediation elements to determine if compliance with requirements had been met and
assigned a final score, which is included in this final Compliance Review report.
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For any elements that remained out of compliance following remediation, the health plan is required to
submit a corrective action plan (CAP) to HFS. HFS and HSAG will monitor each health plan’s progress
toward correcting deficiencies.

Standards

The SFY 2023 Compliance Review included a subset of requirements that address federal Medicaid
managed care regulations and State standards. For HCI and MMALI, a total of seven standards were
assessed in SFY 2023, and the remaining standards will be covered in SFY 2024, thereby completing the
required evaluation of the administrative and compliance process once in a three-year period. Table 3-1
displays the standards reviewed for each health plan in the three-year cycle.

Table 3-1—Review Standards for the Three-Year Period: SFY 2023-SFY 2025

All HCI and MMAI Health Plans

Standard Name SFY 2023 SFY 2024 SFY 2025

| 438.206 | Availability of Services®"' v
II 438.207 | Assurances of Adequate Capacity and Services v
I 438.208 F(l;;)ac;rs(iiilil;tlis()gfag(airg)ontinuity of Care (including v
v 438.210 | Coverage and Authorization of Services v
\% 438.214 | Credentialing and Recredentialing v

VIII*? | 438.100 |Enrollee Information/Enrollee Rights v
IX 438.224 | Confidentiality v
X 438.56 | Enrollment and Disenrollment 4
XI 438.228 | Grievance and Appeal Systems v

XI1I N/A | Organization and Governance v
X1 N/A Fraud, Waste, and Abuse v
XIV | 438.242 | Health Information Systems v

31 Standard I included Emergency and Poststabilization Services.

In previous compliance review cycles, HSAG and HFS designated Standard VI for children’s behavioral health (CBH)
and Standard VII for YouthCare. In SFY 2023, standards VI and VII were removed because YouthCare-specific review
tools were created to ensure evaluation of specific contact requirements. In SFY 2024, HSAG will conduct a CBH post-
implementation review to follow up on previous findings; therefore, it is not included in this cycle’s standard set.

32
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All HCI and MMAI Health Plans
SFY 2025

SFY 2024

SFY 2023

Standard Name

XV 438.230 | Subcontractual Relationships and Delegation

XVI N/A Critical Incidents

XVII | 438.236 | Practice Guidelines and Minimum Standards of Care

XVIII | 438.330 | QAPI Program

Timeline
Figure 3-1 displays the timeline for the three-year review period.

Figure 3-1—Review Standards for the Three-Year Period: SFY 2023-SFY 2025

Prepér'a'tory Commuhlcatlon Desk Review File Review Wepmar Reportlrjg .and
Activities and Kickoff Review Remediation

Jul-Aug
2022 2022 2022

Jan—-May May Jun-Jul
2022 2022 2022

PrepéraFory Commurucatlon Desk Review File Review Web.lnar Reportlr}g .and
Activities and Kickoff Review Remediation

Aug-Sep Oct—-Nov Nov-Jan
2023 2023-2024

Jan—=Jun Jul Aug-Sep
2023 2023 2023 2023
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Health Plans
The Compliance Review was conducted for six HCI health plans and five MMPs as shown in Table 3-2.

Table 3-2—HCI Health Plans and MMPs

Health Plan Name ‘ Abbreviation
HCI
Aetna Better Health Aetna
Blue Cross Community Health Plans BCBSIL
CountyCare Health Plan CountyCare
Meridian Meridian
Molina Healthcare of Illinois Molina
YouthCare Specialty Plan YouthCare
MMP

Aetna Better Health Premier Plan Aetna
Blue Cross Community MMAI BCBSIL
Humana Gold Plan Integrated Humana
Meridian Complete Meridian
Molina Dual Options Medicare-Medicaid Plan Molina

Methodology

For details about the methodology for the Compliance Review, see Appendix F.
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HCI Findings

This report details aggregated Compliance Review results, displaying the initial and final scores
achieved after remediation. The health plans’ final scores may not always reflect 100 percent
compliance. Final scores which did not achieve 100 percent compliance were reviewed with HFS to
determine the criticality of the requirement and recommendations for additional follow-up.

Overall Compliance

Figure 3-2 displays the overall initial and final health plan-specific compliance scores for all seven
standards reviewed during the Compliance Review.

Figure 3-2—Overall Compliance Ratings by HCI Health Plan

Overall Compliance Scores by HCI Health Plan

100% 100% 100% 99% 99% 100%
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H Initial 97% 99% 94% 94% 98% 95%
H Final 100% 100% 100% 99% 99% 100%

As shown in Figure 3-2, all HCI health plans achieved an initial overall compliance score at or between
94 percent and 99 percent. Generally, the health plans were compliant with policies and procedures, as
well as file reviews. However, opportunities for improvement were identified for several file reviews as
detailed later in this report. Health plans were provided an opportunity to remediate elements for each
standard that did not achieve 100 percent on initial review; final scores ranged from 99 percent to 100
percent for all health plans.
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HSAG’s Compliance Review assessed standards in three domains: Access, Structure and Operations,
and Measurement and Improvement. Figure 3-3 displays the initial and final aggregate compliance
scores for each domain.

Figure 3-3—Aggregate HCl Compliance Ratings by Domain

Aggregate Domain Compliance
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As shown in Figure 3-3, the health plans achieved an initial compliance score greater than 90 percent in
all three domains. Upon completion of health plan remediation, final scores ranged from 99 percent to
100 percent for all three domains. Performance on the standards included in each domain is described
below.
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Compliance With Standards

Figure 3-4 displays the initial and final aggregate Compliance Review scores for all HCI health plans for
each standard.

Figure 3-4—Aggregate HCl Compliance Ratings by Standard

Aggregate Compliance Scores by Standard
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As shown in Figure 3-4, six of the seven standards initially scored at or above 95 percent. Health plans
demonstrated the greatest opportunity for improvement in the Coordination and Continuity of Care
standard, which was impacted by the results of case management file reviews.

Health plans were provided an opportunity to remediate elements for each standard that did not achieve
100 percent on initial review; final scores ranged from 99 percent to 100 percent when aggregated.
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Compliance With File Reviews

Nine file reviews were conducted to assess the health plans’ compliance with elements of selected
standards. Figure 3-5 displays the high and low file review scores across the HCI health plans.

Figure 3-5—HCI File Review Scores*

Compliance Review File Review Scores

100%
80%
60%
40%
20%

0%

C“sei?:;rd CMPD Denials UMPD PRPD Appeals | Grievances Delegation QMPD

m High 95% 100% 97% 100% 100% 100% 97% 100% 100%
—@=—_Low 81% 100% 47% 100% 100% 82% 86% 100% 97%
= Average 90% 100% 70% 100% 100% 90% 92% 100% 100%

*CM=case management; CMPD=case management program description; UMPD=utilization management program description;
PRPD=peer review program description; QMPD=quality management program description.

As displayed in Figure 3-5, the health plans demonstrated the widest range of compliance in the denials
file review, with an average score of 70 percent compliance, and demonstrated an average score of 90
percent compliance in the appeals file review. For both file reviews, HSAG identified opportunities for
improvement related to timeliness of decisions and adherence to the HFS Readability Protocol.

The health plans averaged 90 percent compliance in the CM record review. HSAG identified
opportunities for improvement related to timely contact with enrollees, timely completion of CM
activities such as health risk screenings and assessments, and sharing of the care plan.

Page | 83



ADVISORY GROUP

HSAG i Compliance Reviews
D Findings

Additional Compliance Review Findings

Status of Special Needs Children (SNC) Post-Iimplementation Review Remediation

As part of the Compliance Review, HSAG followed up on the health plans’ progress in correcting
deficiencies identified in the CY 2021 SNC post-implementation review. The following summary
documents the results of this review:

e HSAG conducted interviews with health plan staff to ensure implementation of oversight and
monitoring of SNC care coordination requirements. All health plans demonstrated oversight and
monitoring processes for care coordination requirements using reporting and audits.

e HSAG conducted CM record reviews of SNC waiver enrollees. The record reviews included
elements to ensure timely completion of initial health risk screening and assessment, reassessment,
care plan, and enrollee contacts. The file review results and findings were included as part of the
Compliance Review scores.

Overall Findings and Conclusions

Access Domain

e Three of the six health plans (Aetna, BCBSIL, and Molina) initially achieved compliance scores at
or above 95 percent in the three standards reviewed under the Access domain. The final aggregate
score for the domain was 99 percent, demonstrating strengths and adherence to requirements
measured in the areas of care coordination, coverage and authorization of services, and credentialing
and recredentialing.

e All six health plans achieved 100 percent compliance with the CMPD, UMPD, and PRPD reviews,
indicating the health plans included all requirements in their PDs.

e Results of file reviews demonstrated opportunities for improvement for health plans related to CM
and processing of denials.

Structure and Operations Domain

e All six health plans achieved 95 percent or greater compliance in the Structure and Operations
domain. One health plan, Molina, achieved full compliance scores in the three standards reviewed
under this domain. The final aggregate score for this domain was 100 percent, demonstrating
strengths and adherence to all requirements measured in the domain.

e All six health plans achieved full compliance with requirements for the delegation file review.

e Four of the six health plans (CountyCare, Meridian, Molina, and YouthCare) demonstrated
compliance scores below 90 percent in the Appeals file review. HSAG identified opportunities for
improvement related to timeliness of decisions and adherence to the HFS Readability Protocol.
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Measurement and Improvement Domain

e All six HCI health plans scored above 95 percent in the one standard reviewed under the
Measurement and Improvement domain. The final aggregate score for this domain was 100 percent,
demonstrating strengths and adherence to all requirements measured in this domain.

e Five of the six health plans achieved full compliance with the QMPD review. One health plan,
BCBSIL, achieved full compliance upon remediation of omitted documentation in its PD.

Conclusions

The Compliance Review findings suggest that HCI health plans developed the necessary policies and
procedures and operationalized most of the required elements of the HealthChoice contract. Further,
interviews with key health plan staff demonstrated that staff members were generally knowledgeable
about the requirements of the contract and the policies and procedures that the health plans employed to
meet contractual requirements. File review results provided evidence to support that health plans had
implemented effective systems to capture and document required activities.
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MMAI Findings

This report details aggregated Compliance Review results, displaying the initial and final scores
achieved after remediation. The MMPs’ final scores may not always reflect 100 percent compliance.
Final scores which did not achieve 100 percent compliance were reviewed with HFS to determine the
criticality of the requirement and recommendations for additional follow-up.

Overall Compliance

Figure 3-6 details the overall MMP-specific compliance score for all seven standards reviewed during
the Compliance Review.

Figure 3-6—Overall Compliance Ratings by MMP

Overall Compliance Scores by MMP
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As shown in Figure 3-6, all MMPs achieved an initial overall compliance score at or between 95 percent
and 99 percent. Generally, the MMPs were compliant with policies and procedures, as well as file
reviews. However, opportunities for improvement were identified for several file reviews as detailed
later in this report. The MMPs were provided an opportunity to remediate elements for each standard
that did not achieve 100 percent on initial review; final scores ranged from 99 percent to 100 percent for
all MMPs.
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HSAG’s Compliance Review assessed standards in three domains: Access, Structure and Operations,

and Measurement and Improvement. Figure 3-7 details the aggregate initial and final compliance scores
for each domain.

Figure 3-7—Aggregate MMP Compliance Ratings by Domain

Aggregate Domain Compliance
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As shown in Figure 3-7, the MMPs achieved an initial compliance score greater than 90 percent in all
three domains. Upon completion of health plan remediation, final scores ranged from 99 percent to 100
percent for all three domains. Performance on the standards included in each domain is described below.
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Compliance With Standards

Figure 3-8 displays the aggregate initial and final Compliance Review scores for all MMPs for each
standard.

Figure 3-8—Aggregate MMP Compliance Ratings by Standard

Aggregate Compliance Scores by Standard
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As shown in Figure 3-8, six of the seven standards initially scored above 90 percent. The MMPs
demonstrated the greatest opportunity for improvement in the Organization and Governance standard.

The MMPs were provided an opportunity to remediate elements for each standard that did not achieve
100 percent on initial review; final scores ranged from 98 percent to 100 percent when aggregated.
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Compliance With File Reviews

Nine file reviews were conducted to assess the health plans’ compliance with elements of selected
standards. Figure 3-9 displays the high and low file review scores across the MMPs.

Figure 3-9—MMAI File Review Scores*

Compliance Review File Review Scores
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*CM=case management; CMPD=case management program description; UMPD=utilization management program description;
PRPD=peer review program description; QMPD=quality management program description.

As displayed in Figure 3-9, the MMPs demonstrated the widest range of compliance in the denials file
review, with an average score of 78 percent compliance, and demonstrated an average of 94 percent
compliance in the appeals file review. For both file reviews, HSAG identified opportunities for
improvement related to timeliness of decisions. The grievances file review demonstrated an average
compliance rate of 92 percent. For the denials, appeals, and grievances file reviews, the MMPs had an
opportunity for improvement related to adherence to the HFS Readability Protocol.

The MMPs averaged 91 percent compliance in the CM record review. HSAG identified opportunities
for improvement related to timely contact with enrollees and timely completion of CM activities such as
health risk screenings and assessments.
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Additional Compliance Review Findings

Status of Post-Implementation Review Remediation

As part of the Compliance Review, HSAG conducted a post-implementation review to assess continued
compliance of the statewide MMALI expansion. The following summary provides the results of the post-
implementation review:

HSAG conducted interviews with MMP staff, who provided an overview of challenges and
successes experienced during the implementation of statewide expansion. The MMPs demonstrated
their efforts for continuous monitoring of key metrics and processes to ensure compliance with
requirements for structural and operational areas.

HSAG conducted CM, UM, and grievances and appeals file reviews for members enrolled during
the statewide expansion. The file reviews were used to demonstrate the MMPs’ compliance with
requirements, and the results were included as part of the overall Compliance Review scores.

Overall MMAI Findings and Conclusions

Access Domain

Two of the five MMPs (Aetna and BCBSIL) initially achieved compliance scores at or above 95
percent in the three standards reviewed under the Access domain. The final aggregate score for the
domain was 99 percent, demonstrating strengths and adherence to all requirements measured in the
areas of care coordination, coverage and authorization of services, and credentialing and
recredentialing.

All five MMPs achieved 100 percent compliance with the CMPD, UMPD, and PRPD reviews,
indicating the MMPs included all requirements in their PDs.

Results of file reviews demonstrated opportunities for improvement for MMPs related to CM and
processing of denials.

Structure and Operations Domain

All five MMPs achieved 95 percent or greater compliance in the Structure and Operations domain.
One MMP, Molina, achieved full compliance scores in the three standards reviewed under this
domain. The final aggregate score for this domain was 99 percent, demonstrating strengths and
adherence to all requirements measured in the domain.

All five MMPs achieved full compliance with requirements for the delegation file review.

Results of the appeals and grievances file reviews demonstrated opportunities for improvement
related to timeliness of decisions and adherence to the HFS Readability Protocol.
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Measurement and Improvement Domain

e All five MMPs scored above 95 percent in the one standard reviewed under the Measurement and
Improvement domain. The final aggregate score for this domain was 100 percent, demonstrating
strengths and adherence to all requirements measured in this domain.

e Five of the six health plans achieved full compliance with the QMPD review. One health plan,
BCBSIL, achieved full compliance upon remediation of omitted documentation in its PD.

