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1. Executive Summary

Purpose and Overview of Report

States with Medicaid managed care delivery systems are required to annually provide an assessment of
managed care entities’ (MCEs’) performance related to the quality, timeliness, and accessibility of care
and services they provide, as mandated by Title 42 of the Code of Federal Regulations (42 CFR)
§438.364. To meet this requirement, the State of Nevada, Department of Health and Human Services,
Division of Health Care Financing and Policy (DHCEFP), has contracted with Health Services Advisory
Group, Inc. (HSAG) to perform the assessment and produce this annual report.

DHCFP administers and oversees the Nevada Managed Care Program, which provides Medicaid and
Children’s Health Insurance Program (CHIP, also referred to as Nevada Check Up in Nevada) benefits
to members residing in Clark and Washoe counties. The Nevada Managed Care Program’s MCEs
include four managed care organizations (MCOs) contracted with DHCFP to provide physical health
and behavioral health services to Medicaid and Nevada Check Up members. DHCFP also contracted
with one prepaid ambulatory health plan (PAHP), also known as the dental benefits administrator, to
provide dental benefits for Medicaid and Nevada Check Up members. The MCOs and PAHP contracted
with DHCFP during state fiscal year (SFY) 2022 are displayed in Table 1-1.

Table 1-1—MCEs in Nevada

MCO Name MCO Short Name

Anthem Blue Cross and Blue Shield Healthcare Solutions Anthem
Health Plan of Nevada HPN

Molina Healthcare of Nevada, Inc.!! Molina
SilverSummit Healthplan, Inc. SilverSummit

PAHP Name PAHP Short Name
LIBERTY Dental Plan of Nevada, Inc. LIBERTY

Scope of External Quality Review Activities

To conduct the annual assessment, HSAG used the results of mandatory and optional external quality
review (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 the Centers for

"I Molina began providing coverage to Medicaid and Nevada Check Up members effective January 1, 2022.
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EXECUTIVE SUMMARY

Medicare & Medicaid Services (CMS).!"? The purpose of these activities, in general, is to improve
states’ ability to oversee and manage MCEs they contract with for services, and help MCEs improve
their performance with respect to the quality, timeliness, and accessibility of 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 CHIP members. For the
SFY 2022 assessment, HSAG used findings from the mandatory and optional EQR activities displayed
in Table 1-2 to derive conclusions and make recommendations about the quality, timeliness, and
accessibility of care and services provided by each MCE. Detailed information about each activity
methodology is provided in Appendix A of this report.

Activity

Validation of Performance
Improvement Projects (PIPs)

Table 1-2—EQR Activities
Description

This activity verifies whether a PIP
conducted by an MCE used sound
methodology in its design, implementation,
analysis, and reporting.

CMS Protocol

Protocol 1. Validation of
Performance Improvement
Projects

Performance Measure
Validation (PMV)

This activity assesses whether the
performance measures calculated by an
MCE are accurate based on the measure
specifications and State reporting
requirements.

Protocol 2. Validation of
Performance Measures

Compliance Review

This activity determines the extent to which
a Medicaid and CHIP MCE is in compliance

Protocol 3. Review of
Compliance with Medicaid

coverage areas to deliver healthcare services
to its managed care members.

with federal standards and associated state- | and CHIP Managed Care
specific requirements, when applicable. Regulations
Network Adequacy Validation | This activity assesses the extent to which an | Protocol 4. Validation of
(NAV) MCE has adequate provider networks in Network Adequacy™

Encounter Data Validation
(EDV)

The activity validates the accuracy and
completeness of encounter data submitted
by an MCE.

Protocol 5. Validation of
Encounter Data Reported by
the Medicaid and CHIP
Managed Care Plan

Consumer Assessment of
Healthcare Providers and
Systems (CAHPS®)!?
Analysis

This activity assesses member experience
with an MCE and its providers and the
quality of care members receive.

Protocol 6. Administration or
Validation of Quality of Care
Surveys

* This activity will be mandatory effective no later than one year from the issuance of the associated EQR protocol.

12 Department of Health and Human Services, Centers for Medicare & Medicaid Services. External Quality Review (EQR)
Protocols, October 2019. Available at: https://www.medicaid.gov/medicaid/quality-of-care/downloads/2019-eqr-
protocols.pdf. Accessed on: Dec 16, 2022.

13 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
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Nevada Managed Care Program Conclusions and Recommendations

HSAG used its analyses and evaluations of EQR activity findings from SFY 2022 activities to
comprehensively assess the MCEs’ performance in providing quality, timely, and accessible healthcare
services to DHCFP Medicaid and CHIP members. For each MCE reviewed, HSAG provides a summary
of its overall key findings, conclusions, and recommendations based on the MCEs’ performance, which
can be found in Section 3 and Section 4 of this report. The overall findings and conclusions for all
MCEs were also compared and analyzed to develop overarching conclusions and recommendations for
the Nevada Managed Care Program. Table 1-3 highlights substantive conclusions and actionable state-
specific recommendations, when applicable, for DHCFP to drive progress toward achieving the goals of
the Nevada Quality Strategy and support improvement in the quality, timeliness, and access to
healthcare services furnished to Medicaid members.

Table 1-3—Programwide Conclusions and Recommendations

Quality Strategy Goal Overall Performance Impact Petl‘)fz:nn;?:ce
Goal 1—Improve the Conclusions: The Nevada Managed Care Program overall had Quality
health and wellness of adequate practices for ensuring its providers were aware of its Timeliness
Nevada’s Medicaid adopted practice guidelines including guidelines for preventive care.

lation b The network adequacy standards were also met for primary care Access
popula y quacy primary
increasing the use of providers (PCPs) and pediatricians statewide, indicating the MCOs
preventive services by appeared to have a sufficient number of providers to render
December 31, 2024 preventive services to children and adults. However, over the past

three-year period (measurement year [MY] 2019-MY 2021), there
has been a steady decline in the percentage of adult members
accessing preventive services, and an even higher rate of decline in
members 65 years and older. While there has been improvement in
the percentage of Medicaid children and adolescents ages 3 to 17
who received one or more well-care visits with a PCP or an
obstetrics and gynecology (OB/GYN) provider during the year,
there has been a decline in the associated rates for the Well-Child
Visits in the First 30 Months of Life performance measure for both
the Medicaid and Nevada Check Up populations. There was also a
decline in the prevalence of immunizations for children and
adolescents over the past three years and no objectives under Goal 1
met the minimum performance standard (MPS).

Recommendations: For SFY 2023, DHCFP has mandated that the
MCOs implement a PIP to increase rates of child and adolescent
well-care visits among members eligible for these services. To
ensure interventions are actionable and will support performance
improvement for this PIP, HSAG recommends that DHCFP review
the MCOs’ planned interventions prior to MCO implementation and
provide feedback on any planned interventions based on DHCFP’s
knowledge of the environment in the State of Nevada. DHCFP

SFY 2022 EQR Technical Report Page 1-3
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Performance
Domain

Quality Strategy Goal Overall Performance Impact

could also consider whether state-required interventions would be
appropriate for the MCOs to implement for the PIP mandated by
DHCEFP for SFY 2023. Further, to gain a better understanding of the
potential barriers to members seeking preventive care, HSAG also
recommends that DHCFP collaborate with the MCOs to identify
strategies to improve the CAHPS response rates so that the
information obtained through the surveys provide enough data to
make meaningful conclusions.

Goal 2—Increase use of | Conclusions: All MCOs demonstrated an improvement in Quality
evidence-based practices | performance over the past three MYs in the Comprehensive

for members with chronic | Diabetes Care—HbAIc Poor Control (>9.0%) measure indicator,
conditions by December and the programwide aggregated rate also demonstrated

31,2024 improvement over time. Additionally, programwide, the percentage
of diabetic members obtaining hemoglobin Alc (HbAlc) tests,
having HbAlc levels less than 8 percent, and having their blood
pressure under control improved over the past SFY, indicating the
Nevada Managed Care Program focused efforts on diabetes
management and members were gaining better control over their
diabetes. However, MPS at the program level have not been met for
SFY 2022 for Quality Strategy Objectives 2.1a and b, 2.2, and 2.3
related to comprehensive diabetes care. Additionally, the
Controlling High Blood Pressure measure demonstrated a slight
increase from MY 2019. Further the Kidney Health Evaluation for
Patients With Diabetes measure rates demonstrated minimal change
overall. Under Goal 2 and the associated objectives (2.1a-b, 2.2, 2.3,
2.4,2.6), no programwide MPS were attained.

] Timeliness
] Access

Recommendations: In SFY 2020, DHCFP mandated that the
MCOs initiate the Comprehensive Diabetes Care (CDC)
Hemoglobin Alc (HbAlc) Poor Control >9.0% PIP. Although there
was demonstrated improvement in the Comprehensive Diabetes
Care measure indicators, including HbAIc Poor Control (>9.0%),
as determined through the PMV activity results, only one of the
MCO’s interventions was attributed to the improved outcomes,
suggesting the improvement in the rates was not related to the PIP
interventions but was influenced by other factors. To ensure
interventions are actionable and will support performance
improvement for future PIPs, HSAG recommends that DHCFP
review the MCOs’ planned interventions prior to MCO
implementation and provide feedback on any planned interventions
based on DHCFP’s knowledge of the environment in the State of
Nevada. DHCFP could also consider whether state-required
interventions would be appropriate for the MCOs to implement for
the PIPs mandated by DHCFP for SFY 2023. DHCFP could consult

SFY 2022 EQR Technical Report Page 1-4
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Quality Strategy Goal Overall Performance Impact

with HSAG through these processes. Additionally, while the
aggregate compliance review score for the Practice Guidelines
standard was 94 percent, HSAG recommends that the MCOs ensure
their list of adopted clinical practice guidelines are inclusive of
guidelines to support the Quality Strategy objectives under Goal 2
and ensure their contracted providers are informed of the
expectations for treating chronic conditions.

Goal 3—Reduce misuse Conclusions: For the Use of Opioids at High Dosage and Use of Quality
of opioids by December Opioids From Multiple Providers measures, the Medicaid aggregate
31,2024 rates were above the MPS, indicating the Nevada Managed Care
Program achieved Objectives 3.1 and 3.2 under Goal 3.

] Timeliness
] Access

Recommendations: In SFY 2022, DHCFP added two new
objectives to its Quality Strategy to support continued improvement
of Goal 3. HSAG recommends that DHCFP and its MCOs monitor
network providers’ prescribing practices of opioids related to the
new objectives (3.3a-b) and implement interventions, as necessary,
to support achievement of the established MPS once available.

Goal 4—Improve the Conclusions: While the Postpartum Care measure indicator at the Quality
health and wellness of programwide level improved slightly over a three-year period, the Timeliness
pregnant women and aggregated rate for the Timeliness of Prenatal Care measure

infants by December 31, | indicator declined over a three-year period; and the associated Access
2024 Quality Strategy objectives (4.1a-b) did not meet the established
MPS for both of these measures. From the findings of the NAV
activity, three of the four MCOs did not meet the access standard
statewide for the OB/GYN provider type and none of the four
MCOs met the standard for Washoe County. These findings indicate
pregnant women may experience challenges accessing prenatal care
timely due to the lack of OB/GYN providers contracted with the
MCOs and available to provide services to pregnant women or
women who have recently delivered.

Recommendations: In SFY 2020, DHCFP mandated that the
MCOs initiate the Prenatal and Postpartum Care (PPC) Timeliness
of Prenatal Care PIP. While a PIP was implemented to support
improved outcomes for pregnant women, two of three MCOs’ PIPs
were not successful and the Prenatal and Postpartum Care (PPC)
Timeliness of Prenatal Care performance measure declined
programwide over a three-year period, indicating overall that the
PIPs did not support achievement of the objectives under Quality
Strategy Goal 4. To ensure the newly DHCFP-mandated PIPs for
improving rates for prenatal and postpartum care for pregnant
women in Medicaid managed care are successful, HSAG
recommends that DHCFP review the MCOs’ planned interventions

SFY 2022 EQR Technical Report Page 1-5
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Performance
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Quality Strategy Goal Overall Performance Impact

prior to MCO implementation and provide feedback on any planned
interventions to ensure the interventions will support a reduction in
health disparities and overall improvement in the timeliness of
prenatal and postpartum care.

In SFY 2022, DHCFP added five new objectives (4.2a-b, 4.3a-b,
4.4) to its Quality Strategy to support improvement in the health and
wellness of pregnant women and their babies. HSAG recommends
that DHCFP and its MCOs monitor the associated performance
measures and identify strategies to improve member access to
OB/GYN providers.