Conclusions

The Compliance Review findings suggest that the MMPs developed the necessary policies and
procedures and operationalized most of the required elements of the MMALI contract. Further, interviews
with key MMP staff demonstrated that staff members were generally knowledgeable about the
requirements of the contract and the policies and procedures that the MMPs followed to meet
contractual requirements. File review results provided evidence to support that the MMPs had
implemented effective systems to capture and document required activities.
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Health Plan and MMP Recommendations

HSAG assessed individual and aggregate HCI health plan and MMP findings and remediation actions to
determine system recommendations. Although not all HCI health plans and MMPs achieved final
Compliance Review scores of 100 percent, there were no critical findings requiring corrective action.

HFS, the HCI health plans, and the MMPs should use the Compliance Review results to support
continuous quality improvement. Based on the Compliance Review findings, HSAG offered the
following recommendations.

Access Domain

e All health plans and MMPs should continue to evaluate care coordination staffing needs to ensure
compliance with care coordination contractual requirements.

e The health plans and MMPs should continue to use the HFS Readability Protocol to enhance
enrollee written materials and drive toward higher success rates in achieving a sixth-grade reading
level. Molina should ensure internal distribution of the protocol to assist health plan staff with
making needed changes.

e The health plans and MMPs should continue monitoring efforts, including delegation oversight, to
ensure timeliness of contract activities related to CM and denials.

e HFS should direct a follow-up system demonstration to determine whether Molina’s remediation
action to update its CM system to display enrollee initial risk stratification has been effectively
implemented. HFS directed HSAG to conduct the follow-up review.

Structure and Operations Domain

e The health plans and MMPs should continue to use the HFS Readability Protocol to enhance
enrollee written materials and drive toward higher success rates in achieving a sixth-grade reading
level. Molina should ensure internal distribution of the protocol to assist staff with making needed
changes.

e The health plans and MMPs should continue monitoring efforts, including delegation oversight, to
ensure timeliness of contract activities related to grievances and appeals.

Measurement and Improvement Domain

e The health plans and MMPs demonstrated substantial compliance in this domain. HSAG did not
identify any recommendations for improvement.
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Post-Implementation Review

e The results of the SNC post-implementation review provided evidence of compliance for all health
plans. HFS may consider future file reviews to ensure continued compliance with CM requirements
for this population.

e The MMALI post-implementation review did not reveal any critical findings. HFS should continue to
use results from other EQRO activities, including biannual staffing and training reviews, to
determine opportunities for improvement.
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Overview

As part of its quality assessment and performance
improvement program, HFS requires health plans to conduct PIPs in accordance with 42 CFR
§438.330(b)(1). In accordance with 42 CFR §438.330(d), each PIP must include:

e Measuring performance using objective quality indicators.
e Implementing system interventions to achieve quality improvement (QI).
e Evaluating effectiveness of the interventions.

e Planning and initiating activities for increasing and sustaining improvement.

The purpose of a PIP is to achieve, through ongoing measurements and interventions, significant
improvement sustained over time in clinical or nonclinical areas. This structured method of assessing
and improving health plan processes can have a favorable effect on member health outcomes and
satisfaction.
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Introduction to PIPs

PIP activities are conducted across a calendar year. The health plans submitted two state-mandated PIPs
for validation: Improving Timeliness of Prenatal Care and Improving Transportation Services. Final
validation for the Improving Transportation Services PIP was completed in October 2022, and final
validation for the Improving Timeliness of Prenatal Care and Improving Transportation Services was
completed in March 2023. Due to the timing of the publication of the EQR technical report, the SFY 2022
report included the results for both PIP validations. PIP validations for CY 2023 were being completed at
the time of this SFY 2023 EQR technical report; therefore, this PIP section contains information from last
year’s report. CY 2023 PIP activities will be updated in the SFY 2024 EQR technical report.

Objectives

PIPs provide a structured method to assess and improve processes, and thereby outcomes, of care for the
population that a health plan serves. Health plans conduct PIPs to assess and improve the quality of
clinical and nonclinical healthcare and services received by recipients.

Statewide Mandatory Topics

The health plans submitted two new state-mandated PIPs for validation: Improving Timeliness of
Prenatal Care and Improving Transportation Services. The topics addressed CMS’ requirements related
to quality outcomes, specifically the timeliness of and access to care and services. The health plans
submitted Steps 1 through 6 only this year (selecting the topic, defining the Aim statement, defining the
population, sampling methodology, defining the performance indicator(s), and defining the data
collection process); therefore, there are no interventions or outcomes included in this year’s report.

Validation of PIPs

As one of the mandatory EQR activities required by 42 CFR §438.358(b)(1)(i), HSAG validated the
PIPs through an independent review process. In its PIP evaluation and validation, HSAG used the
Department of Health and Human Services, CMS publication, Protocol 1. Validation of Performance
Improvement Projects: A Mandatory EQR-Related Activity (CMS Protocol 1), October 2019. +!

To assess and validate PIPs, HSAG used a standardized scoring methodology to rate a PIP’s compliance
with each of the nine steps listed in CMS Protocol 1. With HFS’ input and approval, HSAG developed a
PIP Validation Tool to ensure uniform assessment of the PIP. See Appendix C—PIP/QIP Methodology
for more information on validation scoring.

41 Department of Health and Human Services, Centers for Medicare & Medicaid Services. Protocol 1. Validation of

Performance Improvement Projects (PIPs): A Mandatory EQR-Related Activity, October 2019. Available at:
https://www.medicaid.gov/medicaid/quality-of-care/downloads/2019-eqr-protocols.pdf. Accessed on: Jan 27, 2023.
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Prior to the health plans completing and submitting the new PIPs for validation, HSAG provided
training to the health plans and HFS on requirements for completing the PIP Submission Form, as well

as the validation criteria. The health plans were also provided the opportunity to seek individualized
technical assistance throughout the PIP process.

Description of Data Obtained

HSAG obtained the data needed to conduct the PIP validation from each health plan’s PIP Submission
Form. Each health plan completed the form for PIP activities conducted during the measurement year and
submitted it to HSAG for validation. The PIP Submission Form and accompanying PIP Completion
Instructions present instructions for documenting information related to each of the steps in CMS Protocol
1. The health plans could also attach relevant supporting documentation with the PIP Submission Form.

The following table illustrates the data source for each health plan and PIP topic.

Table 4-1—Health Plan and PIP-Specific Data Source

Health Plan PIP Topic Data Source

Aetna Improving Timeliness of Prenatal Care | HEDIS Prenatal and Postpartum Care
(PPC) Measure: Administrative data
through claims/encounters

Aetna Improving Transportation Services Transportation vendor data

BCBSIL Improving Timeliness of Prenatal Care | HEDIS PPC Measure: Administrative
data through claims/encounters

BCBSIL Improving Transportation Services Transportation vendor data

CountyCare Improving Timeliness of Prenatal Care | HEDIS PPC Measure: Administrative
data through claims/encounters

CountyCare Improving Transportation Services Transportation vendor data

Meridian Improving Timeliness of Prenatal Care | HEDIS PPC Measure: Administrative

data through claims/encounters

Meridian (includes
YouthCare Specialty Plan)

Improving Transportation Services

Transportation vendor data: telephone
service and call center data,
appointment data, and access data

Molina Improving Timeliness of Prenatal Care | HEDIS PPC Measure: Administrative
data through claims/encounters,
supplemental data

Molina Improving Transportation Services Transportation vendor data: telephone

service and call center data,
appointment data, and access data
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Health Plan-Specific Validation Results

Table 4-2 and Table 4-3 summarize the health plans’ performance for each PIP topic. The health plans’
primary PIP activities this year were initiating new PIPs and completing the first six steps of the PIP
Submission Form. For this year’s validation, the PIPs had not progressed to reporting baseline data or
the initiation of QI activities or interventions. These will be reported in the next annual EQR technical
report.

For the annual validation, HSAG validated the first six steps that were completed (PIP design) for each
new PIP submitted. The following table illustrates the validation scores and status for each health plan
and PIP topic.

Improving Timeliness of Prenatal Care
Table 4-2—Health Plan-Specific Validation Results

Percentage Percentage

Score of Score of Overall
Health Plan PIP Aim Statement Performance Indictor  Evaluation Critical Validation
Elements  Elements Status®
Met! Met?
Aetna By the end of remeasurement | The percentage of 80% 67% Partially
period 2 (ending October 7, deliveries who received a Met
2023), targeted interventions | prenatal visit during the
will improve Timeliness of first trimester, on or
Prenatal Care HEDIS before the enrollment
measure for the entire eligible | date, or within 42 days
population. Compliance will | of enrollment in the
increase from 78.5% to at health plan during the
least the 50th percentile measurement year.
benchmark performance of
89.05%.
BCBSIL | Does performing targeted The percentage of 100% 100% Met
outreach to pregnant women | deliveries that deliver a
within the first trimester or live birth and received a
within 42 days of enrollment | prenatal care visit in the
with BCBSIL increase the first trimester, on or
HEDIS Timeliness of Prenatal | before the enrollment
Care annual results? start date or within 42
days of enrollment in the
BCBSIL organization.
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Percentage Percentage
Score of Score of Overall

Health Plan PIP Aim Statement Performance Indictor Evaluation Critical Validation
Elements Elements Status®
Met* Met?

CountyCare |Improved care coordination The percentage of 100% 100% Met
processes, increased outreach | deliveries who received a
earlier in pregnancy by care prenatal visit during the
management staff, and first trimester, on or
improved linkage to prenatal | before the enrollment
provider groups will result in | date, or within 42 days

improved linkage to timely of enrollment in the
prenatal care in the first health plan during the
trimester among pregnant measurement year.
members.

Meridian | By 12/31/2023, Meridian The percentage of 100% 100% Met
aims to increase the deliveries who received a
percentage of prenatal care prenatal visit during the
visits among women in their first trimester, on or
first trimester of pregnancy before the enrollment
(within 280-176 days of date, or within 42 days
delivery or estimated date of | of enrollment in the
delivery), from 80.08% to health plan during the
82.08% in CY2022 and to measurement year.

84.08% in CY2023 (2.00%
increase each year) through
targeted interventions
including, but not limited to,
member and provider
engagement and community
partnerships to support the
needs of this population.

Molina Do targeted interventions The percentage of 100% 100% Met
increase HEDIS PPC deliveries who received a
prenatal rates for Molina prenatal visit during the
Medicaid members who first trimester, on or
deliver a live birth during the | before the enrollment
measurement year? date, or within 42 days
of enrollment in the
health plan during the

measurement year.

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

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

3 Overall Validation Status—Populated from the PIP Validation Tool and based on the percentage scores.
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Improving Transportation Services

For the Improving Transportation Services PIP, the health plans reported each population served in one

PIP Submission Form; however, each population reported was validated independently with validation

scores and outcomes. For this PIP, the health plans were provided HFS-defined specifications to follow.

The following table illustrates the validation scores and status for each health plan’s reported population.

Table 4-3—Health Plan-Specific Validation Results

Percentage Percentage

PIP Aim Statement Performance Indictor Score of Score of Overall
Health Plan (Same across all (Same across all Evaluation Critical Validation
populations reported) populations reported) Elements Elements Status®
Met! Met?
Aetna Do targeted interventions | The percentage of . .
HealthChoice | increase the percentage of | scheduled Leg A trip 100% 100% Met
scheduled Leg A trip requests where the member
Aetna MLTSS | requests where the member | was delivered to the
. . . 100% 100% Met
was delivered before or on | provider/appointment
Actna SNC time for thelf) scheduled location prior to or at the
appointment? exact. schedul;d 100% 100% Met
appointment time.
BCBSIL Do targeted interventions | The percentage of . .
HealthChoice | increase the percentage of | scheduled Leg A trip 100% 100% Met
BCBSIL scheduled Leg A trip requests that resulted in the
MLTSS requests where the member | member arriving to their 100% 100% Met
was delivered before or on | scheduled appointment on
BCBSIL SNC | i i i
time for their scheduled time during the ' 100% 100% Met
appointment? measurement period.
CountyCare Do targeted interventions | The percentage of o o
HealthChoice | increase the percentage of | scheduled Leg A trip 100% 100% Met
CountyCare scheduled Leg A trip requests tha.t r.esulted iq the
MLTSS requests where the member | member arriving to their 100% 100% Met
was delivered before or on | scheduled appointment on
CountyCare i i i i
SN ty time for their scheduled time during the . 100% 100% Met
appointment? measurement period.
Meridian Do targeted interventions | The percentage of
HealthChoice | increase the percentage of | scheduled Leg A trip 100% 100% Met
scheduled Leg A trip requests that resulted in the
Meridian requests where the member | member arriving to their
MLTSS was delivered before or on | scheduled appointment on 100% 100% Met
time for their scheduled time during the
Meridian SNC | appointment? measurement period.
includes 100% 100% Met
(
YouthCare)
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Percentage Percentage
Score of Score of

Evaluation Critical
Elements Elements

PIP Aim Statement Performance Indictor Overall

Validation
Status?®

Health Plan (Same across all

populations reported)

(Same across all
populations reported)

Met*

Met?

Molina Do targeted interventions The percentage of scheduled
HealthChoice |increase the percentage of Leg A trip requests that 100% 100% Met
Molina scheduled Leg A trip requests | resulted in the enrollee
MLTSS where the member was arriving to their scheduled 100% 100% Met
Molina SNC delivered before or on time for | appointment on time during

their scheduled appointment? | the measurement period. 100% 100% Met

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

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

3 Overall Validation Status—Populated from the PIP Validation Tool and based on the percentage scores.

As described in Table 4-2 and Table 4-3, the validation results for both Improving Timeliness of
Prenatal Care and Improving Transportation Services PIPs show that all but one health plan received a
validation status of Met and achieved 100 percent of the validation criteria for the first six steps
submitted for validation. All PIPs were found to be methodologically sound. A sound design creates the
foundation for the health plans to progress to subsequent PIP stages—collecting data and implementing
interventions that have the potential to impact performance indicator results and the desired outcomes
for the project. For Aetna’s Improving Timeliness of Prenatal Care PIP, opportunities for improvement
were identified with the documentation of its data collection process and reporting of accurate baseline
data. Aetna is required to make the necessary corrections in the next annual submission.

Based on the validation of the health plans’ submitted PIPs, HSAG has the following recommendations
as the health plans progress to conducting QI activities and reporting remeasurement outcomes. The
health plans should:

e Use QI tools such as a causal/barrier analysis, key driver diagram, process mapping, and/or failure
modes and effects analysis (FMEA) to determine and prioritize barriers, drivers, and/or weaknesses
within processes. The use of these tools will help the health plans determine what interventions to
test and implement.

e Develop active, innovative interventions that have the potential for impacting the performance
indicator outcomes.

e Develop a process or plan to evaluate the effectiveness of each individual intervention.

e Use Plan-Do-Study-Act (PDSA) cycles as part of the improvement strategies. Interventions can be
tested on a small scale, evaluated, and then expanded to full implementation, if deemed successful.

e Revisit the causal/barrier analysis tools used at least annually to ensure the health plan remains on
track and the identified barriers and opportunities for improvement are still relevant and applicable.

e Use the PIP Completion Instructions as additional steps of the PIP process are completed. This will
ensure all documentation requirements have been addressed.

e Seek technical assistance from HSAG as needed.
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Interventions and Data Sources

HSAG?’s PIP process includes three stages—I. Design, II. Implementation, and III. Outcomes. During
the 2021-2022 validation, interventions were not assessed because the health plans initiated new PIPs,
completed only their design, and had not progressed to the point of conducting QI processes and
initiating interventions. This information will be reported in the next annual EQR report.