Goal 5—Increase use of | Conclusions: At the program wide level, none of the behavioral Quality
evidence-based practices | health objectives under Goal 5 met the MPS for the Medicaid Timeliness
for members with population, when an MPS was available. Additionally, while three
behavioral health objectives (5.3b, 5.6a-b) for the Nevada Check Up population met
conditions by December the programwide MPS, the remaining objectives with an established
31,2024 MPS did not. These findings indicate substantial opportunities for
DHCEFP and its contracted MCOs to ensure all members diagnosed
with a mental illness and/or substance use disorder (SUD) are
receiving timely follow-up appointments after emergency
department (ED) visits and inpatient hospitalization, and are
receiving adequate screenings, treatment, and medication
management. With the exception of pediatric psychologists for two
MCOs, the Nevada Managed Care Program had a sufficient network
of behavioral health providers to render necessary services.

Access

Recommendations: For SFY 2023, DHCFP mandated that the
MCOs initiate PIPs related to increasing rates of follow up after ED
visit for adults and children who received a follow-up visit for
mental illness, and improving access to care for Medicaid members
with SUD. DHCFP is also requiring the MCOs to initiate and test at
least one intervention focused on network adequacy and
coordination of care initiatives around these two topics. Further,
DHCFP added additional objectives (5.9, 5.11a-b, 5.12, 5.13a-b) to
its Quality Strategy to support health outcomes in members with
behavioral health conditions. As DHCFP has targeted initiatives to
promote the achievement of Quality Strategy Goal 5, HSAG has no
additional recommendations at this time.

Goal 6—Increase Conclusions: Based on the NAV activity, there appeared to be an X Quality
utilization of dental adequate network of primary dental providers and most specialists, Timeliness
services by December 31, | and for all age groups under the Annual Dental Visit measure, the
2024 Nevada Managed Care Program demonstrated an increase in all
performance measures rates. However, no objectives under Goal 6
met the MPS for both the Medicaid and Nevada Check Up
populations.

Access

SFY 2022 EQR Technical Report Page 1-6
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Quality Strategy Goal Overall Performance Impact

Recommendations: DHCFP added three objectives (6.2, 6.3, 6.4)
to its Quality Strategy to support health outcomes and increase the
rate of children receiving a comprehensive or periodic oral
evaluation, topical fluoride applications, and sealants. HSAG
recommends that DHCFP monitor the results of the associated new
performance measures and identify additional strategies (e.g., new
PIP topics), as necessary, to continue its progress toward achieving
Quality Strategy Goal 6 and improving oral health outcomes for its
members.

Goal 7—Reduce and/or Conclusions: The aggregated findings from each of the EQR Quality
eliminate health care activities did not produce sufficient data for HSAG to assess the Timeliness
disparities for Medicaid impact the EQR activities had on reducing and/or eliminating
members by December healthcare disparities for Medicaid members other than by
31,2024 geographic area or by gender (i.e., through the PIP and/or NAV
activities).

Access

Recommendations: Through its contract with the MCEs, DHCFP
requires that each MCE initiate several activities focused on
eliminating healthcare disparities such as mandated PIPs (e.g.,
addressing maternal and infant health disparities within the African-
American population, interventions addressing health disparities in
dental services); implementation of cultural competency programs
and plans; and the development of population health programs,
including the requirement to target clinical programs to reduce
healthcare disparities based on race and ethnicity. DHCFP also
encourages each MCO to obtain the Multicultural Health Care
Distinction from the National Committee for Quality Assurance
(NCQA) as a way to build a strong cultural competency program,
reduce health disparities, and develop culturally and linguistically
appropriate member communication strategies. In addition to the
initiatives already underway, HSAG recommends DHCFP consider
requiring the MCEs to stratify the Healthcare Effectiveness Data
and Information Set (HEDIS®)!** and other performance measure
data by race and ethnicity and use the data to drive future quality
improvement efforts and develop targeted interventions.

-4 HEDIS is a registered trademark of NCQA.
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2. Overview of the Nevada Managed Care Program

Managed Care in Nevada

Nevada has been operating a mandatory managed care program in two counties in the state (urban Clark
and Washoe counties) since 1998. The managed care program covers acute, primary, specialty, and
behavioral healthcare services for children and families, pregnant women, and low-income adults on a
mandatory basis; American Indians, children with severe emotional disturbance, and special needs
children are voluntary populations. DHCFP also contracts with a dental PAHP, LIBERTY, to serve as
DHCFP’s PAHP for Clark and Washoe counties.

Table 2-1 presents the gender and age bands of Nevada Medicaid and Nevada Check Up members
enrolled in the managed care catchment areas as of June 2022.

Table 2-1—Nevada Medicaid and Nevada Check Up Managed Care Demographics®?

Gender/Age Band June 2022 Members

Nevada Medicaid Data
Males and Females <1 Year of Age 16,581
Males and Females 1-2 Years of Age 35,060
Males and Females 3—14 Years of Age 187,116
Females 15-18 Years of Age 24,548
Males 15-18 Years of Age 23,937
Females 19-34 Years of Age 110,065
Males 19-34 Years of Age 73,002
Females 35+ Years of Age 101,759
Males 35+ Years of Age 86,610
Total Medicaid 658,678

Nevada Check Up Data
Males and Females <1 Year of Age 345
Males and Females 1-2 Years of Age 888

Z1 Please note that Medicaid has the age range of 15-18, while Nevada Check Up has the range of 15-19. The Medicaid
dataset for males and females <1 year of age include members with unidentified gender. Totals for Table 2-1 reflect the
whole Medicaid managed care population using the current county of residence at the time of the data pull on
August 1, 2022. This includes members that may have moved outside of a Medicaid managed care covered service area
in the month of March. Table 2-2 and Table 2-3 reflect only Medicaid managed care enrollees in Clark and Washoe
counties. Data for 2022 are preliminary and subject to change.

SFY 2022 EQR Technical Report Page 2-1
State of Nevada NV2022_EQR-TR_F1_0223



/\ OVERVIEW OF THE NEVADA MIANAGED CARE PROGRAM

HS AG 5
S

Gender/Age Band June 2022 Members

Nevada Medicaid Data
Males and Females 3—14 Years of Age 13,933
Females 15-19 Years of Age 1,899
Males 15-19 Years of Age 1,886
Total CHIP 18,951
Total Medicaid and CHIP 677,629

Overview of Managed Care Entities

During the SFY 2022 review period, DHCFP contracted with four MCOs and one PAHP. These MCEs
are responsible for the provision of services to Nevada Managed Care Program members. Table 2-2 and
Table 2-3 provide a profile for each MCO. As Nevada has only one PAHP, the eligible population is
inclusive of all Medicaid and Nevada Check Up members and therefore is not displayed in the tables
below.

Table 2-2—Nevada MCO Medicaid Managed Care Members??!

Total Eligible Total Eligible
McCO
Clark County Washoe County

Anthem 168,638 24,796
HPN 190,237 21,415
Molina 100,240 14,048
SilverSummit 120,547 15,001
Total 579,662 75,260

Table 2-3—Nevada MCO Nevada Check Up Managed Care Members?*

MCO Total Eligible Total Eligible
Clark County Washoe County
Anthem 4,266 852
HPN 5,507 1,125
Molina 2,900 699
SilverSummit 2,995 578
Total 15,668 3,254
SFY 2022 EQR Technical Report Page 2-2
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Quality Strategy

In accordance with 42 CFR §438.340, DHCFP implemented a written quality strategy for assessing and
improving the quality of healthcare and services furnished by the MCEs to Nevada Medicaid and
Nevada Check Up members under the Nevada Managed Care Program.

DHCFP’s mission is to purchase and ensure the provision of quality healthcare services, including
Medicaid services, to low-income Nevadans in the most efficient manner. DHCFP also seeks to promote
equal access to healthcare at an affordable cost to Nevada taxpayers, to restrain the growth of healthcare
costs, and to review Medicaid and other State healthcare programs to determine the potential to
maximize federal revenue opportunities. Consistent with its mission and the Nevada DHCFP Strategic
Plan?-2, the purpose of DHCFP’s Quality Strategy is to:

e Establish a comprehensive quality improvement system that is consistent with the Triple Aim
adopted by CMS to achieve better care for patients, better health for communities, and lower costs
through improvement in the healthcare system.

e Provide a framework for DHCFP to design and implement a coordinated and comprehensive system
to proactively drive quality throughout the Nevada Medicaid and Nevada Check Up system. The
Quality Strategy promotes the identification of creative initiatives to continually monitor; assess; and
improve access to care, clinical quality of care, and health outcomes of the population served.

e Identify opportunities to improve the health status of the enrolled population and improve health and
wellness through preventive care services, chronic disease and special needs management, and
health promotion.

e Identify opportunities to improve quality of care and quality of service and implement improvement
strategies to ensure Nevada Medicaid and Nevada Check Up members have access to high-quality
and culturally appropriate care.

e Identify creative and efficient models of care delivery that are steeped in best practice and make
healthcare more affordable for individuals, families, and the State government.

e Improve member satisfaction with care and services.

¢ Ensure that individuals transitioning to managed care from fee-for-service and individuals
transitioning between MCOs receive appropriate therapeutic, medical, and behavioral health services
as part of the transition of care policy noted in the Medicaid Services Manual, Chapter 3603.21
(A)(25).

22 Nevada Department of Health and Human Services Division of Health Care Financing and Policy. Strategic Plan. July 2019—

June 2021. Available at: https://dhcfp.nv.gov/uploadedFiles/dhcfpnvgov/content/ About/ExternalStrategicPlanOnePager.pdf.
Accessed on: Dec 8, 2022.
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Quality Strategy Goals

In alignment with the purpose of the Quality Strategy, DHCFP established quality goals that are
supported by specific objectives to continuously improve the health and wellness of Nevada Medicaid
and Nevada Check Up members. The goals and supporting objectives are measurable and take into
consideration the health status of all populations served by the Nevada Managed Care Program. The
overarching Quality Strategy goals and applicable program are displayed in Table 2-4. Refer to
Appendix B for a detailed description of the objectives and performance measures used to support each
goal.

Table 2-4—Quality Strategy Goals and Applicable Program

Nevada Nevada

Quality Strategy Goals Medicaid Check Up

Goal 1 Improve the health and wellness of Nevada’s Medicaid population by v v
increasing the use of preventive services by December 31, 2024

Goal 2 Increase use of evidence-based practices for members with chronic conditions v v
by December 31, 2024

Goal 3 | Reduce misuse of opioids by December 31, 2024 v
Improve the health and wellness of pregnant women and infants by December

Goal 4 v
31,2024

Goal 5 Increase use of evidence-based practices for members with behavioral health v v
conditions by December 31, 2024

Goal 6 | Increase utilization of dental services by December 31, 2024 v v

Goal 7 Reduce and/or eliminate health care disparities for Medicaid members by v v
December 31, 2024

Payment Initiative Programs
Certified Community Behavioral Health Centers

The Certified Community Behavioral Health Centers (CCBHCs) provide outpatient behavioral health
services and primary care screenings and monitoring to individuals in Nevada for mental illness and
SUD regardless of their ability to pay, including Nevada Medicaid and Nevada Check Up members. The
Quality Incentive Payment (QIP) program for CCBHCs uses clinic-led and state-led quality measures,
listed in Table 2-5, to determine quality payments that will be granted to each CCBHC based on
performance year over year. CCBHCs can receive up to 5 percent of annual prospective payment system
(PPS) payments for reporting the appropriate data for the two clinic-led measures and five state-led
measures on a quarterly basis. Additionally, CCBHCs can receive up to 10 percent of annual PPS
payments by achieving the appropriate performance for all six required measures and one optional
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measure. The CCBHCs must reach the target goal or achieve gap improvement on the measure
(improvement target goal minus prior year performance times 10 percent).

Table 2-5—CCBHC Performance Measures

Performance Measure Clmllc-{e Ztate- Source? Target Goal
Ch.11<.1 and.Adolescent Major Depressive Disorder (MDD): Clinic-led CMS 90%
Suicide Risk Assessment
Major Depressive Disorder: Suicide Risk Assessment Clinic-led CMS 90%
Adherence to Antipsychotic Medications for Individuals o
With Schizophrenia Siiiles NCQA B0
T 7 Days—43.9%
Follow-Up After Hospitalization for Mental Illness, Ages 21+ State-led NCQA 30 Zi}s_ 63 %0
T 7 Days—43.9%
Follow-Up After Hospitalization for Mental Illness, Ages 621 State-led NCQA 30 ZZ:/S_ 63 %0
itiati Initiation—38.39
Initiation and Engagement of Alcohol and Other Drug State-led NCQA nitiation Yo
Dependence Treatment Engagement—11.3%
Plan All-Cause Readmission Rate* State-led NCQA 15.2%

* Not a federally required measure for quality improvement incentive payment
! Measure stewards include CMS and NCQA

The CCBHC initiative aligns to the Nevada DHCFP Strategic Plan goal to improve the quality of and
access to behavioral health services available to members and Quality Strategy Goal 5—Increase use of
evidence-based practices for members with behavioral health conditions by December 31, 2024.
Improved access through the CCBHC initiative should show a positive impact to the progress made to
DHCEFP’s goals under the Strategic Plan and Quality Strategy.