Page | 102



/\
HSAG i
~—

Performance Improvement Projects

Conclusions

Strengths, Opportunities for Improvement, and
Recommendations

This section assesses the strengths and opportunities for improvement of health plan performance and
makes recommendations for improvement.

Overall Program

Strengths

All PIPs were found to be methodologically sound.

The new state-mandated PIP topics addressed both clinical and nonclinical
focus areas and the quality, timeliness, and accessibility of care.

All but one health plan achieved all validation criteria for the first six steps
of the PIP (selecting the PIP topic, defining the Aim statement, identifying
the PIP population, sampling methodology, defining the performance
indicator(s), and defining the data collection process) for both PIP topics.

The Improving Transportation Services PIP had state-defined specifications.

Opportunity: One health plan, Aetna, had opportunities for improvement

)0 BEESTIE related to its documentation of the data collection process and reporting of
Improvement accurate baseline data.

Why the Opportunity Exists: Aetna did not accurately document the data

collection process or report the correct baseline performance percentage based
on the numerator and denominator documented.

Recommendation: The health plan should ensure it addresses HSAG’s
validation feedback, references the PIP Completion Instructions, and seeks
technical assistance for any questions or needed guidance.
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Health Plan-Specific

Aetna Better Health

Improving Timeliness of Prenatal Care PIP

e Designed a methodologically sound PIP.
Strengths

Opportunity: Inaccurate documentation of the data collection process and
(0]l as reporting of the baseline data.

Improvement Why the Opportunity Exists: The health plan did not accurately document the
data collection process or report the correct baseline performance percentage
based on the numerator and denominator documented.

Recommendation: Ensure all of HSAG’s validation feedback is addressed,
reference the PIP Completion Instructions, and seek technical assistance for any
questions or needed guidance.

Improving Transportation Services PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement

Blue Cross Blue Shield of lllinois

Improving Timeliness of Prenatal Care PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement
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Improving Transportation Services PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement

CountyCare Health Plan

Improving Timeliness of Prenatal Care PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement

Improving Transportation Services PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement
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MeridianHealth

Improving Timeliness of Prenatal Care PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement

Improving Transportation Services PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement

Molina Healthcare of lllinois

Improving Timeliness of Prenatal Care PIP

e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement

Page | 106



HSAG b Performance Improvement Projects

ADVISORY GROUP

Conclusions
Improving Transportation Services PIP
e Designed a methodologically sound PIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (PIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement
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Introduction to Quality Improvement Projects (QIPs)

Objectives

QIPs provide a structured method to assess and improve processes, and thereby outcomes, of care for the
population that the MMALI plan serves. MMALI plans conduct QIPs to assess and improve the quality of
clinical and nonclinical healthcare and services provided to recipients.

Statewide Mandatory Topics

The MMALI plans submitted one new state-mandated QIP for validation: Improving Transportation
Services. The topic addressed CMS’ requirements related to quality outcomes, specifically the timeliness
of and access to care and services. The MMALI plans submitted the first six steps only for the new QIP;
therefore, there are no interventions or outcomes included in this year’s report.

Validation of PIPs

As one of the mandatory EQR activities required by 42 CFR §438.358(b)(1)(i), HSAG validated the
QIPs through an independent review process. In its QIP evaluation and validation, HSAG used CMS
Protocol 1 cited earlier in this section of the report.

To assess and validate QIPs, HSAG used a standardized scoring methodology to rate a QIP’s
compliance with each of the nine steps listed in CMS Protocol 1. With HFS’ input and approval, HSAG
developed a QIP Validation Tool to ensure uniform assessment of the QIP. See Appendix C—PIP/QIP
Methodology for more information on validation scoring.

Implementation and Training

Prior to the MMALI plans completing and submitting the new QIP for validation, HSAG trained the
MMALI plans and HFS on requirements for completing the QIP Submission Form, as well as on the
validation criteria. The MMALI plans were also provided the opportunity to seek individualized technical
assistance throughout the QIP process.

Description of Data Obtained

HSAG obtained the data needed to conduct the QIP validation from each MMALI plan’s QIP Submission
Form. Each MMALI plan completed the form for QIP activities conducted during the measurement year
and submitted it to HSAG for validation. The QIP Submission Form and accompanying QIP Completion
Instructions present instructions for documenting information related to each of the steps in CMS
Protocol 1. The MMALI plans could also attach relevant supporting documentation with the QIP
Submission Form.
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The following table illustrates the data source for each MMALI plan.

Table 4-4—MMAI Plan and QIP-Specific Data Source

Health Plan PIP Topic Data Source

Aetna Better Health Improving Transportation Services Transportation vendor data

Premier

BCBSIL Improving Transportation Services Transportation vendor data

Humana Improving Transportation Services Transportation vendor data

Meridian Improving Transportation Services Transportation vendor data: telephone
service and call center data,
appointment data, and access data

Molina Improving Transportation Services Transportation vendor data: telephone
service and call center data,
appointment data, and access data
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MMAI Plan-Specific Validation Results

Table 4-5 summarizes the MMALI plans’ performance for the Improving Transportation Services QIP.
The MMAI plans’ primary QIP activities this year were initiating a new PIP and completing the first six
steps of the submission form (selecting the topic, defining the Aim statement, identifying the population,
sampling methodology, defining the performance indicator, and defining the data collection process).
For this year’s validation, the QIPs had not progressed to reporting baseline data or the initiation of QI
activities or interventions. These will be reported in the next annual EQR technical report.

For the annual validation, HSAG validated the design only for the new QIP submitted. For this QIP, the
MMALI plans were provided HFS-defined specifications to follow. The following table illustrates the
validation scores and status for each MMALI plan.

Table 4-5—MMAI Plan-Specific Validation Results

Percentage Percentage

Score of Score of Overall
MMAI Plan QIP Aim Statement Performance Indictor Evaluation Critical Validation
Elements  Elements Status®
Met! Met?
Aetna Better | Do targeted interventions The percentage of
Health increase the percentage of | scheduled Leg A trip
Premier scheduled Leg A trip requests where the member
requestg where the member | was flelivered 'to the 100% 100% Met
was delivered before or on | provider/appointment
time for their scheduled location prior to or at the
appointment? exact scheduled
appointment time.
BCBSIL Do targeted interventions The percentage of
increase the percentage of | scheduled Leg A trip
scheduled Leg A trip requests that resulted in the
requests where the member | member arriving to their 100% 100% Met
was delivered before or on | scheduled appointment on
time for their scheduled time during the
appointment? measurement period.
Humana Do targeted interventions The percentage of
increase the percentage of | scheduled Leg A trip
scheduled Leg A trip requests that resulted in the
requests where the member | member arriving to their 100% 100% Met
was delivered before or on | scheduled appointment on
time for their scheduled time during the
appointment? measurement period.
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Percentage Percentage

Score of Score of Overall
MMAI Plan QIP Aim Statement Performance Indictor Evaluation Critical Validation
Elements  Elements Status®
Met! Met?
Meridian Do targeted interventions The percentage of
increase the percentage of | scheduled Leg A trip
scheduled Leg A trip requests that resulted in the
requests where the member | member arriving to their 100% 100% Met
was delivered before or on | scheduled appointment on
time for their scheduled time during the
appointment? measurement period.
Molina Do targeted interventions The percentage of
increase the percentage of | scheduled Leg A trip
scheduled Leg A trip requests that resulted in the
requests where the member | enrollee arriving to their 100% 100% Met
was delivered before or on | scheduled appointment on
time for their scheduled time during the
appointment? measurement period.

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

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

3 Overall Validation Status—Populated from the PIP Validation Tool and based on the percentage scores.

As described in Table 4-5, the validation results for the Improving Transportation Services QIPs show
that all MMALI plans received a validation status of Met and achieved 100 percent of the validation
criteria for the first six steps submitted for validation. All QIPs were found to be methodologically
sound. A sound design creates the foundation for the MMAI plans to progress to subsequent QIP
stages—collecting data and implementing interventions that have the potential to impact performance
indicator results and the desired outcomes for the project.

Based on the validation of the MMALI plans’ submitted QIPs, HSAG has the following recommendations

as the MMALI plans progress to conducting QI activities and reporting remeasurement outcomes. The
MMALI plans should:

e Use QI tools such as a causal/barrier analysis, key driver diagram, process mapping, and/or FMEA
to determine and prioritize barriers, drivers, and/or weaknesses within processes. The use of these
tools will help the MMALI plans determine what interventions to test and implement.

e Develop active, innovative interventions that have the potential for impacting the performance
indicator outcomes.

e Develop a process or plan to evaluate the effectiveness of each individual intervention.

e Use PDSA cycles as part of the improvement strategies. Interventions can be tested on a small scale,
evaluated, and then expanded to full implementation, if deemed successful.
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Revisit the causal/barrier analysis tools used at least annually to ensure the health plan remains on
track and the identified barriers and opportunities for improvement are still relevant and applicable.

Use the QIP Completion Instructions as additional steps of the QIP process are completed. This will
ensure all documentation requirements have been addressed.

Seek technical assistance from HSAG as needed.
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Interventions and Data Sources

HSAG’s QIP process includes three stages—I. Design, II. Implementation, and III. Outcomes. During
the 2021-2022 validation, interventions were not assessed because the MMALI plans initiated a new QIP,
completed only the first six steps (QIP design), and had not progressed to the point of conducting QI
processes and initiating interventions. This information will be reported in the next annual EQR report.
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Conclusions

Strengths, Opportunities for Improvement, and
Recommendations

This section assesses the strengths and opportunities for improvement of MMALI plan performance and
makes recommendations for improvement.

Overall Program

e All QIPs were found to be methodologically sound.

Strengths e The new state-mandated PIP topic addressed a nonclinical focus area and the
quality, timeliness, and accessibility of care.

e The Improving Transportation Services PIP had state-defined specifications.

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement
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MMAI Plan-Specific
Aetna Better Health Premier

Improving Transportation Services QIP

e Designed a methodologically sound QIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (QIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement

Blue Cross Blue Shield of lllinois

Improving Transportation Services QIP

e Designed a methodologically sound QIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (QIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for

Improvement

Humana

Improving Transportation Services QIP

e Designed a methodologically sound QIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (QIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement
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MeridianHealth
Improving Transportation Services QIP
e Designed a methodologically sound QIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (QIP Design).

Opportunity: No opportunities for improvement were identified.
Opportunities for
Improvement

Molina Healthcare of lllinois

Improving Transportation Services QIP

e Designed a methodologically sound QIP.
Strengths e Achieved all validation criteria for Steps 1 through 6 (QIP Design).

Opportunity: No opportunities for improvement were identified.

Opportunities for
Improvement
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Validation of network adequacy is a mandatory EQR activity, and states must begin conducting this
activity, described in CFR §438.358(b)(1)(iv), no later than one year from the issuance of the associated
EQR protocol. CMS Protocol 4 was issued in February 2023. HFS contracted HSAG to conduct several
activities to validate and monitor the health plans’ provider network adequacy during the preceding SFY
to comply with federal and State requirements.
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Network Adequacy Monitoring

HealthChoice lllinois Network Monitoring

Introduction

HFS and HSAG have established a process for health plans to submit
provider network data. The process includes analyses of data of the number
of contracted providers within each health plan’s service areas, including
providers in contiguous counties that provide support to the health plan
provider network. Each quarter, health plans are required to submit a
Provider File Layout (PFL) that includes a range of provider types. HSAG
uses the provider network data submissions to conduct biannual analyses
and monitoring of the provider network to ensure compliance with the
Medicaid Model contract and federal requirements.

For additional details of the network adequacy monitoring methodology
see Appendix D1.

Results

HSAG produced biannual health plan-specific and comparative network
reports to identify the number of provider types within each region and
county. These reports also included contracted providers within state-
specific contiguous counties. Any identified network gaps were
communicated to HFS, and the health plans were required to respond to all
identified deficiencies in writing.

Analyses and monitoring of the HealthChoice Illinois provider network throughout SFY 2023 verified
that the health plans contracted with a sufficient number of required provider types within each service
region. SFY 2023 biannual provider network reports are available upon request.

For more detailed results, see the regional comparison in Appendix D2.

Managed Long-Term Services and Supports (MLTSS) Network Monitoring

Introduction

HFS directed its EQRO to establish a process for health plans to submit provider network data quarterly
for each of their service areas. The quarterly submission of MLTSS providers allows HFS to evaluate
provider network capacity across the health plans using a multifaceted, iterative, and standardized
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approach. These data are used to support ongoing monitoring, assessment, and reporting activities to
evaluate provider network adequacy.

The EQRO maintains ongoing communication with the health plans and HFS regarding any findings and
recommendations related to the MLTSS provider network. Health plans are required to address and
correct any identified network gaps in writing and, if necessary, develop a contingency plan to remediate
those gaps. The EQRO monitors and reports to HFS the health plans’ compliance in maintaining an
adequate provider network for the MLTSS population.

Results

The analyses showed that all statewide health plans were compliant with the requirement to contract
with at least two providers for each of the required service categories across all regions. See Appendix
D3 for detailed results.

Medicare-Medicaid Alignment Initiative (MMAI) Network Monitoring

Introduction

HFS and HSAG have established a process for health plans to submit provider network data. The
process includes data analyses of the number of contracted providers within each health plan’s service
areas, including providers in contiguous counties that provide support to the health plan provider
network. Each quarter, health plans are required to submit a PFL that includes a range of provider types.
HSAG uses the provider network data submissions to conduct biannual analysis and monitoring of the
provider network to ensure compliance with the MMALI three-way contract and federal requirements.

Results

HSAG produced biannual, health plan-specific, comparative network reports to identify the number of
provider types within each region and county. These reports also included contracted providers within
state-specific contiguous counties. Any identified network gaps were communicated to HFS, and the
health plans were required to respond to all identified deficiencies in writing.

Analyses and monitoring of the MMALI provider network throughout SFY 2023 verified that the health
plans contracted with a sufficient number of required provider types within each service region. SFY
2023 biannual provider network reports are available upon request.
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Access and Availability Telephone Survey

Introduction

As part of its provider network adequacy monitoring activities, HFS requested that HSAG conduct an
access and availability survey to evaluate the accuracy of provider information and appointment
availability for Illinois Medicaid enrollees with a dental provider or PCP. To support HFS’ goal to
identify and prioritize reducing health disparities, the focus of the study was on providers in DIAs.
DIAs are defined as ZIP Codes that meet the following criteria:>-2

5-1

e Severely affected by COVID-19 based on positive case per capita rates

¢ One of the following poverty-related criteria was relatively higher than other ZIP Codes in that
region:
— Share of population consisting of children 6 to 17 years old
in households with income less than 125 percent of the
federal poverty level (FPL)

— Share of population consisting of adults older than 64
years of age in households with income less than 200
percent of the FPL

— Share of population in household with income less than
150 percent of the FPL

— Share of population consisting of children ages 5 years and
under in households with income less than 185 percent of
the FPL

According to the managed care plans’ contracts with HFS, each health plan is required to maintain
provider network capacity to ensure that non-symptomatic office visit appointments (i.e., routine and
preventive care) are available within five weeks. Specific survey objectives included the following:

e Determine whether provider locations accept patients enrolled with a Medicaid health plan.
e Determine whether provider locations accept new patients.

e Determine appointment availability with the sampled specialty locations for routine dental and
primary care services.