Patient-Centered Opioid Addiction Treatment (P-COAT) Model

The P-COAT Model is an alternative payment model designed by the American Medical Association
and the American Society of Addiction Medicine. The P-COAT Model was developed to expand access
and utilization of medication-assisted treatment (MAT) while also ensuring that providers are
appropriately reimbursed for the services they provide. Under the current models of MAT, there are
several key issues that the P-COAT Model seeks to resolve:

e Underutilization of MAT services

e Barriers to care coordination/separation in billing for medical and behavioral services

e Reimbursement may not cover all costs of providing treatment

e Administrative barriers
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The goals of the P-COAT Model include:

e Create a reimbursement structure to support the full range of services physicians/clinicians provide
to treat opioid use disorder (OUD)

e Expand the network of providers who treat OUD
¢ Encourage coordinated delivery of services
e Reduce/eliminate spending for ineffective or unnecessarily expensive treatments

e Utilize evidence-based care practices that lead to improved outcomes

Nevada Medicaid is one of 15 states awarded a planning grant under the Substance Use Disorder
Prevention that Promotes Opioid Recovery and Treatment for Patients and Communities (SUPPORT)
Act to fund implementation of the P-COAT Model. The planning grant phase lasts 18 months.

DHCFP will evaluate the results of the implemented P-COAT Model using a series of treatment and
utilization performance measures, including the following:

e Treatment Measure #1: Percentage of patients who filled and used prescribed medications
throughout the month

e Treatment Measure #2: Percentage of patients who demonstrated compliance by only taking
medications that are part of the written treatment plan at the end of the month

e Utilization Services Measure #1: Percentage of patients whose opioid and other drug-related lab
testing during initiation of treatment is consistent with evidence-based practices

e Utilization of Services Measure #2: Risk-adjusted average number of opioid-related ED visits per
patient

This initiative supports Quality Strategy Goal 3 to reduce misuse of opioids. Implementation of this
initiative should result in an expanded network of providers who treat opioid use disorder while leading
to improved outcomes through the use of evidence-based care practices.

State-Directed Payment Initiative

In SFY 2021, DHCFP received approval from CMS to implement a delivery system and provider
payment initiative in accordance with 42 CFR §438.6(c) for public hospital systems in Nevada in
counties in which the population is 700,000 or more, the licensed professionals working in those public
hospital systems, and/or the licensed professionals affiliated with accredited public medical schools in
those largely populated counties. DHCFP implemented the payment initiative to help ensure the
financial viability of these hospitals and licensed professionals, and to support them in maintaining and
enhancing the high quality of care they provide to Medicaid members in Nevada. To evaluate the
effectiveness of the state-directed payment initiative related to inpatient services, DHCFP added a
performance measure to the Quality Strategy under Goal 2 to decrease rate of adult acute inpatient stays
that were followed by an unplanned readmission for any diagnosis within 30 days after discharge. For
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outpatient services, effectiveness of the payment initiative aligns with Quality Strategy Goal 1—
Improve the health and wellness of Nevada’s Medicaid population by increasing the use of preventive
services by December 31, 2024. The MCOs are annually required to calculate the performance of the
providers eligible for the payment increase based on the utilization and delivery of services to Medicaid
managed care members using state-directed payment measure specifications and HEDIS data results.

Two providers were eligible for the state-directed payment initiative in SFY 2021: University Medical
Center (UMC), a public hospital, and the University of Nevada, Reno School of Medicine (UNR), a
public medical school. DHCFP’s expectation is that each provider’s rates for each measure included in
the initiative will improve over a five-year period. After the baseline year, which is calendar year (CY)
2020 for UMC and CY 2021 for UNR, DHCFP expects to see at minimum an increase of 2 percent per
CY. Performance is evaluated by DHCFP annually, and results of the evaluation, including progress on
meeting the associated Quality Strategy goals, are included as part of the EQR technical report.

Table 2-6 and Table 2-7 identify the Quality Strategy objectives identified in the CMS-approved Section
438.6(c) Preprint to evaluate performance of the state-directed payment initiative and the baseline rate,
CY 2021 rate, and CY 2021 target for UMC. Rates listed in green font indicate that UMC met the target
for CY 2021. Rates listed in red font indicate that UMC did not meet the target for CY 2021. UMC met
the targets for CY 2021 for four of the eight measures for the Nevada Medicaid population. However,
none of the three measures for the Nevada Check Up population were met and all seven measures not
meeting the target also demonstrated a decline from the baseline rate. Based on these results, the
payment initiative did not support that significant progress was made toward achieving the related
Quality Strategy goals and continued efforts should be implemented to support improvement in the
associated measures.

Table 2-6—State-Directed Payment Initiative Nevada Medicaid Performance Measures—UMC*

umc umcC
CY 2021 CY 2021
Rate Target?

umcC
Baseline!?

Measure Objective Alignment

Weight Assessment and Counseling | Increase weight assessment and
for Nutrition and Physical Activity counseling for nutrition and physical o 0 o
o O Al (00— ety n @ikl e bz I
BMI Percentile (WCC)—BMI percentile

Weight Assessment and Counseling | Increase weight assessment and
for Nutrition and Physical Activity counseling for nutrition and physical 0 o 0
Jfor Children/Adolescents (WCC)— activity for children/adolescents 31.31% 27.33% 31.94%
Counseling for Nutrition (WCC)—counseling for nutrition

Weight Assessment and Increase weight assessment and

Counseling for Nutrition and counseling for nutrition and physical

Physical Activity for activity for children/adolescents 28.18% 29.25% 28.74%
Children/Adolescents (WCC)— (WCC)——counseling for physical activity

Counseling for Physical Activity
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Measure

Comprehensive Diabetes Care

OVERVIEW OF THE NEVADA MIANAGED CARE PROGRAM

Objective Alignment

Increase rate of HbAlc testing for

umMmcC
Baseline?

uUMcC
CY 2021
Rate

umc
CY 2021
Target?

(CDC)—Hemoglobin Alc members with diabetes (CDC) 40.78% 47.23% 41.60%
(HbAlc) Testing
Comprehensive Diabetes Care Decrease rate of HbAlc poor control
(CDC)—HbAIc Poor Control (>9.0%) for members with diabetes 21.97% 25.62% 21.53%
(>9.0%)° (CDC)
Controlling High Blood Pressure | Increase rate of controlling high blood o 0 o
(CBP) pressure (CBP) 11.95% 11.56% 12.19%
Plan All-Cause Readmissions Decrease rate of adult acute inpatient
(PCR)—Observed Readmissions® | stays that were followed by an unplanned

readmission for any diagnosis within 30 11.81% 9.86% 11.57%

days after discharge (PCR)—Observed
readmissions

BMI: body mass index
k

Rates in this table were derived from validated HEDIS measure rates; however, these rates were a subset of the validated measures
and were not validated through the HEDIS audit process.
The baseline year for UMC was CY 2020.
Year-over-year targets were set at 2 percent improvement over the baseline year. Overall targets for full five-year period of state-
directed payment initiative is 10 percent.

A lower rate indicates better performance for this measure.
Green font indicates UMC met the target for CY 2021.

Red font indicates UMC did not meet the target for CY 2021.

Table 2-7—State-Directed Payment Initiative Nevada Check Up Performance Measures—UMC*

Measure

Weight Assessment and Counseling
for Nutrition and Physical Activity

Objective Alignment

Increase weight assessment and
counseling for nutrition and physical

umcC
Baseline?

umc

CY 2021

Rate

0 () V)

Jor Children/Adolescents (WCC)— | activity for children/adolescents e M=l SIS
BMI Percentile (WCC)—BMI percentile

Weight Assessment and Counseling | Increase weight assessment and
for Nutrition and Physical Activity counseling for nutrition and physical o 0 o
for Children/Adolescents (WCC)— | activity for children/adolescents 38.92% 32.60% 39.70%
Counseling for Nutrition (WCC)——counseling for nutrition

Weight Assessment and Increase weight assessment and

Counseling for Nutrition and counseling for nutrition and physical

Physical Activity for activity for children/adolescents 35.76% 30.04% 36.48%
Children/Adolescents (WCC)— (WCC)——counseling for physical activity

Counseling for Physical Activity
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OVERVIEW OF THE NEVADA MIANAGED CARE PROGRAM

umcC
Baseline!

Objective Alignment

UuMC

CY 2021

Rate

umc
Target?

Comprehensive Diabetes Care Increase rate of HbAlc testing for
(CDC)—Hemoglobin Alc members with diabetes (CDC) NA NA NA
(HbAlIc) Testing
Comprehensive Diabetes Care Decrease rate of HbAlc poor control
(CDC)—HbAIc Poor Control (>9.0%) for members with diabetes NA NA NA
(>9.0%)° (CDC)
Controlling High Blood Pressure | Increase rate of controlling high blood
(CBP) pressure (CBP) NA NA NA
Plan All-Cause Readmissions Decrease rate of adult acute inpatient
(PCR)—Observed Readmissions® | stays that were followed by an unplanned
readmission for any diagnosis within 30 NA NA NA
days after discharge (PCR)—Observed
readmissions

* Rates in this table were derived from validated HEDIS measure rates; however, these rates were a subset of the validated measures
and were not validated through the HEDIS audit process.

! The baseline year for UMC was CY 2020.

2 Year-over-year targets were set at 2 percent improvement over the baseline year. Overall targets for the full five-year period of

state-directed payment initiative is 10 percent.

3 A lower rate indicates better performance for this measure.
NA (Not Applicable) indicates the performance measure is not applicable to the Nevada Check Up population.
Green font indicates UMC met the target for CY 2021.

Red font indicates UMC did not meet the target for CY 2021.

Table 2-8 and Table 2-9 identify the Quality Strategy objectives identified in the CMS-approved Section
438.6(c) Preprint to evaluate performance of the state-directed payment initiative and the CY 2022

target for UNR. UNR’s performance will be evaluated in the SFY 2023 EQR technical report.

Table 2-8—State-Directed Payment Initiative Nevada Medicaid Performance Measures—UNR*

Measure Objective Alighment UNR Baseline®?  UNR Target?

Weight Assessment and Counseling for Increase weight assessment and

Nutrition and Physical Activity for counseling for nutrition and physical 10.44% 10.65%
Children/Adolescents (WCC)—BMI Percentile | activity for children/adolescents e R

(WCC)—BMI percentile

Weight Assessment and Counseling for Increase weight assessment and

Nutrition and Physical Activity for counseling for nutrition and physical 10.88% 11.10%
Children/Adolescents (WCC)—Counseling for | activity for children/adolescents oo U
Nutrition (WCC)——counseling for nutrition

Weight Assessment and Counseling for Increase weight assessment and

Nutrition and Physical Activity for counseling for nutrition and physical 11.99% 12.23%
Children/Adolescents (WCC)—Counseling | activity for children/adolescents 70 o2
for Physical Activity (WCC)——counseling for physical activity
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Measure Objective Alignment UNR Baseline!  UNR Target?
Comprehensive Diabetes Care (CDC)— Increase rate of HbAlc testing for 53,499, 54.56%
Hemoglobin Alc (HbAIc) Testing members with diabetes (CDC) e =R
Comprehensive Diabetes Care (CDC)— Decrease rate of HbAlc poor control
HbAlc Poor Control (>9.0%)’ (>9.0%) for members with diabetes 53.49% 52.42%
(CDC)
Controlling High Blood Pressure (CBP) Increase rate of controlling high blood 236% 2 41%

pressure (CBP)

* Rates in this table were derived from validated HEDIS measure rates; however, these rates were a subset of the validated measures
and were not validated through the HEDIS audit process.

The baseline year for UNR was CY 2021.

Year-over-year targets were set at 2 percent improvement over the baseline year. Overall targets for the full five-year period of state-

directed payment initiative is 10 percent.

A lower rate indicates better performance for this measure.

Table 2-9—State-Directed Payment Initiative Nevada Check Up Performance Measures—UNR*

Measure

Objective Alignment

UNR Baseline!