51 The list of DIA ZIP Codes can be found at the following Illinois Department of Commerce & Economic Opportunity

website: https://www.illinois.gov/content/dam/soi/en/web/dceo/smallbizassistance/documents/diazipcodelist.pdf.
Accessed on: Jan 23, 2024.

52 Tllinois WorkNet Center. QCT — DIA Map. Available at: https://www.illinoisworknet.com/qctdiamap. Accessed on: Jan
23,2024.
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Methodology

To address the study objectives described above, HSAG used an HFS-approved methodology (Appendix
B) and script (Appendix C) to conduct a non-secret (i.e., “revealed caller”) telephone survey of PCP and
dental providers’ offices to collect information on enrollees’ access to providers. The health plans
assessed in this analysis included the following:

e Aectna Better Health of Illinois (Aetna)

¢ Blue Cross Blue Shield of Illinois (BCBSIL)
e CountyCare (available only in Cook County)
e MeridianHealth (Meridian)

e Molina Healthcare of Illinois (Molina)

e YouthCare Specialty Plan (YouthCare)>

Study Limitations

Due to the nature of the survey, there were limitations that should be considered when generalizing
survey results across all providers contracted with the health plans to serve Medicaid enrollees. More
details are available in the full report in Appendix D2.

Key Findings

Overall, the provider information maintained and provided by the plans is poor, which impacts access to
care due to the ability of members to find a provider that delivers the requested services. Table 5-1
below provides a summary of the findings from the study.

Table 5-1—Summary of Findings
Concerns ‘ Findings

A substantial percentage of telephone | Approximately 15 percent of sampled providers’ phone
numbers were inaccurate. numbers were bad phone numbers, which included reaching a
disconnected number, fax number, or

a personal number or non-medical facility.

17 percent of phone numbers could not be used by an enrollee
to make an appointment.

The providers’ locations were wrong. | 10 percent of the sampled providers were located at the wrong
address.

53 YouthCare serves Illinois Department of Children & Family Services (DCFS), Youth In Care (YIC), and Former Youth
In Care (FYIC) enrollees only.
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Concerns ‘ Findings
Data issues seem to be higher for Compared to the dental providers, fewer PCP locations
PCPs compared to dental providers. confirmed the address, specialty, and insurance information

noted in the health plan data.

The ability to make an appointment is | An appointment was offered in only 40.9 percent of sampled
limited by the accuracy of provider dental cases and 16.8 percent of sampled PCP cases. This is
information. due to inaccurate data which prevent the survey from
continuing or reaching the provider office.

Members are having to wait for an For those surveys wherein an appointment was offered, only
appointment beyond the appointment | 34 percent of dental appointments and 13 percent of PCP
compliance standards. visits met the appointment standard.

If the surveyors were able to reach the correct provider location, overall accuracy of acceptance of the
health plan, Medicaid, and new patients, and of offering the service was high. However, concerns with
data accuracy need to be addressed as this is preventing most callers from reaching a provider office or
appointment line.

When compared to the 2022 statewide Access and Availability Survey of specialty providers,”* the DIA
group performed worse than the specialty provider population for most study indicators. The poor
quality of the provider information contributed to these findings and resulted in a decreased ability for
enrollees in DIAs to access dental and primary care services. Additionally, when compared to similar
studies in other states, the DIA response rates were lower across comparable surveys. Moreover, the
DIA population experienced a higher number of bad phone numbers or offices that were unable to be
reached than callers have experienced when conducting similar surveys. Overall, the poor quality of the
provider data found in the DIA population is generally worse than in other surveys.

Recommendations

Based on the survey results presented in this report and the accompanying case-level analytic data files,
HSAG offers the following recommendations to evaluate and address potential health plan provider data
quality and/or access to care concerns:

e The provider’s contact information provided by the plans was incorrect—HSAG was unable to
reach 34.5 percent of sampled cases across all health plans. Of all surveyed cases, 16.8 percent
indicated the telephone number did not connect to a patient scheduling line, and 10.0 percent
indicated the address was incorrect.

— Since the health plans supplied HSAG with the provider data used for this survey, HFS should
supply each health plan with the case-level survey data files and a defined timeline by which

The 2022 Access and Availability Survey evaluated appointment availability for routine appointments with the following
provider specialties: cardiologists, pulmonologists, allergy and immunologists, neurologists, and licensed professional
counselors.
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each health plan will address provider data deficiencies identified during the survey calls (e.g.,
disconnected telephone numbers or telephone numbers and addresses that do not correspond to
the sampled provider location).

— To further evaluate data inconsistencies, HFS could consider conducting a network validation
survey (NVS) to evaluate the health plans’ provider directory information in addition to
appointment wait times. An NVS would evaluate the accuracy of the health plans’ provider
directory, and if key indicators (i.e., provider name, address, telephone number, specialty, and
new patient acceptance) match between the plan-submitted data and the online provider
directory, a call would be placed to the provider location to verbally confirm the directory
information and request appointment availability.

e Members are experiencing limited appointment availability—HSAG was only able to obtain an
appointment date with 25.4 percent of the sampled locations, with 50.5 percent of respondents
offering a new patient appointment and 54.7 percent offering an existing patient appointment. For
new and existing patient appointments, across all plans, dental appointments were more readily
available than primary care appointments. The survey identified several barriers to obtaining
appointment dates, including pre-registration or requiring personal information before scheduling
and the schedule/calendar being unavailable. While some barriers pose unique limitations since the
caller cannot provide the office personal information, other limitations may pose barriers to all
Medicaid enrollees trying to schedule appointments.

— HFS and the health plans should consider conducting a review of the provider offices’
requirements to ensure the barriers are not unduly burdening the enrollee’s ability to schedule an
appointment.

e Members are experiencing wait times beyond the appointment compliance standards—
Appointment availability compliance rates were low, with 34.4 percent of dental appointments and
12.7 percent of PCP visits meeting the appointment standard.

— The health plans should investigate the results of the study to identify whether deficiencies
appear to be systematic or associated with the specialty category. Then, health plans should
conduct a root cause analysis to identify factors affecting compliance with appointment
availability standards.

— In coordination with ongoing outreach and network management activities, the health plans
should review provider office procedures for ensuring appointment availability standards are
being met, address questions or reeducate providers and office staff on HFS standards, and
incorporate appointment availability standards into educational materials.

— HFS should continue to monitor the health plans’ compliance with existing State standards for
appointment availability. Additionally, HFS should evaluate whether additional access standards
or access assessments are needed to address gaps in provider availability.

Detailed results of the Access and Availability Telephone Survey study were published in a final report
located in Appendix D2.
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Time/Distance Analysis

Introduction

As part of its provider network adequacy monitoring activities, HFS requested its EQRO, HSAG, to
conduct an analysis of the travel time or distance between enrollees and providers in the health plans’
networks. Specifically, the SFY 2023 Time/Distance Analysis examined the geographical distribution of
each health plan’s provider network in relation to its enrollees. The study calculated the percentage of
each health plan’s enrollees who have a provider located within the required access standards.>

This kind of study is called a network adequacy validation (NAV) and is
required by the CMS rule §438.358(b)(1)(iv).>¢

The health plans assessed in this report are:

e Actna Better Health of Illinois (Aetna)

e Blue Cross Community Health Plan (BCBSIL)
e CountyCare (available only in Cook County)

e MeridianHealth (Meridian)

e Molina Healthcare of Illinois (Molina)

e YouthCare HealthChoice Illinois (YouthCare)

Methodology

HEFS has set access standards that define the minimum time and distance

enrollees should have to travel to obtain care. These access standards are incorporated in the health plan
contracts, and they require that at least 90 percent of a health plan’s enrollees in each county have the
necessary number of providers within the time and distance standards. Providers covered by the
standards include PCPs, obstetricians and gynecologists (OB/GYNs), BH providers, pediatric dentists,
hospitals, and several necessary specialists. For this year’s analysis, HFS requested an analysis of adult
and pediatric specialists in six provider categories: allergy/immunology, audiology, endocrinology,

55 Standards can be found in the Illinois Department of Healthcare and Family Services—Medicaid Model Contract—

2018-24-001, Sections 5.8.1.1.1-5.8.1.1.7.

-6 CMS issued its External Quality Review (EQR) Protocols in February 2023. The activities described in the protocol
must be implemented beginning in February 2024 and validated in EQRO Technical Reports due in April 2025. This
report does not apply the new protocols.

Page | 125



ADVISORY GROUP

HSAG i Validation of Network Adequacy
e NS

Time/Distance Analysis

neurosurgery, oral surgery, and pulmonology. In addition, 100 percent of enrollees must have access to a
pharmacy within access standards.

Study Limitations

These results provide one indication of access to care but do not take into account other important
factors such as whether an enrollee depends on public transportation to visit a provider, or whether the
nearest provider is accepting new HealthChoice patients. These factors must be considered in context
with other available information. Study limitations include:

e Time/distance results only highlight the geographic distribution of a provider network and may not
directly reflect the availability of providers at given office locations. These comparative statistics do
not account for the individual status of a provider’s panel (i.e., accepting or not accepting new
patients) at a specific location or how active the provider is in the Medicaid program. They do not
take into consideration whether providers are contracted with multiple health plans.

e When evaluating the results of these analyses, it is important to note that the reported average drive
time may not mirror driver experience based on varying traffic conditions. Instead, average drive
time should be interpreted as a standardized measure of the geographic distribution of providers
relative to Medicaid enrollees; the shorter the average drive time, the more similar the distribution of
providers is relative to enrollees.

e When evaluating the results presented in this report, note that provider data supplied by the health
plans do not include providers contracted with the health plans under limited use contracts or single
case agreements. A larger number of enrollees may have access to providers if health plans contract
with selected providers under these limited use agreements versus standard contract agreements.

Additional details about the methodology for the time/distance analysis can be found in the SFY 2023
Provider Network Time/Distance Analysis in Appendix D3.

Key Findings

e Statewide: For the majority of provider types, all health plans met or exceeded HFS’ access
standards. Overall, 99 percent to 100 percent of HealthChoice enrollees had providers located within
the required time and distance from their residence.

e Health Equity: There was little indication of disparities in access for enrollees related to race,
ethnicity, age, sex, and DIA status. Deficits in access were similar across urbanicity, age, sex, race,
and ethnicity. Enrollees residing in DIA ZIP Codes were more likely to have access to care within
standards than those residing in non-DIA ZIP Codes, but this may be due to a correspondence
between DIA status and urbanicity, and may or may not be a function of disparity.

e Pharmacies: Access to pharmacies is held to a higher standard than other provider categories,
requiring that 100 percent of urban enrollees have access within 15 minutes or miles and rural
residents have access within 60 minutes or miles from their residence. All statewide health plans met
this standard in rural counties, but some health plans did not meet the standard in all urban counties.
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While there was some variation in findings, no statewide health plan met the time and distance
standard for pharmacies in DeKalb, McLean, or Vermilion counties. Two health plans, Aetna and
Molina, showed improvement from last year by meeting the pharmacy standard in one additional
county.

Oral Surgeons: All statewide health plans failed to provide the required access to oral surgeons for
adult and pediatric enrollees in some areas, predominantly in rural counties located in regions 1, 2,
or 3. Based on prior studies, the health plans have attributed the noncompliance for oral surgery to
the lack of provider availability across the State and/or provider unwillingness to accept Medicaid
rates.

No statewide health plan met the time and distance standard for Oral Surgery, Adult in any of the
following counties: Franklin, Hamilton, Johnson, Massac, Pope, Pulaski, Saline, Union, White, and
Williamson.

No statewide health plan met the time and distance standard for Oral Surgery, Pediatric in any of the
following counties: Franklin, Gallatin, Hamilton, Hardin, Johnson, Massac, Pope, Pulaski, Saline,
Union, White, and Williamson.

YouthCare showed improvement since last year by meeting the standard for oral surgeons for adults
in two additional counties, and for children in one additional county.

BCBSIL’s access results were worse than last year, meeting the standard for oral surgeons for adults
in three fewer counties, and for children in two fewer counties.

Allergy and Immunology: Two health plans did not provide the required access to allergy and
immunology providers in some areas, especially for pediatric populations.

One of those health plans, BCBSIL, met the standards for Allergy and Immunology, Adult and
Pediatric, in two additional counties compared to last year’s results.

The other health plan, Molina, met the standard for Allergy and Immunology, Pediatric, in 12 fewer
counties this year compared to last year.

Audiology: One health plan, BCBSIL, failed to meet the access standards for Audiology, Adult and
Pediatric in one county. All others met or exceeded HFS’ access standards.

Endocrinology: One health plan, BCBSIL corrected its failure to meet standards in a single county
last year for Endocrinology, Adult providers, meeting standards in all counties this year.

Neurosurgery: One health plan, BCBSIL, improved its performance in several counties compared to
last year for adult and pediatric neurosurgery providers, adding four and five counties, respectively,
to those that met standards.

Pulmonology: All health plans met or exceeded HFS’ access standards for Pulmonology, Adult and
Pediatric.
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Successes

Overall, each of the six health plans have contracted with a broad network of providers with offices that
are located reasonably close to the enrollees they serve. Figure 5-1 presents the standards that were met
by all health plans. For most provider categories, and across most parts of the State, health plan
performance exceeded HFS’ expectation that 90 percent of enrollees have access within these standards.
In fact, with the exception of a limited number of provider categories discussed below, 99 percent to 100
percent of HealthChoice enrollees had providers located within the required time and distance from their
residence.

Figure 5-1—Access Standards Met by All Health Plans

At least 90% of Urban At least 90% of Rural
Residents Could Reach Residents Could Reach
Within 30 minutes or miles: Within 60 minutes or miles:
» 2 PCPs/Pediatricians » 1 PCP/Pediatrician
e 2 Behavioral Health Providers o 1 Behavioral Health Provider
s 2 OB/GYNs « 10B/GYN
e 1 Pediatric Dentist * 1 Pediatric Dentist
» 1 Hospital * 1 Hospital
Within 60 minutes or miles: Within 90 minutes or miles:
Specialist, Adult and Pediatric Specialist, Adult and Pediatric
e Audiology e Audiology
* Endocrinology + Endocrinology
* Neurosurgery e Neurosurgery
s Pulmonology s Pulmonology

Compared to last year’s results, some health plans improved the number of passing standards, including
addressing a lack of neurosurgery specialists. The SFY 2023 findings also demonstrated widespread
access to specialists in two new categories analyzed this year, audiology, and pulmonology. However,
there are opportunities for improving access to pharmacies, oral surgery specialists, and to a lesser
extent allergy and immunology specialists.
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Opportunities for Improvement

The results that fell short of standards were found in three key areas, all of which were identified in prior
years. For pharmacy, all health plans met access standards for residents in rural counties. In urban
counties, some enrollees in some health plans did not have a pharmacy within the required 15 minutes or
miles. For oral surgeons, no health plans met access standards for adult and pediatric populations in
several counties. These counties are predominantly, but not exclusively, rural. The deficits in access to
oral surgeons were most serious in Region 3, the southern portion of the State, where all statewide
health plans provided access to between 70.4 percent and 84.2 percent of enrollees. This does not mean
that health plans failed to meet standards in all counties. There were also issues with access to allergy
and immunology specialists, but these were limited primarily to two health plans. On a regional level,
service regions with the most rural counties (i.e., regions 1, 2, and 3) had more noncompliant findings
than areas with more urban counties (i.e., regions 4 and 5).