UNR Target?

Weight Assessment and Counseling for
Nutrition and Physical Activity for

Increase weight assessment and

counseling for nutrition and physical

pressure (CBP)

) )

Children/Adolescents (WCC)—BMI activity for children/adolescents Loz L
Percentile (WCC)—BMI percentile

Weight Assessment and Counseling for Increase weight assessment and

Nutrition and Physical Activity for counseling for nutrition and physical 14.71% 15.00%
Children/Adolescents (WCC)—Counseling | activity for children/adolescents R e
Jfor Nutrition (WCC)—counseling for nutrition

Weight Assessment and Counseling for Increase weight assessment and

Nutrition and Physical Activity for counseling for nutrition and physical 14.71% 15.00%
Children/Adolescents (WCC)— activity for children/adolescents e e
Counseling for Physical Activity (WCC)——counseling for physical activity

Comprehensive Diabetes Care (CDC)— Increase rate of HbAlc testing for NA NA
Hemoglobin Alc (HbAIc) Testing members with diabetes (CDC)

Comprehensive Diabetes Care (CDC)— Decrease rate of HbAlc poor control

HbAlc Poor Control (>9.0%)’ (>9.0%) for members with diabetes NA NA

(CDC)
Controlling High Blood Pressure (CBP) Increase rate of controlling high blood NA NA

* Rates in this table were derived from validated HEDIS measure rates; however, these rates were a subset of the validated measures
and were not validated through the HEDIS audit process.

! The baseline year for UNR was CY 2021.

2 Year-over-year targets were set at 2 percent improvement over the baseline year. Overall targets for the full five-year period of

state-directed payment initiative is 10 percent.

3 A lower rate indicates better performance for this measure.
NA (Not Applicable) indicates the performance measure is not applicable to the Nevada Check Up population.

SFY 2022 EQR Technical Report
State of Nevada

Page 2-10

NV2022_EQR-TR_F1_0223




./\
HS AG 5
S

Evaluation of Quality Strategy Effectiveness

OVERVIEW OF THE NEVADA MIANAGED CARE PROGRAM

To continually track the progress of achieving the goals and objectives outlined in the Quality Strategy,
HSAG developed the Goals and Objectives Tracking Table, as shown in Appendix B. The Goals and
Objectives Tracking Table lists each of the seven goals and the objectives used to measure achievement
of those goals.

Table 2-10 and Table 2-11 show the number of rates reported by the MCO or PAHP and the number and
percentage of reported rates that achieved the DHCFP-established MPS. Of note, Goal 7—Reduce
and/or eliminate health care disparities for Medicaid members by December 31, 2024 is not evaluated

through a performance measure rate and overall performance is determined as either a Met or Not Met

score based on DHCFP’s assessment. Therefore, this information is not included in the following tables.

For additional details, please see Appendix B of this report.

Table 2-10—SFY 2022 Quality Strategy Goals and Objectives Summary of Performance by the MCOs

Anthem HPN Molina SilverSummit | Anthem HPN Molina SilverSummit
Medicaid Medicaid Medicaid* Medicaid | CheckUp CheckUp Check Up* Check Up
Number of
Rates Reported 71 71 69 30 31 23
Rates With an
Established 40 40 40 21 21 21
MPS
Rates Achieving
the MPS 4 16 4 0 3 0
Percentage of
Rates Achieving 10% 40% 10% 0% 14% 0%
the MPS

* Molina entered the Nevada Managed Care Program on January 1, 2022; therefore, the MCO did not report data for these measures.

Table 2-11—SFY 2022 Quality Strategy Goals and Objectives Summary of Performance by the PAHP

LIBERTY LIBERTY

Medicaid Check Up
Number of Rates Reported 8 8
Rates With an Established MPS 6 6
Rates Achieving the MPS 0 0
Percentage of Rates Achieving the MPS 0% 0%

In response to its ongoing evaluation of the Nevada Managed Care Program’s performance and to
support the appropriateness of the program structure, processes, and objectives in alignment with federal
initiatives, in SFY 2022, DHCFP revised the goals and objectives within its Quality Strategy to align
more closely with the CMS Child and Adult Core Set measures and NCQA'’s revised HEDIS measures.
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DHCEFP also revised the MPS, when data were available, to further promote positive performance
related to the quality, timeliness, and accessibility of care and services provided by its MCE:s.

At the conclusion of SFY 2022, DHCEFP, in collaboration with HSAG, evaluated the quality of the
managed care services offered to Nevada Managed Care Program members and, subsequently, the
overall effectiveness of the Quality Strategy goals through EQR-related performance results and year-
over-year trending of performance measure data, when a comparison of data was appropriate. Based on
this evaluation, the Nevada Managed Care Program has made significant progress toward achieving
Goal 3—Reduce misuse of opioids by December 31, 2024, as aggregated performance results indicated
that the established MPS were achieved. In SFY 2022, DHCFP added two new objectives to its Quality
Strategy to further support continued improvement in this program area. The Nevada Managed Care
Program also demonstrated some improvement for the Nevada Check Up population in achieving

Goal 5—Increase use of evidence-based practices for members with behavioral health conditions by
December 31, 2024, as the aggregated performance tied to three related objectives (i.e., increase follow-
up after ED visit for mental illness [7-day and 30-day follow-up] and increase follow-up after
hospitalization for mental illness [30-day follow-up]) met the established MPS. However, continued
opportunities exist for the Nevada Managed Care Program to improve in this program area as several
other objectives” MPS were not achieved.

The Nevada Managed Care Program has demonstrated limited progress toward achieving Goal 1—
Improve the health and wellness of Nevada’s Medicaid population by increasing the use of preventive
services by December 31, 2024, Goal 2—Increase use of evidence-based practices for members with
chronic conditions by December 31, 2024, Goal 4—Improve the health and wellness of pregnant women
and infants by December 31, 2024, and Goal 6—Increase utilization of dental services by December 31,
2024, as none of the associated objectives” MPS, when MPS were established, were achieved. The
MCE:s continue to report that the coronavirus disease 2019 (COVID-19) public health emergency (PHE)
impacted members’ access to timely services due to staffing shortages and limited office hours, and
incorrect member demographic and contact information resulted in the decreased ability to provide
education to members. However, the MCEs should continue to focus efforts on reducing all barriers to
care in these related program areas. In addition to mandating contract requirements to help support Goal
T—Reduce and/or eliminate health care disparities for Medicaid members by December 31, 2024,
DHCEFP has also mandated that the MCOs implement six new PIPs to help support progress toward
achieving the Quality Strategy goals and objectives and ultimately improve the health outcomes of
Nevada’s Medicaid managed care members.
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3. Assessment of Managed Care Organization Performance

HSAG used findings across mandatory and optional EQR activities conducted during the SFY 2022
review period to evaluate the performance of the MCOs on providing quality, timely, and accessible
healthcare services to Nevada Managed Care Program members. Quality, as it pertains to EQR, means
the degree to which the MCOs increased the likelihood of members’ desired health outcomes through
structural and operational characteristics; the provision of services that were consistent with current
professional, evidenced-based knowledge; and interventions for performance improvement. Access
relates to members’ timely use of services to achieve optimal health outcomes, as evidenced by how
effective the MCOs were at successfully demonstrating and reporting on outcomes for the availability
and timeliness of services.

HSAG follows a step-by-step process to aggregate and analyze data from all EQR activities and draw
conclusions about the quality, timeliness, and accessibility of care furnished by each MCO.

e Step 1: HSAG analyzes the quantitative results obtained from each EQR activity for each MCO to
identify strengths and weaknesses that may pertain to the domains of quality, timeliness, and access
to services furnished by the MCO for the EQR activity.

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

e Step 3: From the information collected, HSAG identifies common themes and the salient patterns
that emerge across all EQR activities as they relate to strengths and weakness in one or more of the
domains of quality, timeliness, and accessibility of care and services furnished by the MCO.

Objectives of External Quality Review Activities

This section of the report provides the objectives and a brief overview of each EQR activity conducted
in SFY 2022 to provide context for the resulting findings of each EQR activity. For more details about
each EQR activity’s objectives and the comprehensive methodology, including the technical methods
for data collection and analysis, a description of the data obtained, and the process for drawing
conclusions from the data, refer to Appendix A.
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Validation of Performance Improvement Projects

For SFY 2022, three MCOs*! concluded the two DHCFP-mandated PIP topics, Comprehensive
Diabetes Care (CDC) Hemoglobin Alc (HbAIc) Poor Control >9.0% and Prenatal and Postpartum
Care (PPC) Timeliness of Prenatal Care. For each of these topics, the MCOs defined a Global Aim and
a SMART (Specific, Measurable, Attainable, Relevant, and Timebound) Aim. The SMART Aim
statement includes the narrowed population, the baseline percentage, a set goal for the project, and the
project’s end date. Table 3-1 outlines the SMART Aim statement for each topic for all MCOs.

Table 3-1—PIP Topic and SMART Aim Statement

Plan Name PIP Topic SMART Aim Statement
Anthem Comprehensive Diabetes Care (CDC) By June 30, 2021, Anthem will decrease the
Hemoglobin Alc (HbAlc) Poor Control | percentage of CDC HbA1c poor control > 9.0%
>9.0% among eligible members 1875 years of age,
residing in Clark County, assigned to [health
center*], from 60.95% to 51.43%.
Anthem Prenatal and Postpartum Care (PPC) By June 30, 2021, Anthem will increase the
Timeliness of Prenatal Care percentage of prenatal visits among pregnant women
who delivered, from 46.8% to 53.93%, residing in
Clark County assigned to [provider*] by 5.13%.
HPN Comprehensive Diabetes Care (CDC) By June 30, 2021, HPN aims to decrease the rate of
Hemoglobin Alc (HbAlc) Poor Control | HbAlc tests greater than 9% or missing HbAlc test
>9.0% results among diabetic members assigned to
[medical center*] from 45.63% to 34.78%.
HPN Prenatal and Postpartum Care (PPC) By June 30, 2021, HPN aims to increase the rate of
Timeliness of Prenatal Care Medicaid deliveries completed by [OB/GYN
provider*] that received a prenatal care visit in the
first trimester, on or before the enrollment start date
or within 42 days of enrollment in the organization,
from 66.41% to 77.52%.
SilverSummit Comprehensive Diabetes Care (CDC) By June 30, 2021, SilverSummit aims to decrease
Hemoglobin Alc (HbAlc) Poor Control | the percentage of male diabetic members aged 18—
>9.0% 75 who have had a reported HbAlc level of > 9.0%
from 83% to 63%.
SilverSummit Prenatal and Postpartum Care (PPC) By June 30, 2021, SilverSummit’s aim is to
Timeliness of Prenatal Care increase the percentage of pregnant members who
have a live birth delivery planned at [hospitals*] to
obtain a prenatal care visit within the first trimester
of pregnancy from 5% to 25%.

* Provider names were redacted for privacy purposes.

31 Molina began providing coverage to Medicaid and Nevada Check Up members effective January 1, 2022; therefore, no
data were available to display in Table 3-1. Molina’s PIPs will be reported in the SFY 2023 EQR technical report.
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Performance Measure Validation

For SFY 2022, HSAG conducted an independent audit of three MCOs*? in alignment with NCQA’s
HEDIS Compliance Audit™*? standards, policies, and procedures to assess the validity of the DHCFP-
selected performance measures for the Medicaid and Nevada Check Up populations. The PMV activity
included a comprehensive evaluation of the MCOs’ information systems (IS) capabilities and processes
used to collect and report data for the performance measures selected by DHCFP for validation.

Table 3-2 lists the performance measures selected by DHCFP for HEDIS MY 2021 reporting of the
Medicaid and Nevada Check Up populations. The reported measures are divided into performance
domains of care as demonstrated in the following table.

Table 3-2—HEDIS Performance Measures

HEDIS Performance Measure Medicaid cT\::szp
Access to Care
Adults’ Access to Preventive/Ambulatory Health Services (AAP) ‘ v’ ‘
Children’s Preventive Care
Child and Adolescent Well-Care Visits (WCV) v v
Childhood Immunization Status (CIS) v v
Immunizations for Adolescents (IMA) v v
Weight Assessment and Counseling for Nutrition and Physical Activity for v v
Children/Adolescents (WCC)
Well-Child Visits in the First 30 Months of Life (W30) v v
Women’s Health and Maternity Care
Breast Cancer Screening (BCS) v
Chlamydia Screening in Women (CHL) v v
Prenatal and Postpartum Care (PPC) v
Care for Chronic Conditions
Asthma Medication Ratio (AMR) v v
Comprehensive Diabetes Care (CDC) v
Controlling High Blood Pressure (CBP) v
Kidney Health Evaluation for Patients With Diabetes (KED) v’

32 Molina began providing coverage to Medicaid and Nevada Check Up members effective January 1, 2022; therefore, no

performance measure data were available for the SFY 2021 PMV activity. Molina’s PMV will be reported in the
SFY 2023 EQR technical report.
33 HEDIS Compliance Audit™ is a trademark of NCQA.
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HEDIS Performance Measure Medicaid bBEE
Check Up

Behavioral Health
Adherence to Antipsychotic Medications for Individuals With Schizophrenia (SAA)
Antidepressant Medication Management (AMM)

Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are
Using Antipsychotic Medications (SSD)

Follow-Up After ED Visit for AOD Abuse or Dependence (FUA)

Follow-Up After ED Visit for Mental Illness (FUM)

Follow-Up After Hospitalization for Mental lliness (FUH)

Follow-Up Care for Children Prescribed ADHD Medication (ADD)
Initiation and Engagement of AOD Abuse or Dependence Treatment (IET)
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)

Use of First-Line Psychosocial Care for Children and Adolescents on
Antipsychotics (APP)

Utilization

Ambulatory Care—Total (Per 1,000 Member Months) (AMB)
Mental Health Utilization—Total (MPT)

Plan All-Cause Readmissions (PCR) v
Overuse/Appropriateness
Use of Opioids at High Dosage (HDO) v’
Use of Opioids From Multiple Providers (UOP) v
ADHD: attention-deficit/hyperactivity disorder; AOD: alcohol and other drug; ED: emergency department

NOPNINININXNIYN N [XNIN

NOPNENYNYNYN N

A
A

A
A

Compliance Review

SFY 2021 commenced a new three-year cycle of compliance reviews. The compliance reviews for the
DHCFP-contracted MCOs comprise 14 program areas, referred to as standards, that correlate to the
federal standards and requirements identified in 42 CFR §438.358(b)(1)(iii). These standards also
include applicable state-specific contract requirements and areas of focus identified by DHCFP. HSAG
conducted a review of the first seven standards in Year One (SFY 2021). For SFY 2022, the remaining
seven standards were reviewed (Year Two of the cycle). In Year Three (SFY 2023), a comprehensive
review will be conducted on each element scored as Not Met during the SFY 2021 and SFY 2022
compliance reviews. Table 3-3 outlines the standards reviewed over the three-year compliance review
cycle.
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Table 3-3—Three-Year Cycle of Compliance Reviews

Standards Associated Year One Year Two Year Three
Federal Citation' (SFY 2021) (SFY2022)  (SFY 2023)3

Standard [—Disenrollment: Requirements and Limitations §438.56 v
Standard II—Member Rights and Member Information 3438.10 v

£ §438.100
Standard [II—Emergency and Poststabilization Services §438.114 v
Standard I[V—Availability of Services §438.206 v
Standard V—Assurances of Adequate Capacity and Services §438.207 v
Standard VI—Coordination and Continuity of C 438.208 v Review of the

tandar —Coordination and Continuity ot Care § . MCOs’
Standard VII—Coverage and Authorization of Services §438.210 v implementation of
Year One and Year
Standard VIII—Provider Selection §438.214 v Two corrective
ti 1

Standard TX—Confidentiality §438.224 v “(CAPs)
Standard X—Grievance and Appeal Systems §438.228 v
Standard XI—Subcontractual Relationships and Delegation §438.230 v
Standard XII—Practice Guidelines §438.236 v
Standard XIII—Health Information Systems® §438.242 v
Standard XIV—Quality Assessment and Performance §438.330 v
Improvement Program

! The compliance review standards comprise a review of all requirements, known as elements, under the associated federal citation,
including all requirements that are cross-referenced within each federal standard, as applicable (e.g., Standard X—Grievance and
Appeal Systems includes a review of §438.228 and all requirements under 42 CFR Subpart F).

2 This standard includes a comprehensive assessment of the MCOs’ IS capabilities.

3 Molina joined the Nevada Managed Care Program on January 1, 2022; therefore, in addition to the CAP review, the Year One standards
will be included in this MCO’s compliance review activity in SFY 2023 and reported in the SFY 2023 EQR technical report.

Network Adequacy Validation

The NAV activity for SFY 2022 included network capacity and geographic distribution analyses
conducted after the MCOs identified provider categories by using the provider crosswalk HSAG
developed in conjunction with DHCFP.

To assess the capacity of each MCO’s provider network, HSAG calculated the ratio of the number of
providers by provider category (e.g., PCPs, cardiologists) to the number of members. Table 3-4 shows
the provider categories used to assess the MCOs’ compliance with the provider ratio standards in the
MCO contracts with DHCFP.
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Table 3-4—Provider Categories and Provider Ratio Standards

Provider Category Provider-to-Member Ratio Standard

Primary Care Provider 1:1,500*

Physician Specialist 1:1,500

* If the PCP practices in conjunction with a healthcare professional, the ratio is increased to one full-time equivalent (FTE)
PCP for every 1,800 members.

The second component of the NAV activity evaluated the geographic distribution of providers relative to
each of the MCO’s members. To provide a comprehensive view of geographic access, HSAG calculated
the percentage of members with access within the standards for the provider categories identified in the
MCO provider crosswalk. Table 3-5 shows the provider categories used to assess the MCOs’ network
adequacy and the associated time-distance standards.

Table 3-5—Provider Categories, Member Criteria, and Time-Distance Standards

Time and Distance Access
Standard to the Nearest Provider

Provider Category Member Criteria

Primary Care Providers

Primary Care, Adults Adults 15 minutes or 10 miles
OB/GYN Adult Females 15 minutes or 10 miles
Pediatrician Children 15 minutes or 10 miles

Physician Specialists

Endocrinologist Adults 60 minutes or 40 miles
Endocrinologist, Pediatric Children 60 minutes or 40 miles
Infectious Disease Adults 60 minutes or 40 miles
Infectious Disease, Pediatric Children 60 minutes or 40 miles
Rheumatologist Adults 60 minutes or 40 miles
Rheumatologist, Pediatric Children 60 minutes or 40 miles
Oncologist—Medical/Surgical Adults 45 minutes or 30 miles
Oncologist—Medical/Surgical, Pediatric Children 45 minutes or 30 miles
Oncologist/Radiologist Adults 60 minutes or 40 miles

Behavioral Health Providers

Psychologist Adults 45 minutes or 30 miles
Psychologist, Pediatric Children 45 minutes or 30 miles
Psychiatrist Adults 45 minutes or 30 miles
Board Certified Child and Adolescent Psychiatrist Children 45 minutes or 30 miles
Qualified Mental Health Professional (QMHP) Adults 45 minutes or 30 miles
QMHP, Pediatric Children 45 minutes or 30 miles
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Time and Distance Access

Provider Cat Member Criteri .
rovider Lategory ember Lrtera Standard to the Nearest Provider

Facility-Level Providers

Hospital, All Adults 45 minutes or 30 miles
Dialysis/End Stage Renal Disease (ESRD) Facility Adults 45 minutes or 30 miles
Pharmacy All 15 minutes or 10 miles

Consumer Assessment of Healthcare Providers and Systems Analysis

The CAHPS surveys ask members to report on and evaluate their experiences with healthcare. These
surveys cover topics that are important to members, such as the communication skills of providers and
the accessibility of services. The MCOs** were responsible for obtaining a CAHPS vendor to
administer the CAHPS surveys on their behalf. The primary objective of the CAHPS surveys was to
effectively and efficiently obtain information on members’ experiences with their healthcare and health
plan. HSAG presents top-box scores, which indicate the percentage of members who responded to the
survey with positive experiences in a particular aspect of their healthcare. Table 3-6 displays the various
measures of member experience.

Table 3-6—CAHPS Measures of Member Experience

CAHPS Measures

Composite Measures

Getting Needed Care

Getting Care Quickly

How Well Doctors Communicate

Customer Service

Global Ratings
Rating of All Health Care

Rating of Personal Doctor

Rating of Specialist Seen Most Often
Rating of Health Plan

Effectiveness of Care

Advising Smokers and Tobacco Users to Quit

34 Molina began providing coverage to Medicaid and Nevada Check Up members effective January 1, 2022; therefore, the
MCO did not conduct CAHPS during SFY 2022.
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CAHPS Measures

Discussing Cessation Medications

Discussing Cessation Strategies

CCC Composite Measures/Items

Access to Specialized Services
Family Centered Care (FCC): Personal Doctor Who Knows Child
Coordination of Care for Children With Chronic Conditions

Access to Prescription Medicines

FCC: Getting Needed Information

Encounter Data Validation

In SFY 2022, HSAG conducted and completed EDV activities for three MCOs.>> The EDV activities
included:

e IS review—assessment of DHCFP’s and/or MCOs’ IS and processes.

e Comparative analysis—analysis of DHCFP’s electronic encounter data completeness and accuracy
through a comparison between DHCFP’s electronic encounter data and the data extracted from the
MCOs’ data systems.

e Medical records review—analysis of DHCFP’s electronic encounter data completeness and accuracy
through a comparison between DHCFP’s electronic encounter data and the medical records.

For Anthem and HPN, HSAG had previously conducted the core activities listed above in SFY 2018.
As such, HSAG did not conduct an IS review for Anthem and HPN in SFY 2022. For SilverSummit,
since SFY 2022 was the first year HSAG conducted the EDV study, HSAG included the IS review
component of the EDV activities. Table 3-7 shows the core evaluation activities for each MCO included
as part of the SFY 2022 study.

Table 3-7—Core Evaluation Activities for each MCO

IS Review Comparative Analysis Medical Record Review
Anthem No Yes Yes
HPN No Yes Yes
SilverSummit Yes Yes Yes

35 Molina began providing coverage to Medicaid and Nevada Check Up members effective January 1, 2022; therefore, this

MCO was not included in the EDV study.

SFY 2022 EQR Technical Report Page 3-8
State of Nevada NV2022_EQR-TR_F1_0223



e ASSESSMENT OF MICO PERFORMANCE

@ ADVSIR GRLP
External Quality Review Activity Results

Anthem Blue Cross and Blue Shield Healthcare Solutions
Validation of Performance Improvement Projects

Performance Results

Anthem completed and submitted Module 4 (PIP Conclusions) for validation for each topic. HSAG
organized and analyzed Anthem’s PIP data to draw conclusions about the MCO’s quality improvement
efforts. Based on its review, HSAG determined the overall methodological validity of the PIP, as well as
the overall success in achieving the SMART Aim goal. As part of this determination, HSAG evaluated
the appropriateness and validity of the SMART Aim measure, as well as trends in the SMART Aim
measurements, in comparison with the reported baseline rate and goal. To represent the validity and
reliability of each PIP, HSAG assigned a level of confidence (i.e., High confidence, Confidence, Low
confidence, Reported PIP results were not credible). Refer to Appendix A for details regarding the
scoring methodology for each level of confidence. The validation findings assessed by HSAG, and a
description of the interventions implemented by Anthem for each PIP, are displayed in Table 3-8
through Table 3-11.

Table 3-8—SMART Aim Measure Results for CDC HbA1c Poor Control >9.0%

SMART Aim Lowest Rate Confidence
Goal Rate Achieved Level

SMART Aim Baseline Rate

By June 30, 2021, Anthem will decrease the

percentage of CDC HbA 1c poor control > 9.0%

among eligible members 1875 years of age, 60.95% 51.43% 50.80% Confidence
residing in Clark County, assigned to [health

center*], from 60.95% to 51.43%.

* Provider name has been redacted for privacy purposes.

Table 3-9—Intervention for CDC HbA1c Poor Control >9.0%

Intervention: CDC HbA1c Poor Control >9.0% PIP

Obtained CDC HbA 1c¢ results from targeted providers’ electronic medical

Intervention Description Eecors ENIRS)

Anthem indicated that receiving standard lab supplemental data files from the
targeted providers who perform in-house point of care HbAlc testing was
effective and increased the number of HbAlc¢ lab test results the MCO
received.

Intervention Impact

Intervention Status The intervention was adopted.
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Table 3-10—SMART Aim Measure Results for Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care

SMART Aim | Highest Rate Confidence

MART Ai Baseline R
S im aselineRate |~ o Achieved Level

By June 30, 2021, Anthem will increase the

percentage of prenatal visits among pregnant

women who delivered, from 46.8% to 53.93%, 46.8% 53.93% 87.73%
residing in Clark County assigned to

[provider*] by 5.13%.

Low
confidence

* Provider name has been redacted for privacy purposes.