Particular deficits that impacted a relatively large percentage of counties included the following:

e In Region 2, Molina provided the required access to pediatric allergy and immunology specialists for
enrollees residing in 62.9 percent of counties in this region.

e In Region 3, Molina provided the required access to pediatric allergy/immunology specialists in less
than half of the counties in this region (47.1 percent).

e Also in Region 3, none of the statewide health plans provided enrollees with the required access to
oral surgery specialists for adults or children. Their results ranged from a low of 41.2 percentage of
counties meetings access standards for adults and children (Molina), to a high of 62.5 percent of
counties meeting access standards for adults and 55.9 percent of counties meeting access standards
for children (YouthCare).

Stratified Findings

When HSAG analyzed the data by race, ethnicity, age, sex, and DIA ZIP Codes,>” there was no clear
evidence of inequities in access within the constraints of this study. Few access issues were discovered
for population subgroups outside of those discovered from analysis of the full population at the regional
level; deficits in access were similar across urbanicity, age, sex, race, and ethnicity. Enrollees residing in
DIA ZIP Codes were more likely to have access to care within standards than those residing in non-DIA
ZIP Codes, but this is likely due to the correspondence between DIA status and urbanicity, and may or
may not be a function of disparity.

57 Tllinois Department of Commerce & Economic Opportunity. Zip Codes that Qualify as Disproportionately Impacted

Areas for the Illinois Back to Business (B2B) Grant Program. Available at:

https://dceo.illinois.gov/content/dam/soi/en/web/dceo/smallbizassistance/documents/diazipcodelist.pdf. Accessed on: Jan
23,2024.
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Recommendations

Based on the results and conclusions presented in this report, HSAG recommends the following for HFS
and the health plans to strengthen the HealthChoice Illinois Medicaid managed care provider networks
and ensure enrollees’ access to healthcare services within reasonable limits of time and distance:

e While most health plans are meeting the contract standards for most provider categories and showed
improvement over last year’s results, HFS should continue to collaborate with the health plans to
monitor the status of access standards for all provider categories.

e HFS should continue to collaborate with those health plans that do not meet the access standards in
specific regions and help them contract with additional providers, if available. Provider categories of
concern include pharmacy, allergy and immunology, and oral surgery. For provider categories
wherein health plans are not meeting access standards, HSAG has provided lists of providers with
which the health plans are not currently contracted. HFS and the health plans should review these
lists as part of their contracting outreach efforts.

e HFS should continue to review provider categories for which no health plans met the access
standards, with the goal of determining whether these failures are due to a lack of providers or due to
other reasons such as exclusive contracts, provider unwillingness to contract due to reimbursement
rates, or unwillingness to treat Medicaid beneficiaries.

e While a time/distance analysis can give an approximation of the level of difficulty enrollees face in
traveling to a physician office, hospital, or pharmacy, it does not indicate whether enrollees can get
an appointment to see a healthcare provider when they need one. HFS should continue using
appointment availability surveys to evaluate providers’ appointment availability. HSAG also
recommends incorporating encounter data to assess enrollees’ utilization of services to identify the
active provider network and assess whether access to care among those providers actively delivering
services to enrollees still meets the defined access standards.

e HFS could consider conducting analyses of the extent to which the health plans are using telehealth
services to address access issues.

e HFS may consider collaborating with HSAG to design and implement a focus study to investigate
selected topics regarding access to care among enrollees by geographic region. Study topics could
include how factors such as health disparities or access to public transportation are impacting access
to care.

Additional details about the methodology for the time/distance analysis are in the SFY 2023 Provider
Network Time/Distance Analysis in Appendix D3.
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MMAI Provider Network Post-Implementation Reviews

Introduction

The prior SFY 2022 technical report detailed HFS’ request that HSAG monitor continued health plan
compliance with provider network adequacy requirements following the statewide implementation for
the MMALI program. As part of the network monitoring conducted by the EQRO, the health plans were
required to follow the standardized PFL submission process to complete and submit provider network
data quarterly. HFS required the health plans to remain contracted with BH providers in at least 80
percent of the Illinois counties following the MMALI statewide implementation on July 1, 2021. HSAG
conducted a thorough analysis of the health plan provider data file submissions, and HSAG completed
reports summarizing findings by provider type/region/county. HSAG and HFS maintained ongoing
communication with the health plans to address and correct any gaps in the MMAI BH network if the
health plans failed to maintain compliance with the HFS requirement.

During the last quarter of SFY 2022, HSAG’s review identified that one health plan was noncompliant
with the HFS requirement to maintain contracted BH providers in at least 80 percent of the counties.
Review of the health plan’s provider data identified 79 percent of counties with contracted BH
providers. As required by HFS, HSAG notified the health plan in July 2022 of its noncompliance, and it
was placed on a CAP to monitor the health plan’s progress to comply with the HFS requirement. The
health plan was required to respond with a process to achieve compliance and remediate the network

gap.
Compliance

HSAG reviewed PFLs submitted by the health plan and worked with the health plan to ensure
resubmissions when incomplete data or discrepancies were noted. Based on the review of multiple
submissions, the health plan demonstrated compliance with 82 percent of counties identified with one or
more contracted BH providers. The CAP was continued to ensure that the health plan would
demonstrate continued BH network compliance in the next quarterly provider data file submission.
HSAG used the provider data file submission to verify the accuracy and completeness of the provider
data. The analysis identified contracted BH providers in 83 percent of the Illinois counties, which
demonstrated compliance for two consecutive submissions, and provided additional information
regarding the health plan’s efforts to contract with BH providers in additional counties.

HFS directed HSAG to close the CAP for the BH network, as the health plan demonstrated continued
compliance with the HFS requirement.
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Ad Hoc Provider Network Reporting

HSAG produces ad hoc network reports at the request of HFS. The reports are completed in a specified
format to comply with HFS’ requirements, and the information in these reports may include specific
provider types for particular enrollee populations, Freedom of Information Act (FOIA) requests,
research related to network adequacy, impact analysis due to provider network terminations, specific
ZIP Code analysis, county-specific analysis for individual provider types, and assisting HFS with
developing language for responses to questions from stakeholders within or outside HFS. Analyses that
were conducted in SFY 2023 in response to HFS provider network requests are listed below.

e Memorial Health Contracted Health Plans: Following the provider termination notice between Aetna
and Memorial Health, HFS requested that HSAG conduct an analysis to identify all the HCI health
plans contracted with Memorial Health including Memorial associated providers.

e (CMS Network Adequacy and Access Assurance Reporting Template (CMS NAAAR template):
HSAG assisted HFS with completing the CMS network template.
e CountyCare Marketing Campaign Approval: HFS requested that HSAG validate the provider

network information utilized by CountyCare in its marketing campaign prior to health plan
distribution to enrollees.

e Hematology Providers: HSAG assisted HFS with a request to review contracted pediatric
hematology providers.

e Provider Network Audit Request for Documentation: HSAG assisted HFS with compiling
documentation for an audit review.

e Quantitative Network Adequacy Standards for OB/GYN Providers: HSAG provided HFS with
language to address network adequacy questions including contract citations for network standards
related to time and distance, and access and availability specific to OB/GYN providers.

e Springfield Clinic: HFS requested that HSAG identify all contracted health plans with Springfield
Clinic as of the date of the HFS request.

e Breast Cancer Legislation: HFS requested that HSAG conduct a review to determine compliance
with the breast cancer legislation known as “The Best Act.” HSAG reviewed the HCI health plans’
networks to validate contracting with facilities designated as Breast Imaging Centers of Excellence
and the American College of Surgeons Commission on Cancer.

e (CMS Annual Managed Care Program Report: HSAG assisted HFS with the completion of the
annual managed care program report template.

e (CMS Managed Care Program Integrity Audit: HFS requested that HSAG validate the provider
network counts for three health plans as part of a CMS Program Integrity Audit.

e Freedom of Information Act (FOIA) Request: HSAG assisted HFS with compiling documentation in
response to a FOIA request.
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Overview

A key HFS strategy for the oversight of health plans is to conduct an annual experience of care survey of
Medicaid members. CAHPS surveys are designed to capture members’ perspectives on healthcare
quality. HFS uses CAHPS results to monitor health plan and provider performance, measure members’
experiences with services and access to care, and evaluate program characteristics.

Each year, managed care members rate their overall experience with their health plans, healthcare
services, personal doctor, and specialists. They also answer questions related to different aspects of care,
such as getting the care they need, timeliness of care, and how well their doctors communicate. Member
experience is assessed through the evaluation of eight performance measures.

Health plans are required to independently administer surveys which provide HFS with important
feedback on performance and are used to initiate changes to improve members’ experiences with the
managed care programs. Additional details about CAHPS methodology are presented in Appendix E1,
and detailed results are included in Appendix E2 of this report.
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CAHPS Measures

The CAHPS surveys were administered to the adult and child Medicaid populations. The survey
questions were categorized into eight measures of experience. These measures included four global
ratings and four composite measures. The global ratings reflected beneficiaries’ overall experience with
their personal doctor, specialist, health plan, and all healthcare. The composite measures were derived
from sets of questions to address different aspects of care.

For All Kids and Illinois Medicaid, the CAHPS survey also included the children with chronic
conditions (CCC) measurement set of survey questions, which are categorized into five additional
measures of experience. These measures include three CCC composite measures and two CCC
individual item measures. The CCC composites and items depict different aspects of care for the CCC
population (e.g., access to prescription medicines or access to specialized services). The CCC
composites and items are only calculated for the population of children identified as having a chronic
condition (i.e., CCC population); they are not calculated for the general child population.

HealthChoice Illinois was served by five health plans in SFY 2023. Four of the HealthChoice Illinois
health plans serve enrollees statewide, and one health plan serves enrollees in Cook County only. Table
6-1 displays the health plans that reported CAHPS data for SFY 2023.

Table 6-1—HealthChoice lllinois Health Plans for 2023 CAHPS

Health Plan Name ‘ Abbreviation
Aetna Better Health Aetna
Blue Cross Blue Shield of Illinois BCBSIL
CountyCare Health Plan (serves Cook County only) CountyCare
MeridianHealth Meridian
Molina Healthcare of Illinois Molina

HSAG performed three separate analyses on the survey results: top-box score calculations, national
comparisons, and a trend analysis. The top-box scoring of the global ratings, composite measures, and
CCC composites and items involved assigning top-box responses a score of 1 with all other responses
receiving a score of 0. After applying this scoring methodology, the percentage of top-box responses
was calculated to determine the top-box scores for the global ratings, composite measures, and CCC
composites and items.

To evaluate trends in member experience, HSAG performed a trend analysis that compared the 2023
top-box scores to the corresponding 2022 top-box scores. Top-box score results that were statistically
significantly higher in 2023 than in 2022 are noted with upward ( A) triangles. Top-box scores that were
statistically significantly lower in 2023 than in 2022 are noted with downward ('¥) triangles. Top-box
scores in 2023 that were not statistically significantly higher or lower than scores in 2022 are not noted
with triangles.
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In addition to the trend analysis, HSAG compared the top-box scores for each measure to national
Medicaid percentiles. HSAG used the percentile distributions shown in Table 6-2 to depict members’

overall experience, where one star (%) is the lowest possible rating (i.e., poor performance) and five
stars (% % % % %) is the highest possible rating (i.e., excellent performance):

Table 6-2—Star Ratings

Stars Percentiles

28,8 .8 8 ¢ )
At or above the 90th percentile
Excellent
ialodolel At or bet the 75th and 89th til
Very Good or between the an percentiles
% %k .
At or between the 50th and 74th percentiles
Good
* % .
Fair At or between the 25th and 49th percentiles
* .
Below the 25th percentile
Poor
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Adult CAHPS Medicaid Results

To assess the adult population’s experience of Medicaid services, health plans use NCQA-certified
CAHPS survey vendors to survey a sample of adult beneficiaries. The aggregate results for all
HealthChoice Illinois health plans combined are displayed in the table below; detailed results are
available in Appendix E-2.

Table 6-3—Adult Aggregate Results
Trending Results

2022 2023 (2022-2023)
Composite Measures
. 82.3% 81.4%
Getting Needed Care ok N _
. . 78.8% 81.0%
Getting Care Quickly x N _
) 93.8% 91.7%
How Well Doctors Communicate kk ok —
Cust Servi 88.2% 90.2%
ustomer Service ok Ak _
Global Ratings
. 54.3% 55.9%
Rating of All Health Care % —x _
) 67.7% 66.8%
Rating of Personal Doctor ok x _
. - 67.0% 64.3%
Rating of Specialist Seen Most Often ok * —
) 59.3% 58.0%
Rating of Health Plan ok N _

A Indicates the 2023 score is statistically significantly higher than the 2022 score.
V Indicates the 2023 score is statistically significantly lower than the 2022 score.
— Indicates the 2023 score is not statistically significantly higher or lower than the 2022 score.
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Experience With Care
Adult CAHPS

None of the experience survey results showed a statistically significant
improvement from the prior year; however, experience survey results for
Getting Care Quickly and Customer Service improved from the prior year and
were at or between the 50th and 74th percentiles. This indicates that members
perceived better timeliness of care from and interaction with their health plan
when they needed assistance from 2022 to 2023.

Opportunity: Experience survey results were below the 50th percentile for
every measure except Getting Care Quickly and Customer Service, which
indicates that members perceive a lack of access to care, as well as an overall
lack of quality of care.

Why the Opportunity Exists: Members may have difficulty obtaining the care,
tests, or treatments they need. Additionally, providers and specialists may not be
spending enough quality time with members or not satisfactorily communicating
and addressing members’ needs.

Recommendation: HSAG recommends that the HealthChoice Illinois health
plans consider including information about the ratings from the CAHPS survey
in provider communications during the year. HealthChoice Illinois health plans
could include reminders about the importance of improving communication
with patients from different cultures, handling challenging patient encounters,
and emphasizing patient-centered communication for members. Patient-centered
communication could have a positive impact on patient satisfaction, adherence
to treatments, and self-management of conditions. Indicators of good physician
communication skills include providing clear explanations, listening carefully,
checking for understanding, and being considerate of members’ perspectives.
Additionally, HSAG recommends that the HealthChoice Illinois health plans
consider obtaining feedback from patients on their recent office visit, such as a
follow-up call or email, to gather more information concerning areas for
improvement.
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Child CAHPS Medicaid Results

To assess the child population’s experience of Medicaid services, health plans used NCQA-certified
CAHPS survey vendors to survey a sample of child beneficiaries. The aggregate results for all
HealthChoice Illinois health plans combined are displayed in the table below; detailed results are
available in Appendix E-2.