Table 3-11—Intervention for Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care

Intervention: Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care PIP

Targeted provider and office staff Current Procedural Terminology (CPT) code

Intervention Description e
training

Anthem reported intervention testing results were effective at improving the

Intervention Impact office staff’s use of the correct CPT codes.

Anthem indicated that the intervention was effective and chose to adapt it
Intervention Status again, considering lessons learned through intervention testing. The MCO will
adjust current training materials to match operational processes.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PIP validation against the domains of quality,
timeliness, and access. Substantial strengths and weaknesses within the findings of the PIP validation
have been linked to and impacted one or more of these domains. If a domain is not associated with an
identified strength or weakness, the findings did not determine significant impact to the quality,
timeliness, and/or accessibility of care.

Strengths

Strength #1: Anthem developed methodologically sound improvement projects that met both State
and federal requirements. [Quality]

Strength #2: Anthem used quality improvement tools and processes to identify and prioritize
opportunities for improvement that led to the development of the intervention tested for each PIP.

[Quality]

Strength #3: Anthem met its SMART Aim goal to decrease the percentage of members 18 to 75
years of age living with poorly controlled diabetes. [Quality]
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Strength #4: Anthem achieved its SMART Aim goal to increase the percentage of prenatal care
visits among pregnant women residing in Clark County assigned to a specific provider. [Quality and
Timeliness]

Weaknesses and Recommendations

Weakness #1: Anthem limited the number of interventions tested for each topic to just one for the
duration of the PIP. [Quality, Timeliness, and Access]

Why the weakness exists: Anthem included one intervention per PIP, which may have limited the
opportunity for the MCO to address other opportunities for improvement identified through its
quality improvement processes.

Recommendation: Anthem should consider testing more than one intervention during the PIP,
which will help the MCO address as many identified opportunities for improvement as possible. The
MCO should apply lessons learned and knowledge gained from its efforts and HSAG’s feedback
throughout the PIP to future PIPs and other quality improvement activities. Lastly, Anthem should
continue improvement efforts in the PIP topic areas and, for the successful interventions, consider
spreading beyond the narrowed focus. The conclusion of a project should be used as a springboard
for sustaining the improvement achieved and attaining new improvements.

Weakness #2: Even though the SMART Aim goal was achieved, HSAG identified inaccuracies in
Anthem’s PIP documentation, which resulted in HSAG assigning a level of Confidence to the CDC
HbAlc Poor Control >9.0% PIP, instead of High confidence. [Quality]

Why the weakness exists: Anthem documented inaccurate conclusions about not achieving the
SMART Aim goal and incorrectly documented percentage point differences.

Recommendations: Anthem should ensure that its data and interpretation of results are accurately
documented in its PIP submissions. Additionally, any improvement achieved should be reasonably
linked to intervention(s) tested and the outcomes data reported.

Weakness #3: Anthem was unable to determine whether its implemented intervention was linked to
achievement of the SMART Aim goal, which resulted in HSAG assigning a Low confidence level to
the Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care PIP. [Quality]

Why the weakness exists: Anthem provided rolling 12-month data for the SMART Aim measure
from March 2020 through July 2021. The highest result achieved was 87.73 percent in September
2020, and the SMART Aim goal of 53.93 percent was achieved. However, the first four
measurement periods reported occurred prior to intervention testing. Additionally, four consecutive
rolling 12-month SMART Aim periods decreased by approximately 25 percentage points for
February 2021, March 2021, April 2021, and May 2021 but remained above the SMART Aim goal.
The decreases occurred after the intervention was initiated. Further, the rolling 12-month SMART
Aim measure denominators had large fluctuations and were significantly lower than the baseline
denominator of 468, ranging from 135 to 362 births below the baseline.

Recommendations: Anthem should ensure that the intervention(s) tested have the potential to
impact the desired outcomes of the PIP and be mindful of the timing of intervention initiation.
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Performance Measure Validation
Performance Results

Table 3-12 and Table 3-13 show Anthem’s Medicaid and Nevada Check Up performance measure
results for HEDIS MY 2019, MY 2020, and MY 2021, along with MY 2020 to MY 2021 rate
comparisons and performance target ratings. Measures for which lower rates suggest better performance
are indicated by an asterisk (*). For these measures, a decrease in the rate from MY 2020 to MY 2021
represents performance improvement and an increase in the rate from MY 2020 to MY 2021 represents
performance decline. The arrows (1 or |) indicate whether the HEDIS MY 2021 rate was above or
below NCQA’s Quality Compass®>-¢ HEDIS 2021 Medicaid health maintenance organization (HMO)
50th percentile benchmark. Green and red shading is used to indicate a 5 percentage point performance
improvement or performance decline from the prior year’s performance, while bolded rates indicate the
MPS was achieved. Please note that the arrows do not necessarily correlate to shading and bolded font.

Measures in the Utilization domain are designed to capture the frequency of services provided by the
MCO. With the exception of Ambulatory Care—Total (per 1,000 Member Months)—ED Visits—Total,
higher or lower rates in this domain do not necessarily indicate better or worse performance. Therefore,
these rates are provided for informational purposes only.

Table 3-12—Medicaid HEDIS MY 2021 Performance Measure Results and Trending for Anthem

MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS

HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate

Access to Care
Adults’ Access to Preventive/Ambulatory Health Services (AAP)

Ages 20—44 Years 73.11% | 64.55% | 62.89%)] -1.66
Ages 45—-64 Years 79.43% | 72.29% | 70.45%)] -1.84
Ages 65 Years and Older” NA 76.32% | 68.99%] -7.33
Total” 75.11% | 66.81% | 65.03%] -1.78

Children’s Preventive Care
Childhood Immunization Status (CILS)

Combination 3 68.13% | 61.80% | 57.42%)] -4.38
Combination 7 58.15% | 53.53% | 49.15%] -4.38
Combination 10 33.82% | 30.90% | 25.55%)] -5.35

36 Quality Compass® is a registered trademark of NCQA.
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MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS

HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate

Immunizations for Adolescents (IMA)
Combination 1 (Meningococcal, Tdap) 89.29% | 85.16% | 81.27%)] -3.89
Combination 2 (Meningococcal, Tdap, HPV) 41.12% | 39.42% | 30.17%] -9.25
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
BMI Percentile—Total 82.73% | 82.24% | 80.05%7 -2.19
Counseling for Nutrition—Total 74.21% | 74.21% | 74.94%7 0.73
Counseling for Physical Activity—Total 67.88% | 69.34% | 72.26%" 2.92
Well-Child Visits in the First 30 Months of Life (W30)
Ziﬁﬁ:g%j IIZiZ:: in the First 15 Months—Six or More o 58.52% | 58.50%1 0.02
OWre]{llochl%ell/;:vg;gzréizﬁ Months to 30 Months—Two o 65.15% | 60.39%] 476
Child and Adolescent Well-Care Visits (WCV)
3-11 Years — 46.99% | 50.14%)] 3.15
12—-17 Years — 39.02% | 45.39%1 6.37
18-21 Years — 19.63% | 20.53%)] 0.90
Total" — 41.29% | 44.67%| 3.38
Women’s Health and Maternity Care
Breast Cancer Screening (BCS)
Breast Cancer Screening 51.64% | 44.67% | 39.50%)] -5.17
Chlamydia Screening in Women (CHL)"
16-20 Years — — 48.04% NC
21-24 Years — — 61.22% NC
Total — — 55.65% NC
Prenatal and Postpartum Care (PPC)
Timeliness of Prenatal Care 80.78% | 81.75% | 81.75%)] 0.00
Postpartum Care 59.37% | 66.18% | 71.29%] 5.11
Care for Chronic Conditions
Asthma Medication Ratio (AMR)"
5-11 Years — — 81.70% NC
12—18 Years — — 68.08% NC
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HEDIS  HEDIS  HEDIS |v“|/|\;22002201—
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison

19-50 Years — — 55.37% NC

51-64 Years — — 54.71% NC

Total — — 63.28% NC
Comprehensive Diabetes Care (CDC)

Hemoglobin Alc (HbAlc) Testing”™ 79.08% | 73.72% | 76.40%)] 2.68

HbAlc Poor Control (>9.0%)* 51.58% | 51.09% | 47.45%)] -3.64

HbAlc Control (<8.0%) 40.15% | 40.63% | 45.74%)] 5.11

Eye Exam (Retinal) Performed 53.04% | 50.85% | 49.88%)] -0.97

Blood Pressure Control (<140/90 mm Hg) — 50.61% | 51.82%)] 1.21
Controlling High Blood Pressure (CBP)

Controlling High Blood Pressure — 51.09% | 53.04%)] 1.95
Kidney Health Evaluation for Patients With Diabetes (KED)"

18—64 Years — 27.43% | 28.21% 0.78

65—74 Years — NA 32.20% NC

75—84 Years — NA NA NC

Total — 27.55% | 28.24% 0.69

Behavioral Health
Adherence to Antipsychotic Medications for Individuals With Schizophrenia (SAA)

Is;ff}le’;’;ii ;;hzizzlisychotic Medications for Individuals 4571% | 34.72% | 3431%) 041
Antidepressant Medication Management (AMM)"

Effective Acute Phase Treatment — — 52.06% NC

Effective Continuation Phase Treatment — — 35.05% NC

Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD)

Diabetes Screening for People With Schizophrenia or
Bipolar Disorder Who Are Using Antipsychotic 83.30% | 76.62% | 76.68%" 0.06
Medications

Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)

7-Day Follow-Up—Total 10.62% | 12.29% | 10.69%| -1.60
30-Day Follow-Up—Total 15.55% 17.12% | 15.24%)] -1.88
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HEDIS

MY 2019 MY 2020

Rate

Follow-Up After Emergency Department Visit for Mental Illness (FUM)

Rate

HEDIS
MY 2021
Rate

MY 2020-
MY 2021
Rate
Comparison

SFY 2022 EQR Technical Report
State of Nevada

7-Day Follow-Up—Total 30.27% | 29.55% | 35.58%)] 6.03
30-Day Follow-Up—Total 41.84% | 40.89% | 46.93%] 6.04
Follow-Up After Hospitalization for Mental lllness (FUH)
7-Day Follow-Up—Total 34.61% | 32.49% | 28.87%)] -3.62
30-Day Follow-Up—Total 50.75% | 48.72% | 46.60%)] -2.12
Follow-Up Care for Children Prescribed ADHD Medication (ADD)
Initiation Phase 41.55% | 47.06% | 49.38%1 2.32
Continuation and Maintenance Phase 59.38% | 68.66% | 60.81%1 -7.85
Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET)
Initiation of AOD—Total 48.53% | 45.91% | 45.52%7 -0.39
Engagement of AOD—Total 15.87% | 14.73% | 14.85%1 0.12
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)
Blood Glucose and Cholesterol Testing—Total 31.71% | 31.27% ‘ 31.58%1 0.31
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP)*
1-11 Years — — 53.19% NC
12-17 Years — — 63.41% NC
Total — — 59.69% NC
Utilization
Ambulatory Care—Total (per 1,000 Member Months) (AMB)"
ED Visits—Total* 59.89 42.98 45.92 2.94
Outpatient Visits—Total 291.03 246.46 251.42 4.96
Mental Health Utilization—Total (MPT)"
Inpatient—Total 1.46% 1.27% 1.09% -0.18
Intensive Outpatient or Partial Hospitalization—Total 0.77% 0.47% 0.39% -0.08
Outpatient—Total 11.05% 9.13% 8.01% -1.12
ED—Total 0.41% 0.26% 0.29% 0.03
Telehealth—Total 0.09% 4.76% 5.31% 0.55
Any Service—Total 11.60% | 10.84% 10.27% -0.57
Plan All-Cause Readmissions (PCR)
Observed Readmissions—Total 13.42% | 14.42% | 13.23% -1.19
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HEDIS  HEDIS  HEDIS Tn\:(zzoozzo;
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate
Rate Rate Rate .
Comparison
Expected Readmissions—Total" 9.60% 9.83% 9.51% -0.32
O/E Ratio—Total® 1.40 1.47 1.39 -0.08

Overuse/Appropriateness of Care
Use of Opioids at High Dosage (HDO)*

Use of Opioids at High Dosage 9.18% 8.90% 8.15%)] -0.75
Use of Opioids From Multiple Providers (UOP)*

Multiple Prescribers 21.52% | 15.90% | 20.68% | 4.78

Multiple Pharmacies” 1.60% 1.15% 0.52%7 -0.63

Multiple Prescribers and Multiple Pharmacies” 0.84% 0.57% 0.30%7 -0.27

HPV: human papillomavirus; Tdap: tetanus, diphtheria toxoids and acellular pertussis

1 Indicates the HEDIS MY 2021 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

| Indicates the HEDIS MY 2021 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

* A lower rate indicates better performance for this measure.