Table 6-4—Child Aggregate Results (Without CCC Survey)

Trending Results

2022 2023 e
Composite Measures
. 79.4% 80.4%
Getting Needed Care * N _
. . 82.4% 83.1%
Getting Care Quickly * N —
) 93.5% 93.5%
How Well Doctors Communicate ok e —
Cust Servi 90.1% 86.3%
ustomer Service ok —x
Global Ratings
. 67.6% 68.4%
Rating of All Health Care N e —
. 77.1% 75.2%
Rating of Personal Doctor ek e —
. L 67.1% 70.4%
Rating of Specialist Seen Most Often * ok —
. 69.0% 69.5%
Rating of Health Plan ok —r _

A Indicates the 2023 score is statistically significantly higher than the 2022 score.
V Indicates the 2023 score is statistically significantly lower than the 2022 score.
— Indicates the 2023 score is not statistically significantly higher or lower than the 2022 score.

Page | 139




/\
HSAG 5
~—

Strengths

Opportunities for
Improvement

Experience With Care
Child CAHPS

HSAG did not identify any strengths for the child CAHPS survey.

Opportunity: Experience survey results were below the 50th percentile for
every measure, which indicates that parents/caretakers of child members
perceive a lack of access to and timeliness of care, as well as an overall lack of
quality of care.

Why the Opportunity Exists: Parents/caretakers of child members may have
difficulty obtaining access to the care or treatment their child needs, as well as
difficulty scheduling needed care with a provider or at a facility in a timely
manner. When child members receive care, providers may not be spending an
adequate amount of time with the child to provide the quality of care the
parent/caretaker of the child member anticipates or expects to meet the child’s
healthcare needs. Member experiences related to quality of care could be related
to frustrations with parents/caretakers’ perception of a lack of access and
availability of needed care or an overall need for quality care improvements.
Additionally, lower experience scores with customer service and the program
overall are likely related to member materials, interactions with program staff,
and the level of assistance that was provided when parents/caretakers of child
members were in need.

Recommendation: HSAG recommends that HealthChoice Illinois health plans
prioritize improving parents/caretakers’ overall experiences with their child’s
personal doctor and determine a root cause for the poorer performance. As part
of this analysis, HealthChoice Illinois health plans could determine if any
outliers were identified within the data, identify primary areas of focus, and
develop appropriate strategies to improve the performance. Additionally, HSAG
recommends that HealthChoice Illinois health plans continue promoting the
results of member experiences with its contracted providers and staff members,
and soliciting feedback and recommendations to improve parents’/caretakers’
overall satisfaction with both HealthChoice Illinois health plans and contracted
providers.
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Child Statewide Results

HSAG administers a CAHPS survey on behalf of HFS for the statewide Illinois Medicaid (Title XIX)
and All Kids (Title XXI) programs. These child CAHPS surveys include questions that examine
different aspects of care for the CCC population (e.g., access to prescription medicines, access to
specialized services). Results are calculated for the population of children identified as having a chronic
condition and for the general child population. HFS does not require the health plans to administer the
CAHPS 5.1 Child Medicaid Health Plan Survey with the HEDIS supplemental item set and the CCC
measurement set; however, HSAG uses this survey for Illinois Medicaid and All Kids. The 2023
administration of the child CAHPS survey for children with special needs was not yet complete during
the reporting cycle; therefore, results will be provided in the SFY 2024 technical report.

General Population

The Illinois statewide program aggregate (i.e., Illinois Medicaid and All Kids combined) CAHPS results
for the general child population are displayed in Table 6-5.5!

Table 6-5—Statewide Survey General Child Population Aggregate Results

Trending Results

2022 2023 (2022-2023)
Composite Measures
. 78.5% 81.5%
Getting Needed Care x ok _
. ) 79.5% 82.4%
Getting Care Quickly N N _
. 93.6% 94.7%
How Well Doctors Communicate N ek —
) 79.2% 86.9%
Customer Service * ok A
Global Ratings
66.3% 67.1%
Rating of All Health Care ° ’ _
* *
74.6% 74.6%
Rating of Personal Doctor ° ’ _
* *
. - 64.4% 75.4%
Rating of Specialist Seen Most Often * - A
59.09 62.49
Rating of Health Plan % o N % _

A Indicates the 2023 score is statistically significantly higher than the 2022 score.
V Indicates the 2023 score is statistically significantly lower than the 2022 score.
— Indicates the 2023 score is not statistically significantly higher or lower than the 2022 score.

&1 NCQA does not publish separate benchmarks for the CHIP population; therefore, caution should be exercised when
interpreting the results of the national comparisons analysis (i.e., star ratings).
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Experience With Care
Child Statewide

Experience survey results show a statistically significant improvement for
Customer Service and Rating of Specialist Seen Most Often measures, which
indicates that members perceived better quality of care from their health plan
when they needed assistance and better care received from specialists from
2022 to 2023.

Opportunity: Experience survey results were below the 50th percentile for
every measure except How Well Doctors Communicate and Rating of
Specialist Seen Most Often, which indicates that parents/caretakers of child
members perceive a lack of access to and timeliness of care, as well as an
overall lack of quality of care.

Why the Opportunity Exists: Parents/caretakers of child members may have
difficulty trying to schedule appointments within times they feel are
appropriate for the care they are seeking for their child. This could be due to
potential patient load or open office hour availability of network providers.
Additionally, parents/caretakers of child members may feel they are not getting
the time they need with their child’s provider to obtain and understand needed
information or are not being provided with adequate materials that offer further
understanding of their child’s care.

Recommendation: HSAG recommends that the Illinois Medicaid and All Kids
programs conduct root cause analyses or focus studies to determine why
parents/caretakers of child members are potentially perceiving a lack of access
to care, timeliness of needed care, and overall quality of care. Once a root
cause or probable reasons for lower ratings are identified in each area, the
Illinois Medicaid and All Kids programs can determine appropriate
interventions, education, and actions to improve performance.
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The Illinois statewide program aggregate (i.e., Illinois Medicaid and All Kids combined) CAHPS results
for the CCC population are displayed in the table below.

Table 6-6—Statewide Survey CCC Population Aggregate Results

Trending Results

2022 2023 S
Composite Measures
78.3% 82.3%
Getting Needed Care * ° * ° —
84.4% 88.0%
Getting Care Quickly * ° ok ° —
91.59 95.19
How Well Doctors Communicate * o * *f A
81.1%" %"
Customer Service * +/0 861;1‘1%) —
Global Ratings
61.8% 63.5%
Rating of All Health Care N ° ek ° —
70.5% 74.0%
Rating of Personal Doctor * ° ok ° —
64.4% 75.7%
Rating of Specialist Seen Most Often * ° ok *0 A
52.5% 55.3%
Rating of Health Plan N ° - ° —
CCC Composites and Items
58.29 65.3%"
Access to Specialized Services * o *f) —
FCC: Personal Doctor Who Knows 89.5% 90.8%
Child * * o
Coordination of Care for Children with 73.8% 81.6%" -
Chronic Conditions * Fo ok deok ok
L . 87.2% 95.0%
Access to Prescription Medicines * ok ke kk —
, . 87.1% 91.8%
FCC: Getting Needed Information * kK A

+ Indicates fewer than 100 respondents. Caution should be exercised when evaluating these results.

NA indicates that NCQA’s 2022 Quality Compass Benchmark and Compare Quality Data were not available; therefore, star results are
not available.

A Indicates the 2023 score is statistically significantly higher than the 2022 score.

V Indicates the 2023 score is statistically significantly lower than the 2022 score.

— Indicates the 2023 score is not statistically significantly higher or lower than the 2022 score.
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Experience survey results show a statistically significant improvement from last
year for How Well Doctors Communicate, Rating of Specialist Seen Most Often,
and FCC: Getting Needed Information measures, which indicates that members
perceived better quality in how their provider satisfactorily communicated and
addressed their needs, including answers to their questions and regarding the
care received from specialists from 2022 to 2023.

Opportunity: Experience survey results were below the 50th percentile for
Getting Needed Care, Getting Care Quickly, Rating of All Health Care, Rating
of Personal Doctor, Rating of Health Plan, Access to Specialized Services, and
FCC: Personal Doctor Who Knows Child measures. This indicates that
parents/caretakers of child members perceive a lack of access to and timeliness
of care, as well as an overall lack of quality of care.

Why the Opportunity Exists: Parents/caretakers of child members may have
difficulty obtaining access to the care or treatment their child needs, as well as
difficulty scheduling the care their child needs with a provider or at a facility in
a timely manner. Additionally, providers may not be spending enough quality
time with members or not understanding how the child’s medical, behavioral, or
other health conditions are impacting the child’s and family’s day-to-day life.

Recommendation: HSAG recommends that Illinois Medicaid and All Kids
programs conduct secret shopper calls to a variety of provider specialties to
determine if timeliness is an issue within certain provider specialty types.
Additionally, HSAG recommends reviewing member-to-provider ratios within
access requirements to determine if there are enough in-network providers
available to allow for timely appointment scheduling. Furthermore, the Illinois
Medicaid and All Kids programs could consider conducting root cause analyses
or focus studies to further explore members’ perceptions regarding the quality
of, timeliness of, and access to care and services they received to determine
what could be driving scores to fall below the national averages and implement
appropriate interventions to improve performance related to the care members
need.
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This section presents a description of activities HSAG conducted as optional EQR activities, as allowed
for by federal regulations and as requested by HFS.
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Quality Rating System

Overview

Federal regulation 42 CFR §438.334 requires
the development of a Medicaid managed care
quality rating system. While a federal
protocol has yet to be released, HFS
contracted HSAG to develop a consumer
quality comparison guide which shows how
HealthChoice Illinois (HealthChoice) health
plans compare to one another in key
performance areas.

In SFY 2023, HSAG was tasked with
developing a report card to evaluate the performance of health plans serving HealthChoice Illinois
beneficiaries.

The Cook County guide included an analysis of the health plans that are available to Medicaid
beneficiaries in Cook County. The statewide guide included an analysis of the health plans that are
available statewide to Medicaid beneficiaries. HFS uses the consumer guides to assess progress on the
State’s Quality Strategy goals and inform its quality improvement efforts.

Reporting Measures and Categories

Health plan performance was evaluated in six separate reporting categories, identified as important to
consumers.” ! Each reporting category consisted of a set of measures that were evaluated together to form a
category summary score. The reporting categories and descriptions of the measures they contain were:

¢ Doctors’ Communication: Includes adult and child CAHPS composites and items on consumer
perceptions about how well their doctors communicate and overall ratings of personal doctors. In
addition, this category includes a CAHPS measure related to medical assistance with smoking and
tobacco use cessation.

e Access to Care: Includes adult and child CAHPS composites on consumer perceptions regarding the
ease of obtaining needed care and how quickly they received that care. This category includes
HEDIS measures that assess adults’ access to care and children’s and adolescents’ access to dentists.

e  Women’s Health: Includes HEDIS measures that assess how often women-specific services are
provided (e.g., breast cancer, cervical cancer, and chlamydia screenings, as well as prenatal and
postpartum care).

1" National Committee for Quality Assurance. “Ten Steps to a Successful Report Card Project, Producing Comparative

Health Plan Reports for Consumers.” October 1998.

Page | 146



Es}egg&;gmgg Additional EQR Activities
— Quality Rating System

e Living With Illness: Includes HEDIS measures that assess how well MCOs take care of people who
have chronic conditions, such as diabetes and hypertension.

¢ Behavioral Health: Includes HEDIS measures that assess if members with behavioral health
conditions received appropriate follow-up after hospitalization, ED visit, or high intensity care, as
well as measures that assess pharmacotherapy for opioid use disorder and the initiation and
engagement of SUD treatment. In addition, this category includes a HEDIS measure that assesses if
children and adolescents using antipsychotic prescriptions receive appropriate metabolic testing.

e Keeping Kids Healthy: Includes HEDIS measures that assess how often preventive services are
provided (e.g., child and adolescent immunizations, well-child visits, and weight assessment and
counseling for children/adolescents).

Measures Used in Analysis

HFS, in collaboration with HSAG, chose measures for the 2023 (CY 2022) Report Card based on a
number of factors, such as measures that best approximate the reporting categories that are useful to
consumers; using data that are available; and using nationally recognized, standardized measures of
Medicaid and/or managed care. Fifty-two measures were chosen: 11 CAHPS and 41 HEDIS. Weights
were applied when calculating the category summary scores and the confidence intervals to ensure that
all measures contributed equally to the derivation of the final results.

Comparing Plan/Plan Category Performance to National Benchmarks

HSAG presented measure-level ratings on the selected HEDIS and CAHPS measures based on
comparisons to national Medicaid benchmarks. A five-level rating scale was used to report how HEDIS
and CAHPS measures compared to the 2022 Quality Compass national Medicaid benchmarks. In
addition, HSAG provided consumers with category-level trending information for the selected
categories (Doctor’s Communication, Access to Care, Women’s Health, Living With Illness, Behavioral
Health, and Keeping Kids Healthy) to indicate whether the MCOs’ average rating in each category
improved, declined, or stayed the same from 2022 to 2023 based on comparisons to national Medicaid
benchmarks. HSAG computed six reporting category summary scores for each MCO. HSAG compared
each measure to national benchmarks and assigned star ratings for each measure.

Responding to lllinois Legislation

[llinois Public Act 099-0725 sets forth requirements for the Medicaid quality rating system. HSAG and
HFS worked together to tailor the consumer guide to meet the requirements of the legislation.
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Evaluation of Quality Strategy

Due to program changes, such as incorporating SNC 1915(b) waiver populations in HealthChoice
Illinois and the statewide expansion of the MLTSS 1915(b) waiver, HFS revised its Comprehensive
Medical Programs Quality Strategy (Quality Strategy), published in March 2021.

Regulations at 42 CFR §438.340(c)(2), (c)(2)(i), and (c)(2)(ii) require states to review and update their
quality strategy as needed, but no less than every three years. A state’s review of the quality strategy
must include an evaluation of the effectiveness of the quality strategy conducted within the previous
three years.

In SFY 2023 and SFY 2024, HSAG will assist HFS with its Quality Strategy evaluation in accordance
with CMS’ Quality Strategy Toolkit for States.”* In addition to addressing the evaluation findings, HFS
recognized the need to update its Quality Strategy to incorporate departmental strategic directions.
Therefore, HFS worked throughout SFY 2023 to revise its Quality Strategy, scheduled for publication in
2024.

72 Centers for Medicare & Medicaid Services. Medicaid and Children’s Health Insurance Program (CHIP) Managed Care

Quality Strategy Toolkit for States. Available at: https://www.medicaid.gov/medicaid/downloads/managed-care-quality-
strategy-toolkit.pdf. Accessed on: Feb 22, 2023.
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Case Management (CM) Staffing and Training Reviews

Introduction

a biannual calendar year review of the
health plans’ compliance with case
management staffing and training
requirements. HFS requires that case
managers meet certain staffing and
training requirements listed in the
health plans’ contracts.

HSAG is contracted by HFS to conduct ®

HSAG reviewed the qualifications and
related experience, caseload
assignments, general training
completion, and waiver-specific
training completion for CM staff
members. Staffing data were evaluated
for non-waiver and HCBS CM
requirements. Data were also evaluated
for the MLTSS and SNC 1915(b)
waivers.

HSAG analyzed contractually required

elements of CM staffing and training, which were scored as either Met or Not Met. Health plans were
required to follow up on any required actions associated with Not Met elements to ensure compliance.
Health plans were also required to provide remediation responses related to findings from the CY 2022
biannual staffing and training reviews.

The first biannual review of 2023 included an assessment of internal health plan staff as well as any
delegated entities performing CM services,”* and included health plan data for staff members with hire
dates on or before April 1, 2023. HSAG noted that training is completed each calendar year; therefore,
training completion is assessed only during the second biannual review, which is to be conducted in the
fall.

73 A delegate is an entity that provides case management on behalf of the health plan. Delegates are separate companies
from the health plan, but the health plan is responsible for making sure that they meet the same requirements as the
health plan’s own employees.
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Findings
HealthChoice Illinois
HSAG analyzed health plan compliance with 11 contractually required elements of CM staffing and
training in the HealthChoice Illinois contract. YouthCare Specialty Plan’s compliance with eight

contractually required elements of CM staffing was analyzed. The health plan-specific strengths,
opportunities for improvement, and recommendations are described below.

e All five HealthChoice health plans (Aetna, BCBSIL, CountyCare, Meridian,
Strengths and Molina) met all contract requirements related to caseloads.

¢ All of the HealthChoice health plans met qualification/education
requirements for case managers with Persons with HIV [human
immunodeficiency virus]/AIDS [acquired immune deficiency syndrome]
(HIV) waiver caseloads.

e Three HealthChoice health plans (BCBSIL, Meridian, and Molina) met
qualification/education requirements for case managers with all waiver
caseload types.

¢ YouthCare achieved 100 percent compliance for case management
supervisor qualifications and credentials.

Opportunity: Some HealthChoice health plans did not meet the following
qualification/education requirements:

Opportunities for
Improvement

e Aetna and CountyCare for case managers with Persons with Brain Injury
(BI) Waiver or Persons with Disabilities (PD) waiver caseloads.

e Aetna for case managers with Persons who are Elderly (ELD) waiver
caseloads.

Recommendation: The health plans should review the qualification/education
requirements for the BI, ELD, and/or PD waivers to ensure that only staff with
those qualifications are assigned waiver caseloads and develop a plan to ensure
that qualifications are reviewed prior to waiver caseload assignment. Staff
without the appropriate qualifications should have those waiver cases reassigned
to qualified staff.

Opportunity: YouthCare was noncompliant with low risk caseload
requirements.

Recommendation: The health plan should develop a plan to reassign caseloads
to those case managers not meeting low risk caseload limits.

Opportunity: YouthCare was noncompliant with case manager credentials
requirements.

Recommendation: The health plan should review the qualification/education
requirements to ensure that only staff members with those qualifications are
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assigned caseloads and develop a plan to ensure that qualifications are reviewed
prior to caseload assignment. Staff members without the appropriate
qualifications should have those cases reassigned to qualified staff members.
The health plan may consider submitting exemption requests to HFS for
consideration.

Opportunity: Two health plans (Aetna’s delegate PCCE and Molina) had HIV
waiver case managers who did not meet related experience requirements.
Recommendation: The health plans should review the required related
experience for the HIV waiver to ensure that only staff members with
experience in all five required areas are assigned HIV waiver caseloads and
develop a plan to ensure that experience is reviewed prior to waiver caseload
assignment. Staff members without the appropriate related experience should
have those waiver cases reassigned to qualified staff members.

Opportunity: Aetna, BCBSIL, CountyCare, and YouthCare had an opportunity
to ensure that case managers receive all required trainings.

Recommendation: The health plans should review their oversight processes to
ensure that they are tracking and completing all required trainings prior to the
end of each calendar year.

MMAI

HSAG analyzed MMP compliance with 11 contractually required elements of CM staffing and training
in the MMALI contract. The health plan-specific strengths, opportunities for improvement, and
recommendations are described below.

¢ All MMPs except Molina met all contract requirements related to caseloads.

Strengths o All five health plans met contract requirements related to HIV and BI waiver
caseload limits.

Opportunity: Three of the five MMPs (BCBSIL, Meridian, and Molina) had
ELD waiver case managers who did not meet qualification/education
requirements.

Recommendation: The MMPs should review the qualification/education
requirements for the waivers and develop a plan to ensure that only staff
meeting requirements are assigned waiver caseloads. Those staff without the
appropriate qualifications should have those waiver cases reassigned to qualified
staff. The MMPs should also review their staffing submission to ensure that
specificity regarding qualifications/education that may show compliance with
the contract requirements is included in submissions. The MMPs may also
consider submitting exemption requests to HFS for consideration.

Opportunities for
Improvement
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Opportunity: Molina was noncompliant with MMAI weighted and low risk
caseload requirements.

Recommendation: The health plan should develop a plan to reassign caseloads
to those case managers not meeting caseload limits.

Opportunity: Molina was noncompliant with HIV case manager related
experience requirements.

Recommendation: The health plan should review the required related
experience for the Persons with HIV waiver to ensure that only staff members
with experience in all five required areas are assigned HIV waiver caseloads and
develop a plan to ensure that experience is reviewed prior to waiver caseload
assignment. Staff members without the appropriate related experience should
have those waiver cases reassigned to qualified staff members.

Opportunity: BCBSIL had an opportunity to ensure that case managers receive
all required trainings.

Recommendation: The health plan should review its oversight processes to
ensure that it is tracking and completing all required trainings prior to the end of
each calendar year.

Health plans are required to remediate all findings from the first biannual review, which are to be
assessed during the 2023 second biannual review.

Recommendations for HFS

Based on the findings of the staffing analysis across health plans, HSAG identified the following
recommendations for HFS:

e HFS may consider requesting additional information from health plans with repeat findings to
validate the health plan’s progress on redistribution of caseloads or compliance with
education/qualification requirements.

e HFS should review the qualification/education requirements for the BI and PD waivers to determine
if further clarity and guidance related to interpretation of the contract language can be provided to
the health plans. HFS may also consider identification of qualification/education requirements not
specifically dictated in contract language that HSAG may consider compliant in future assessments.
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Critical Incident Monitoring Review

Introduction

To provide feedback and analysis on the health plans’ compliance with critical incident (CI)
requirements, HFS requested that HSAG conduct quarterly reviews of CI records. The results of these
reviews are used to highlight strengths and identify areas that require immediate and/or additional
attention. Ongoing performance is monitored through quarterly record reviews, health plan-specific
feedback, and remediation of review findings. The CI review evaluated the health plans’ compliance
with all CI requirements required by contract, State and federal statutes and regulations, and 1915(b) and
1915(c) waiver conditions.

The health plans that were included in the FY 2023 review are shown in Table 7-1.

Table 7-1—Health Plans in Cl Monitoring Review

Health Plan Population(s) Reviewed

Aetna HealthChoice, MMAI
BCBSIL HealthChoice, MMAI
CountyCare HealthChoice
Humana MMAI
Meridian HealthChoice, MMAI
Molina HealthChoice, MMAI

Methodology

HSAG conducted quarterly record reviews and system effectiveness assessments to determine health
plan compliance with the HealthChoice Illinois and MMALI contract measures and MLTSS waiver
requirements. A detailed description of the sampling methodology and data collection processes is
provided in health plan-specific reports, which are available on request. File review elements were
scored as either Met or Not Met. Health plans were required to follow up on any required actions
associated with Not Met elements to ensure compliance. HSAG assessed the following elements:

e (l intake and processing

e (I data reporting

e Cl reporting to investigating authorities

e Communication with investigating authorities

e (I risk mitigation and resolution
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HSAG also reviewed the following information to assess the health plans’ CI system effectiveness:

e Remediation of recommendations from quarterly reviews.
e Coordination of CI processes between transition of care (TOC) and case management teams.

e Communication with the Adult Protective Services (APS) case worker after receipt of the APS
Report of Substantiation (ROS) form.

e Clreporting for falls with and without injury.

e Barriers to utilization of the APS ROS process policy.

e Implementation of internal policy and procedure updates.
e Unable to reach (UTR) process for Cls.

System Effectiveness and File Review Findings

File review and evaluation of the health plans’ system effectiveness demonstrated the following
strengths, opportunities for improvement, and recommendations:

e All six health plans demonstrated 90 percent or higher performance
Strengths in reporting Cls to the appropriate investigating authority.

e All six health plans demonstrated 90 percent or higher performance
in assuring the health, safety, and welfare (HSW) of the enrollee
after the CI was identified.

e All six health plans demonstrated system effectiveness in the ability

to identify, address, and seek to prevent instances of abuse, neglect,
and exploitation (ANE) and unexplained death.

e All six health plans demonstrated consistent utilization of processes
for communicating with the investigating authority after an initial CI
report is made.

e All six health plans remediated all CI review findings.

e All six health plans demonstrated processes to ensure coordination of
CI follow-up TOC and case management teams.

Opportunity: The six health plans did not uniformly report Cls as a
result of an injury from a fall for waiver and non-waiver enrollees.

Why the Opportunity Exists: The health plans demonstrated varied
interpretations of CI categorizations and associated definitions within the
April 2022 HF'S Critical Incident Guide.

Recommendation: The health plans would benefit from HFS’ direction
regarding the utilization of categories specified in the HF'S Critical
Incident Guide. HFS should consider having the health plans submit
their CI categorization for approval.

Opportunities for

Improvement
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Opportunity: Aetna, Humana, and Molina demonstrated opportunity for
improvement in utilization of their UTR processes prior to closure of the
CL

Why the Opportunity Exists: The health plan staff members
demonstrated inconsistent utilization of their CI closure processes, which
requires application of the UTR process.

Recommendation: The health plans should evaluate their current
oversight processes to identify opportunities for staff training and ensure
that the enrollee has been contacted or UTR attempts have been
completed prior to closure of the CI.

Opportunity: BCBSIL, CountyCare, Humana, and Meridian
demonstrated an opportunity for improvement in timely internal
reporting of the CI from the date of CI identification.

Why the Opportunity Exists: Recommendation: The health plan staff
members demonstrated inconsistent utilization of processes to create a
CI report within one business day from notification of the CI event.
Recommendation: The health plans should reeducate staff members on
the expectations for timely internal reporting of Cls from the date of CI
identification.

Opportunity: BCBSIL, Humana, and Molina demonstrated an
opportunity for improvement in compliance with the APS ROS process
policy.

Why the Opportunity Exists: The health plans did not consistently
apply their internal procedures to comply with the APS ROS process
policy.

Recommendation: The health plans should provide training to staff
members on their processes for conducting follow up with the APS case
worker and enrollees post receipt of the APS ROS form.

Opportunity: Aetna and Molina demonstrated lack of thorough
documentation within the CI report.

Why the Opportunity Exists: The health plan staff members
demonstrated inconsistent documentation of the CI event.
Recommendation: The health plans should continue routine training on
documentation requirements. The health plans should ensure the training
includes who identified the CI event, who reported the CI event, when
the CI was identified, where the CI occurred, a thorough narrative of the
CI event, and specific information on reporting to the investigating
authority.

Opportunity: CountyCare demonstrated lack of timely follow-up with
enrollees after identification of the CI.
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Why the Opportunity Exists: The health plan identified a gap in
continuity between identification of a CI event from the utilization
management team and assignment for follow-up from the care
coordination team, resulting in a delay of more than two weeks to
conduct follow up with the enrollee.

Recommendation: The health plan should continue its implementation
of oversight and monitoring of timely CI case assignment and follow-up
contact with enrollee after CI identification.

Health Plan-Specific Results

Findings and recommendations for the health plans and additional details were provided in quarterly
reports that are available upon request.
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CMS HCBS Waiver Performance Measures
Record Reviews

Overview

CMS requires HFS to provide quality oversight of state Medicaid managed care
health plans (health plans) and employ strategies to discover successes and
opportunities for improvement within the HCBS waiver program. To provide
feedback and analysis on the health plans’ compliance with waiver care
management program requirements, HFS requested that HSAG conduct quarterly
reviews of waiver beneficiary records. Health plans were required to implement systematic quality
improvement efforts that result in improved care coordination, with the goal of better health outcomes,
reduced costs, and higher utilization of community-based service options for HCBS waiver beneficiaries.

This summary of findings for the SFY 2023 HCBS Waivers CMS Performance Measures Record provides
an evaluation of the health plans’ compliance with CMS waiver performance measures requirements. The
report includes findings for HealthChoice Illinois, including the MLTSS 1915(b) waiver program and the
MMALI managed care population. Details about the methodology and detailed results were provided in
quarterly and annual reports that are available upon request.

An overall summary of the health plans’ compliance with the HCBS CMS waiver performance measures
requirements, a review of remediation activities conducted within the required time frames, and a
summary of technical assistance (TA) that HSAG provided to the health plans are presented. Ongoing
performance was monitored through quarterly record reviews, health plan-specific feedback, and
remediation of record review findings.

HealthChoice lllinois Record Reviews

Table 7-2 displays the five HealthChoice Illinois health plans reviewed in SFY 2023.

Table 7-2—HealthChoice lllinois Plans Reviewed in SFY 2023

Health Plan Name ‘ Abbreviation
Aetna Better Health Aetna
Blue Cross Blue Shield of Illinois BCBSIL
CountyCare Health Plan CountyCare
MeridianHealth Meridian
Molina Healthcare of Illinois Molina
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During SFY 2023, 1,498 HealthChoice and 1,546 MLTSS"* records were reviewed using HSAG’s web-
based data collection tool. As a result, 2,229 HealthChoice and 2,475 MLTSS findings of
noncompliance were identified.

Figure 7-1 displays a computed average of the total performance achieved by each health plan on the
217> CMS waiver performance measures reviewed by HSAG. Displaying each health plan’s overall
average on the 21 HCBS CMS waiver performance measures is used as a comparison of overall
compliance for each health plan and as a compliance comparison across health plans. Three of the five
health plans averaged 90 percent or greater compliance in SFY 2023. There was a 9-percentage-point
difference (82 percent to 91 percent) among health plans.

Figure 7-1—Overall HealthChoice Compliance
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SFY 2023 represented the sixth year of review for the HealthChoice population, and several successes
were identified as well as opportunities for improvement.

74 MLTSS enrollees are managed through HealthChoice and included in HealthChoice results. MLTSS-specific results are

available upon request.

The table reflects comparisons across all 21 performance measures reviewed throughout the SFY. At the end of SFY
2023, a total of 18 performance measures were reviewed due to changes in waiver requirements. Comparisons in total
reflect the health plans’ performance for the entire SFY.

7-5
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¢ Sixteen of the 21 CMS performance measures averaged 90 percent or
greater compliance.

¢ Five performance measures achieved a statistically significant increase in
performance when compared to the prior year.

e The measures averaging 90 percent or greater compliance indicate that the
health plans demonstrated strengths in documenting enrollee risks, needs,
goals, and backup plans in service plans; that updates to service plans are
being completed when enrollees’ needs change; that health plans are
ensuring enrollees’ choice is honored and documented when selecting
services; and that enrollees reported satisfaction with personal services.

e Four health plans achieved overall compliance rates higher than the
statewide average.

e Two of the five waivers averaged greater than 90 percent compliance.

Opportunity: Aetna performed at a statistically significantly lower rate than all
other health plans.

Recommendation: Aetna should consider reviewing its oversight processes to
identify improvements to impact performance.