— Indicates that the MCO 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.

A Indicates HEDIS MY 2021 Quality Improvement System for Managed Care (QISMC) goals are unavailable for this

measure or indicator.

NC indicates the MY 2020-MY 2021 Rate Comparison could not be calculated because data are not available for both years.

NA indicates that the MCO followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.

Bolded rates indicate that the HEDIS MY 2021 performance measure rate was at or above the MPS.

Indicates that the HEDIS MY 2021 rate declined by 5 percentage points or more from HEDIS MY 2020.

Indicates that the HEDIS MY 2021 rate improved by 5 percentage points or more from HEDIS MY 2020.

Table 3-13—Nevada Check Up HEDIS MY 2021 Performance Measure Results and Trending for Anthem

MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS

HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate

Children’s Preventive Care
Childhood Immunization Status (CIS)

Combination 3 83.48% | 78.79% | 71.33%71 -7.46

Combination 7 76.79% | 69.70% | 66.67%" -3.03

Combination 10 47.77% | 42.42% | 35.33%)| -7.09
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HEDIS  HEDIS  HEDIS “&:22002201_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison
Immunizations for Adolescents (IMA)
Combination 1 (Meningococcal, Tdap) 93.63% | 92.94% | 91.48%? -1.46
Combination 2 (Meningococcal, Tdap, HPV) 51.96% | 57.18% | 44.28%1 -12.90
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
BMI Percentile—Total 87.83% | 81.75% | 83.94%" 2.19
Counseling for Nutrition—Total 79.56% | 74.94% | 76.64%7 1.70
Counseling for Physical Activity—Total 73.48% | 69.10% | 73.24%" 4.14
Well-Child Visits in the First 30 Months of Life (W30)
ZEZ:SZZZ Ziig in the First 15 Months—Six or More o 71.23% | 66.29%1 4.94
OWre]{llochl%elgfgzgzréiisﬁ Months to 30 Months—Two - 7727% | 72.19%1 508
Child and Adolescent Well-Care Visits (WCYV)
3-11 Years — 55.51% | 56.17%" 0.66
12—17 Years — 48.50% | 53.97%"1 5.47
18-21 Years — 30.90% | 33.52%1 2.62
Total® — 51.37% | 53.95%1 2.58
Women’s Health and Maternity Care
Chlamydia Screening in Women (CHL)*
16-20 Years — — 39.58% NC
21-24 Years — — NA NC
Total — — 39.58% NC
Care for Chronic Conditions
Asthma Medication Ratio (AMR)"
5-11 Years — — 77.14% NC
1218 Years — — 64.71% NC
19-50 Years — — NA NC
51-64 Years — — NA NC
Total — — 71.01% NC
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HEDIS Measure

Behavioral Health

HEDIS

ASSESSMENT OF MICO PERFORMANCE

HEDIS

HEDIS

MY 2019 MY 2020 MY 2021

Rate

Rate

Rate

MY 2020-
MY 2021

Rate

Comparison

Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)"

7-Day Follow-Up—Total — NA NA NC

30-Day Follow-Up—Total — NA NA NC
Follow-Up After Emergency Department Visit for Mental Illlness (FUM)

7-Day Follow-Up—Total NA NA NA NC

30-Day Follow-Up—Total NA NA NA NC
Follow-Up After Hospitalization for Mental Iliness (FUH)

7-Day Follow-Up—Total 37.14% | 47.50% | 35.48%)] -12.02

30-Day Follow-Up—Total 60.00% | 67.50% | 61.29%1 -6.21
Follow-Up Care for Children Prescribed ADHD Medication (ADD)

Initiation Phase 60.00% | 43.59% | 50.00%71 6.41

Continuation and Maintenance Phase” NA NA NA NC
Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET)

Initiation of AOD—Total NA NA NA NC

Engagement of AOD—Total NA NA NA NC
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)

Blood Glucose and Cholesterol Testing—Total 48.39% NA NA NC
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP)*

1-11 Years — — NA NC

12—17 Years — — NA NC

Total — — NA NC
Utilization
Ambulatory Care—Total (per 1,000 Member Months) (AMB)"

ED Visits—Total* 30.27 15.63 15.94 0.31

Outpatient Visits—Total 253.13 185.80 192.37 6.57
Mental Health Utilization—Total (MPT)"

Inpatient—Total 0.40% 0.52% 0.45% -0.07
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HEDIS  HEDIS  HEDIS “&:22002201_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate
Rate Rate Rate .
Comparison

Intensive Outpatient or Partial Hospitalization—Total 0.21% 0.19% 0.21% 0.02
Outpatient—Total 7.15% 6.12% 5.23% -0.89
ED—Total 0.00% 0.04% 0.08% 0.04
Telehealth—Total 0.02% 3.17% 3.33% 0.16
Any Service—Total 7.20% 7.03% 6.75% -0.28

1 Indicates the HEDIS MY 2021 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

| Indicates the HEDIS MY 2021 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

* A lower rate indicates better performance for this measure.

— Indicates that the MCO 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.

A Indicates HEDIS MY 2021 QISMC goals are unavailable for this measure or indicator.

NC indicates the MY 2020-MY 2021 Rate Comparison could not be calculated because data are not available for both years.

NA indicates that the MCO followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.

Indicates that the HEDIS MY 2021 rate declined by 5 percentage points or more from HEDIS MY 2020.

Indicates that the HEDIS MY 2021 rate improved by 5 percentage points or more from HEDIS MY 2020.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PMV against the domains of quality, timeliness,
and access. Substantial strengths and weaknesses within the findings of the PMV have been linked to
and impacted one or more of these domains. If a domain is not associated with an identified strength or
weakness, the findings did not determine significant impact to the quality, timeliness, and/or
accessibility of care.

Strengths

Strength #1: Within the Children’s Preventive Care domain, Anthem’s Medicaid and Nevada
Check Up performance for the Weight Assessment and Counseling for Nutrition and Physical
Activity for Children/Adolescents measure indicators ranked above NCQA’s Quality Compass
HEDIS 2021 Medicaid HMO 50th percentile benchmarks. Nevada Check Up rates for the Well-
Child Visits in the First 30 Months of Life, Child and Adolescent Well-Care Visits, and
Immunizations for Adolescents measure indicators also ranked above NCQA’s Quality Compass
HEDIS 2021 Medicaid HMO 50th percentile benchmarks; however, the Well-Child Visits in the
First 30 Months of Life—Two or More Well-Child Visits measure indicator demonstrated a decline of
more than 5 percentage points from the prior year. Of note, the 12 to 17 years age group for Child
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and Adolescent Well-Care Visits measure demonstrated an increase of more than 5 percentage points
from the prior year. The overall increase in performance for these measures suggests that Anthem’s
child and adolescent members received appropriate well-care visits, providing an opportunity for
providers to influence health and development. Assessing physical, emotional, and social
development is important at every stage of life, particularly with children and adolescents. [Quality
and Timeliness]

Strength #2: Within the Women’s Health and Maternity Care domain for Medicaid, the Prenatal
and Postpartum Care—Postpartum Care measure indicator showed an increase of more than

5 percentage points from the prior year. Although the rate did not meet the MPS and ranked below
NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile, Anthem demonstrated an
increase of more than 5 percentage points in MY 2020 and MY 2021, indicating Anthem’s
commitment to providing timely and adequate postpartum care, setting the stage for the long-term
health and well-being of new mothers and their infants. [Quality, Timeliness, and Access]

Strength #3: Within the Care for Chronic Conditions domain, Anthem’s Medicaid population
showed an increase of more than 5 percentage points for the Comprehensive Diabetes Care—HbAIc
Control (<8.0%) measure indicator. This is a critical measure for managing members with diabetes,
which is essential to control blood glucose, reduce risks for complications, and prolong life. Left
unmanaged, diabetes can lead to serious complications, including heart disease, stroke, hypertension,
blindness, kidney disease, diseases of the nervous system, amputations, and premature death.

[Quality]

Strength #4: Within the Overuse/Appropriateness of Care domain for Anthem’s Medicaid
population, all rates for the Use of Opioids at High Dosage and Use of Opioids From Multiple
Providers measure indicators met the MPS. In addition, the Use of Opioids From Multiple
Providers—Multiple Pharmacies and Multiple Prescribers and Multiple Pharmacies measure
indicators ranked above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmarks. These measures help identify members who may be at high risk for opioid overuse and
misuse, potentially decreasing the risk of opioid-related overdose deaths. [Quality]

Strength #5: Within the Behavioral Health domain, Anthem’s Medicaid performance for the
Follow-Up After Emergency Department Visit for Mental Illness measure indicators increased by
more than 5 percentage points from the prior year. Additionally, although none of the performance
measures in this domain met the MPS for Anthem’s Medicaid population, all indicators for the
Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using
Antipsychotic Medications, Follow-Up Care for Children Prescribed ADHD Medication, Initiation
and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment, and Metabolic
Monitoring for Children and Adolescents on Antipsychotics measures ranked above NCQA’s
Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks. Furthermore, and of
note, Anthem’s Nevada Check Up performance for the Follow-Up Care for Children Prescribed
ADHD Medication—Initiation Phase measure indicator increased by more than 5 percentage points
from the prior year and ranked above NCQA’s HEDIS 2021 Medicaid HMO 50th percentile
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benchmark. Anthem’s performance shows dedication to its members with mental health diagnoses.
[Quality, Timeliness, and Access]

Strength #6: For Anthem’s Nevada Check Up population, with the exception of the Follow-Up
After Hospitalization for Mental Illness—7-Day Follow-Up—Total and Childhood Immunization
Status—Combination 10 measure indicators, all reported rates that were comparable to NCQA’s
Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark ranked above the 50th
percentile, demonstrating consistent performance compared to the national average. [Quality,
Timeliness, and Access]

Weaknesses and Recommendations

Weakness #1: Rates for the Adults’ Access to Preventive/Ambulatory Health Services—Ages 65
Years and Older measure indicator within the Access to Care domain for Medicaid demonstrated a
decline in performance of more than 5 percentage points from the previous year, and all four
measure indicator rates ranked below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th
percentile benchmark. Additionally, rates for the two age stratifications with QISMC goals (i.e.,
Ages 20-44 and Ages 45—64) did not meet the MPS. [Access]

Why the weakness exists: Although adults appear to have access to PCPs for preventive and
ambulatory services, these members were not consistently utilizing preventive and ambulatory
services, which can significantly reduce non-urgent ED visits. Anthem also reported that the
COVID-19 PHE continues to impact members accessing preventive and ambulatory services.

Recommendation: HSAG recommends Anthem continue its promotion of telehealth services
and/or seek alternative interventions to mitigate the impacts of COVID-19 and continue to outreach
members to schedule preventive and ambulatory services. Anthem should also continue to conduct
analyses to determine why members ages 65 years and older are not consistently accessing
preventive and ambulatory services and implement appropriate interventions to improve the
performance related to Access to Care measures.

Weakness #2: Anthem’s overall performance for the Childhood Immunization Status and
Immunizations for Adolescents measures within the Children’s Preventive Care domain for Medicaid
declined. All measure indicator rates for these two measures ranked below NCQA’s Quality
Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark and did not meet the MPS. Of
note, the Childhood Immunization Status—Combination 10 and Immunizations for Adolescents—
Combination 2 measure indicators demonstrated a decline of more than 5 percentage points from the
prior year, suggesting that children were not receiving these immunizations, which are a critical
aspect of preventable care for children. Anthem’s Nevada Check Up performance for the Childhood
Immunization Status—Combination 3 and Combination 10 and Immunizations for Adolescents—
Combination 2 measure indicators showed a decrease by more than 5 percentage points from the
prior year. The decrease in performance was noted in the prior year’s findings as well. [Quality]

Why the weakness exists: Immunization declines may have been due to lingering effects of the
COVID-19 PHE during 2021. Factors that may have contributed to the declines during this time
include staffing shortages and the requirement or recommendation to stay at home, while the fear of
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contracting COVID-19 also likely continued to deter individuals from seeking healthcare services,
including immunizations.

Recommendation: Anthem self-reported that it conducts root cause analyses to determine why its
child members are not receiving all recommended vaccines, and that it considers disparities within
its populations that contribute to lower performance in a particular race or ethnicity, age group, ZIP
Code, etc. Anthem also reported that telehealth services are advertised in provider newsletters and
provider education materials, and that it also shares member-level detail data with its contracted
providers to conduct outreach and reduce member gaps in care. HSAG recommends that these
efforts continue, and that Anthem also consider additional interventions based on its root cause
analyses to improve the performance related to the Children’s Preventive Care domain.