Opportunity: All health plans had an opportunity to improve performance on
Measure D6 (the case manager made timely contact with the enrollee or there is
valid justification in the record), which averaged 66 percent compliance.

Recommendation:

e Conduct root cause analysis to determine opportunities to effect change.

¢ Conduct root cause analysis of PD and ELD waiver performance related to
contacts, including why valid justification is not documented consistently.

e Conduct staff training to ensure understanding of HFS’ guidance specific to
management of enrollees during the unwinding of the PHE, including
timelines for resuming face-to-face enrollee contacts and valid justification
when contact is not completed as required.

¢ Ensure internal audit processes focus on review of this measure, with
immediate feedback and discussion with care managers/care coordinators to
identify opportunities for improvement.

e Consider system enhancements to alert care managers/care coordinators of
time frames to contact beneficiaries.

Opportunity: All health plans had an opportunity to improve performance on
Measure D7 (the most recent service plan is in the record and completed in a
timely manner), which averaged 82 percent compliance.

Recommendation:

¢ Ensure internal audit processes focus on review of this measure, with
immediate feedback and discussion with care managers/care coordinators to
identify opportunities for improvement.

¢ Consider system enhancements to alert care managers/care coordinators of
time frames to complete annual service plan updates.
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e Reeducate care managers on expectations and time frames for completion of
the annual service plan or valid justification for the delay.

Opportunity: All health plans had an opportunity to improve performance on

Measure G1 (the enrollee is informed how and to whom to report unexplained

death, abuse, neglect, and exploitation at the time of assessment/reassessment),

which averaged 35 percent compliance.

Recommendation:

e Revise enrollee education attestation forms/tools to ensure that
documentation of education on how to report unexplained death is captured.

¢ Educate care managers on expectations for enrollee/authorized
representative education of reporting an unexplained death.

Opportunity: Aetna, BCSBIL, CountyCare, and Molina also had opportunity to
focus efforts on Measure 35D (the most recent service plan includes signature
of enrollee (or representative), Case Manager, and SLP provider (if applicable)
and dates of signatures, which averaged 84 percent compliance.

Recommendations:

¢ Ensure internal audit processes focus on review of this measure, with
immediate feedback and discussion with care managers/care coordinators to
identify opportunities for improvement.

¢ Consider system enhancements to alert care managers/care coordinators of
time frames to complete timely service plan updates.

¢ Ensure that documentation of service plan renewals for those enrollees
without face-to-face in-home visits includes required documentation of
witnessed verbal consent.

¢ Reeducate care managers on HFS’ expectations to ensure signatures, and
dates of signatures, are documented on the service plan for the enrollee (or
representative) and SLP provider (if applicable).

Page | 160



’;STCHE,{‘,};Q;&E{'&”% Additional EQR Activities
~— HCBS Waiver Reviews
MMAI Record Reviews

Table 7-3 displays the five MMALI health plans reviewed during SFY 2023.

Table 7-3—MMAI Health Plans Reviewed in SFY 2023

Health Plan Name Abbreviation

Aetna Better Health Premier Plan Aetna
Blue Cross Community MMAI BCBSIL
Humana Gold Plan Integrated Humana
Meridian Meridian
Molina Dual Options Medicare-Medicaid Plan Molina

During SFY 2023, 1,280 records were reviewed using HSAG’s web-based data collection tool. As a
result, 1,913 findings of noncompliance were identified.

Figure 7-2 displays a computed average of the total performance achieved by each health plan on the
217-6 CMS waiver performance measures reviewed by HSAG. Displaying each health plan’s overall
average on the 21 HCBS CMS waiver performance measures is used as a comparison of overall
compliance for each health plan and as a compliance comparison across health plans. Of the five health
plans, only Meridian averaged greater than 90 percent overall compliance in SFY 2023. There was a 16-
percentage-point difference (82 percent to 91 percent) among health plans.

76 The table reflects comparisons across all 21 performance measures reviewed throughout the SFY. At the end of SFY
2023, a total of 18 performance measures were reviewed due to changes in waiver requirements. Comparisons in total
reflect the health plans’ performance for the entire SFY.
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Figure 7-2—Overall MMAI Compliance
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SFY 2023 represented the ninth year of review for the MMALI population, and several successes were
identified as well as opportunities for improvement.

e Twelve of the 21 CMS performance measures averaged 90 percent

Strengths or greater compliance.

e Three performance measures achieved a statistically significant
increase in performance when compared to the prior year.

e The measures averaging 90 percent or greater compliance indicate
that the health plans demonstrated strengths in documenting enrollee
risks, needs, goals, and backup plans in service plans; that updates to
service plans are being completed when enrollees’ needs change; that
health plans are ensuring enrollees’ choice is honored and
documented when selecting services; and that enrollees reported
satisfaction with personal services.

e Three health plans achieved overall compliance rates higher than the
statewide average.

e Meridian performed at a statistically significantly higher rate than all
other health plans.

e The health plans achieved significant increases in performance for
measures impacted by COVID-19 public health emergency (PHE)
restrictions, including service plan updates and enrollee signatures.

¢ Two waivers averaged greater than 90 percent compliance.
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Opportunity: All health plans had an opportunity to improve

performance on Measure G1, the enrollee is informed how and to whom
to report unexplained death, abuse, neglect, or exploitation at the time of
assessment/reassessment, which averaged a 39 percent compliance rate.

Recommendation:
e Revise enrollee education attestation forms/tools to ensure that

documentation of education on how to report unexplained death is
captured.

e Educate care managers on expectations for enrollee/authorized
representative education of reporting an unexplained death.

Opportunity: Aetna, BCBSIL, Meridian, and Molina also had an
opportunity to focus efforts on Measure D6, the case manager made
timely contact with the enrollee or there is valid justification in the
record, which averaged a 71 percent compliance rate.

Recommendation:

e Conduct root cause analysis to determine opportunities to effect
change.

e Conduct root cause analysis of PD and ELD waiver performance
related to contacts, including why valid justification is not
documented consistently.

e Conduct staff training to ensure understanding of HFS’ guidance
specific to management of enrollees during the unwinding of the
PHE, including timelines for resuming face-to-face enrollee contacts
and valid justification when contact is not completed as required.

e (Consider system enhancements to alert care managers/care
coordinators of time frames to contact beneficiaries.

Opportunity: BCBSIL and Molina had opportunity to focus efforts on
Measure D7, the most recent service plan is in the record and completed
in a timely manner, which averaged an 83 percent compliance rate.

Recommendation:

e Ensure internal audit processes focus on review of this measure, with
immediate feedback and discussion with care managers/care
coordinators to identify opportunities for improvement.

e (Consider system enhancements to alert care managers/care
coordinators of time frames to complete annual service plan updates.

e Reeducate care managers on expectations and time frames for
completion of the annual service plan or valid justification for the
delay.
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Opportunity: Molina performed at a statistically significantly lower rate
than all other health plans.

Recommendation: Molina should consider reviewing its oversight
processes to identify improvements to impact performance.

Opportunity: Aetna, BCBSIL, Humana, and Molina had opportunity to
focus efforts on Measure 35D, the most recent service plan includes
signature of enrollee (or representative), Case Manager, and SLP
provider (if applicable) and dates of signatures, which averaged a
compliance rate of 83 percent.

Recommendation:

e Ensure internal audit processes focus on review of this measure, with
immediate feedback and discussion with care managers/care
coordinators to identify opportunities for improvement.

e Consider system enhancements to alert care managers/care
coordinators of time frames to complete timely service plan updates.

¢ Ensure that documentation of service plan renewals for those
enrollees without face-to-face in-home visits includes required
documentation of witnessed verbal consent.

e Reeducate care managers on HFS’ expectations to ensure signatures,
and dates of signatures, are documented on the service plan for the
enrollee (or representative) and SLP provider (if applicable).
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Quality Assurance/Utilization Review/Peer Review
(QA/UR/PR) Annual Report

Introduction

As part of its continuous effort to evaluate quality improvement activities of the Illinois Medicaid
managed care plans (health plans), HFS contracted HSAG to assess each health plan’s FY 2023 Quality
Assurance/Utilization Review/Peer Review (QA/UR/PR) annual report.

Methodology

Annually, HFS provides the health plans with a QA/UR/PR report outline, which describes the
expectations for the annual report. HSAG reviewed the report outline and the annual QA/UR/PR report
requirements in the HealthChoice Illinois and MMALI contracts to develop an assessment tool.

For contractually required elements, the HSAG review team assessed the QA/UR/PR reports for
evidence of compliance. HSAG used a two-point scoring methodology. Each requirement was scored as
Met (the report included the element required) or Not Met (the report did not include the element
required). HSAG also used a designation of N/A4 if the requirement was not applicable to the health plan;
N/A findings were not included in the two-point scoring methodology.

HSAG calculated an overall percentage-of-compliance score for each of the annual report elements.
HSAG calculated the score by adding the score from each element, indicating either a score of Met
(value: 1 point) or Not Met (value: 0 points), and dividing the summed scores by the total number of
applicable cases.

HSAG also assessed general requirements for the annual report, as identified in HFS’ report outline.
General requirements were scored Met or Not Met but were not included in overall scoring. Elements
scored as Not Met were included in recommendations to inform health plans and HFS of opportunities
for improved compliance to HFS’ report outline requirements.

HSAG also assessed the overall quality and effectiveness of the health plan’s annual report. This
qualitative assessment was scored as Beginning, Effective, or Mature but was not included in overall
scoring. Scores of Beginning or Effective were included in recommendations to inform the health plans
and HFS of opportunities for improvement to the health plan’s overall processes.

Contract Requirements

As shown in Table 7-4, HSAG’s assessment of annual QA/UR/PR report contract requirements included
23 elements across HealthChoice and MMALI; some elements were applicable to only one contract.
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Table 7-4—QA/UR/PR Contract Requirements

1. Does the report include an Executive Summary that provides a high-level discussion/analysis of each area of
the Annual Report of findings, accomplishments, barriers and continued need for quality improvement?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7; MMAI Three-Way 1/1/18, 2.13.5.1.2

2. Does the report include a detailed analysis of the QA/UR/PR Plan with overview of goal areas?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.1; MMAI Three-Way 1/1/18, 2.13.5.1.2.1

3. Does the report include a detailed analysis of the major initiatives to comply with the State Quality Strategy,
including all pillars?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.2; MMAI Three-Way 1/1/18, 2.13.5.1.2.2

4. Does the report include a detailed analysis of the quality improvement structure and program, including the
adequacy of QI program resources, QI Committee structure, practitioner participation and leadership
involvement in the QI program, and any needs for restructuring/changes to the QI program for the subsequent
year?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.10, 1.1.4-1.1.6; MMAI Three-Way 1/1/18, 2.13.1,
2.13.5.1.2.10

5. Does the report include a detailed analysis of quality improvement and work plan monitoring?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.3; MMAI Three-Way 1/1/18, 2.13.5.1.2.3

6. Does the report include a detailed analysis of network access and availability and service improvements,
including access and utilization of dental services?
HealthChoice 2018-24-001, Attachment XI, Section 1.1.3.7.4

7. Does the report include a detailed analysis of network access and availability and service improvements,
including access, utilization of dental services, and provider satisfaction?
MMAI Three-Way 1/1/18, 2.13.5.1.2.4

8. Does the report include a detailed analysis of cultural competency?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.5; MMAI Three-Way 1/1/18, 2.13.5.1.2.5

9. Does the report include a detailed population profile including demographics and geography-based statistics
(disproportionately impacted areas, urban/rural, etc.)?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.7; MMAI Three-Way 1/1/18, 2.13.5.1.2.7

10. Does the report include a detailed analysis of improvements in Care Coordination/Care Management and
Clinical Services/Programs?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.8; MMAI Three-Way 1/1/18, 2.13.5.1.2.8

11. Does the report include a detailed summary for Mobile Crisis Response (MCR) activities including activities,
including utilization, outcomes, and hospitalization rates?
Special Needs Children (SNC populations including subsets DCFS Youth in Care and Former Youth in Care)

HealthChoice 2018-24-001, Attachment XI, Section 1.1.3.7.8

12. Does the report include a detailed analysis of the effectiveness of the Care Coordination Model of Care?
HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.9

13. Does the report include a detailed analysis of findings on initiatives and quality reviews?
MMAI Three-Way 1/1/18, 2.13.5.1.2.9
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14. Does the report include a detailed summary of monitoring conducted pertaining to Attachment XI, including
issues or barriers addressed or pending remediation?

HealthChoice 2018-24-001, Attachment XI, Section 1.1.3.7.11
15. Does the report include a detailed analysis of the comprehensive quality improvement work plans?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.12; MMAI Three-Way 1/1/18, 2.13.5.1.2.11
16. Does the report include a detailed analysis of Chronic Health Conditions?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.13; MMAI Three-Way 1/1/18, 2.13.5.1.2.12
17. Does the report include a detailed analysis of Behavioral Health (includes mental health and substance use

services)?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.14; MMAI Three-Way 1/1/18, 2.13.5.1.2.13
18. Does the report include a detailed analysis of dental care?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.15
19. Does the report include a detailed discussion of health education programs?

HealthChoice 2018-24-001, Attachment XI, Section 1.1.3.7.16

MMAI Three-Way 1/1/18, 2.13.5.1.2.14
20. Does the report include a detailed analysis of member satisfaction?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.17; MMAI Three-Way 1/1/18, 2.13.5.1.2.15
21. Does the report include a detailed analysis of enrollee safety?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.18; MMAI Three-Way 1/1/18, 2.13.5.1.2.16
22. Does the report include a detailed analysis of the Fraud, Waste, and Abuse program?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.6 and 1.1.3.7.19; MMAI Three-Way 1/1/18,

2.13.1.6,2.13.5.1.2.6, 2.13.5.1.2.17
23. Does the report include a detailed analysis of delegation?

HealthChoice 2018-24-001, Attachment X1, Section 1.1.3.7.20; MMAI Three-Way 1/1/18, 2.13.5.1.2.18
24. Does the report include a detailed analysis of Americans with Disabilities Act compliance/monitoring?

MMAI Three-Way 1/1/18, 2.13.5.1.2.19

General Requirements

HSAG assessed each health plan’s FY 2023 QA/UR/PR report for the following general requirements,
which were prescribed by HFS in its annual outline document provided to the health plans:

e Does the report address all populations served by the health plan?

e Does the report address the MLTSS and SNC 1915(b) waiver populations, if applicable?
e Did the health plan submit all applicable appendices?

e Is the Executive Summary no more than 10 pages?

e s the entire report (excluding appendices) no more than 70 pages?

e Does the report cover the correct time period (FY 2023, HEDIS and CAHPS measurement year
2022)?
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e Does the report include an evaluation of the efficacy of strategies and interventions to address
measures identified as Low and Lowest Performance on the HealthChoice Report Card?
HealthChoice only

e Does the report include discussion of analysis, initiatives, and opportunities to address health equity,
including analysis of geography, disproportionately impacted areas, etc.?

e Does the report include discussion of implementation of the Health Equity Plan? HealthChoice only

e Does the report reference MPR statistic reports for all applicable areas (i.e., discussion of care
coordination elements/metrics should include references to performance/efforts for MPR measures)?
HealthChoice only

Qualitative Assessment

HSAG also assessed th