Weakness #3: Anthem’s Medicaid performance for the Breast Cancer Screening measure
demonstrated a decline of more than 5 percentage points from the prior year, which was also noted
in the prior year. This indicates women were not getting breast cancer screenings for early detection
of breast cancer, which may result in less effective treatment and higher healthcare costs. [Quality]

Why the weakness exists: Screening declines may have been due to lingering effects of the COVID-
19 PHE during 2021. Factors that may have contributed to the declines during this time include
provider staffing shortages and the requirement or recommendation for members to stay at home,
while the fear of contracting COVID-19 also likely continued to deter individuals from seeking
healthcare services, including immunizations. Anthem also indicated that, through its root cause
analysis process, it identified radiology desert areas and an intervention is in the planning stages.

Recommendation: Anthem self-reported that it conducts root cause analyses to determine why its
female members are not receiving preventive screenings for breast cancer, and that it considers
disparities within its populations that contribute to lower performance in a particular race or
ethnicity, age group, ZIP Code, etc. In responses to these analyses, Anthem reported that it piloted
telehealth kits to increase preventive screenings and scheduled events to offer mammograms.
Anthem also reported that it shares member level detail data with its contracted providers to conduct
outreach and reduce member gaps in care. HSAG recommends that these efforts continue, and that
Anthem also consider additional interventions based on its root cause analyses to improve the
performance related to the Women’s Health and Maternity Care domain.

Weakness #4: Within the Behavioral Health domain for Medicaid, Anthem’s performance for the
Follow-Up Care for Children Prescribed ADHD Medication—Continuation and Maintenance Phase
measure indicator demonstrated a decline of more than 5 percentage points from the prior year,
indicating that not all children are being monitored after being prescribed ADHD medication, which
is important to assess for the presence or absence of potential adverse effects. Monitoring adverse
effects from ADHD medication allows physicians to suggest an optimal, alternative treatment. In
addition, rates for the Adherence to Antipsychotic Medications for Individuals With Schizophrenia,
Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence,
Follow-Up After Emergency Department Visit for Mental Illness, and Follow-Up After
Hospitalization for Mental Illness measure indicators ranked below NCQA’s Quality Compass
HEDIS 2021 Medicaid HMO 50th percentile benchmarks. [Quality, Timeliness, and Access]

SFY 2022 EQR Technical Report Page 3-22
State of Nevada NV2022_EQR-TR_F1_0223



/—\ ASSESSMENT OF MICO PERFORMANCE

HS AG 5
S

Why the weakness exists: Decreased performance may potentially be due to low appointment
availability for QMHPs to meet the demand, lack of transportation, or perceived social stigma
related to seeking mental health services.

Recommendation: Anthem self-reported that it has increased member and provider awareness of
telehealth services through provider newsletters and provider education materials, and that HEDIS
member-level detail data including race/ethnicity, age, and demographic information are also shared
with its providers to conduct outreach. HSAG recommends Anthem continue its existing efforts to
determine why its Medicaid child members are not consistently receiving follow-up care after being
prescribed ADHD medication and implement appropriate interventions to improve outcomes for its
members diagnosed with ADHD. HSAG also recommends that Anthem continue to monitor
performance for the Adherence to Antipsychotic Medications for Individuals With Schizophrenia,
Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence,
Follow-Up After Emergency Department Visit for Mental Illness, and Follow-Up After
Hospitalization for Mental Illness measures, and implement appropriate interventions to improve the
performance related to the Behavioral Health domain.

Weakness #5: Within the Behavioral Health domain for Nevada Check Up, Anthem’s performance
for the Follow-Up After Hospitalization for Mental Illness showed a decline of more than

5 percentage points from the prior year for the 7-Day Follow-Up—Total and 30-Day Follow-Up—
Total measure indicators, indicating that not all members who were hospitalized for mental health
disorders received adequate and timely follow-up care. Providing follow-up care to patients after
psychiatric hospitalization can improve patient outcomes, decrease the likelihood of re-
hospitalization, and reduce the overall cost of outpatient care. [Quality, Timeliness, and Access]

Why the weakness exists: Decreased performance in rates for the Follow-Up After Hospitalization
for Mental Illness measure indicators may potentially be due to low appointment availability for
QMHPs to meet the demand, lack of transportation, or perceived social stigma related to seeking
mental health services.

Recommendation: HSAG recommends Anthem continue its efforts to educate providers on the use
of telehealth services and sharing member demographic information with providers for conducting
outreach. Anthem should also continue conducting root cause analyses or focused studies to
determine why its members who were hospitalized for mental health disorders are not receiving
adequate follow-up care. Anthem should also continue to evaluate whether there are any disparities
within its populations that contribute to lower performance in a particular race or ethnicity, age
group, ZIP Code, etc. Upon identification of a root cause, Anthem should implement appropriate
interventions to improve the performance related to these measures.
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Compliance Review
Performance Results

Table 3-14 presents Anthem’s compliance review scores for each standard evaluated during the current
three-year compliance review cycle. Anthem was required to submit a CAP for all reviewed standards
scoring less than 100 percent compliant. Anthem’s implementation of the plans of action under each CAP
will be assessed during the third year of the three-year compliance review cycle, and a reassessment of
compliance will be determined for each standard not meeting the 100 percent compliance threshold.

Table 3-14—Standard Compliance Scores for Anthem

Associated
Compliance Review Standard Federal Compliance Score

Citations®

Mandatory Standards
Year One (SFY 2021)
Standard [—Disenrollment: Requirements and Limitations §438.56 100%
Standard II—Member Rights and Member Information 3438.10 95%
§438.100
Standard III—Emergency and Poststabilization Services §438.114 100%
Standard IV—Availability of Services §438.206 100%
Standard V—Assurances of Adequate Capacity and Services §438.207 100%
Standard VI—Coordination and Continuity of Care §438.208 94%
Standard VII—Coverage and Authorization of Services §438.210 87%
Year Two (SFY 2022)
Standard VIII—Provider Selection §438.214 67%
Standard IX—Confidentiality §438.224 91%
Standard X—Grievance and Appeal Systems §438.228 74%
Standard XI—Subcontractual Relationships and Delegation §438.230 100%
Standard XII—Practice Guidelines §438.236 100%
Standard XIII—Health Information Systems® §438.242 100%
Standard XIV—Quality Assessment and Performance Improvement Program §438.330 97%
Year Three (SFY 2023)

Review of MCO implementation of Year One and Year Two CAPs

! The compliance review standards comprise a review of all requirements, known as elements, under the associated federal
citation, including all requirements that are cross-referenced within each federal standard, as applicable (e.g., Standard X—
Grievance and Appeal Systems includes a review of §438.228 and all requirements under 42 CFR Subpart F).

2 The Health Information Systems standard includes an assessment of the MCO’s IS capabilities.
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Table 3-15 presents Anthem’s scores for each standard evaluated during the SFY 2022 Compliance
Review activity. Each element within a standard was scored as Met or Not Met based on evidence found
in Anthem’s written documents, including policies, procedures, reports, and meeting minutes; and
interviews with MCO staff members. The SFY 2022 Compliance Review activity demonstrated how
successful Anthem was at interpreting specific standards under 42 CFR Part 438—Managed Care and
the associated requirements under its managed care contract with DHCFP.

Table 3-15—SFY 2022 Standard Compliance Scores for Anthem

Total Total Number of Total
Standard Applicable Elements Compliance
Elements
Elements Score
Standard VIII—Provider Selection 12 12 8 4 0 67%
Standard IX—Confidentiality 11 11 10 1 0 91%
Standard X—Grievance and Appeal Systems 38 38 28 10 0 74%
Standarq XI—Subcontractual Relationships and 7 7 7 0 0 100%
Delegation
Standard XII—Practice Guidelines 10 10 10 0 0 100%
Standard XIII—Health Information Systems' 14 14 14 0 0 100%
Standard XIV—Quality Assessment and 42 39 38 | 3 97%
Performance Improvement Program
Total 134 131 115 | 16 3 88%

M = Met; NM = Not Met; NA = Not Applicable
Total Elements: The total number of elements within each standard.

Total Applicable Elements: The total number of elements within each standard minus any elements that were NA. This
represents the denominator.

Total Compliance Score: The overall percentages were obtained by adding the number of elements that received a score of
Met (1 point), then dividing this total by the total number of applicable elements.

! The Health Information Systems standard included an assessment of the MCO’s IS capabilities.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the compliance review activity against the domains
of quality, timeliness, and access. Substantial strengths and weaknesses within the findings of the
compliance review have been linked to and impacted one or more of these domains. If a domain is not
associated with an identified strength or weakness, the findings did not determine significant impact to
the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: Anthem achieved full compliance for the Subcontractual Relationships and Delegation
program area, demonstrating that the MCO had appropriate subcontracts in place and had adequate
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oversight and monitoring processes to ensure its delegates are meeting their contractual obligations.
[Quality]

Strength #2: Anthem achieved full compliance for the Practice Guidelines program area,
demonstrating that the MCO adopted evidence-based practice guidelines, disseminated its practice
guidelines to all affected providers, and rendered utilization management and coverage of services
decisions consistent with its practice guidelines. [Quality and Access]

Strength #3: Anthem achieved full compliance for the Health Information Systems program area,
demonstrating that the MCO maintained a health information system that collects, analyzes,
integrates, and reports data on areas including, but not limited to, utilization, claims, grievances and
appeals, and disenrollments for other than loss of Medicaid eligibility. [Quality, Timeliness, and
Access]

Weaknesses and Recommendations

Weakness #1: Anthem received a score of 67 percent in the Provider Selection program area,
indicating that providers may not be appropriately credentialed or assessed in accordance with
contractual requirements. [Quality]

Why the weakness exists: Anthem’s policy did not require all providers applying for network
status with the MCO to be credentialed, and gaps in the MCO’s process for monitoring Medicare
and Medicaid sanctions and exclusions were identified.

Recommendation: While Anthem was required to develop a CAP, HSAG recommends that the
MCO’s credentialing committee conduct a thorough review of providers excluded from its
credentialing process and ensure credentialing requirements are developed for all providers,
practitioners, and organizations, who can apply for network status. Anthem should develop a
crosswalk of all provider types and the specific licensing requirements required in the State of
Nevada. HSAG also recommends that Anthem conduct a root cause analysis on the deficiencies
identified through the credentialing case files, and determine whether any area found to be out of
compliance was the result of an anomaly or if a more serious breach in policy occurred.

Weakness #2: Anthem received a score of 74 percent in the Grievance and Appeal Systems
program area, indicating that the MCO had not implemented a member grievance and appeal process
that met all federal and contractual requirements. A total of 10 deficiencies were identified.
[Quality, Timeliness, and Access]

Why the weakness exists: Anthem did not consistently resolve all grievances, or resolve all
grievances timely; include appropriate non-English taglines written in a conspicuously visible font;
obtain member written consent for a provider or authorized representative to file an appeal on behalf
of the member; provide oral notice of a denied expedited appeal resolution request; provide members
with written acknowledgement of an appeal; provide members with oral notice of an expedited
appeal resolution; provide members with an appeal resolution notice; or provide members with State
fair hearing (SFH) rights or with accurate SFH rights. Additionally, Anthem’s grievance and appeal
resolution time frame extension process did not meet all federal requirements.
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Recommendation: While Anthem was required to develop a CAP, given the high volume of
deficiencies identified in the MCO’s grievance and appeal process, HSAG recommends that the
MCO conduct a comprehensive review of all policies, procedures, workflows, letter templates, and
all other member grievance and appeal materials to identify any additional opportunities for
improvement in this program area. HSAG also recommends that Anthem conduct additional staff
training once all materials have been reviewed and revised, and enhance management oversight of
the grievance and appeal process.

Network Adequacy Validation
Performance Results

Table 3-16 presents Anthem’s network capacity analysis results and compares the provider ratios to the
standards displayed in Table 3-4. Assessed provider ratios shown in green indicate the provider ratio
was in compliance with the access standard, whereas provider ratios shown in red indicate the provider
ratio was not in compliance with the access standard.

Table 3-16—Summary of Ratio Analysis Results for PCPs and Specialty Care Providers for Anthem

Provider Category Providers* Clar:;(i):ntv C omi?/h:aetio S::;‘::ge
PCPs (1:1,500) 1,372 1:122 1:18 1:140
PCP Extenders (1:1,800) 1,795 1:52 1:8 1:59
Physician Specialists (1:1,500) 1,487 1:113 1:17 1:129

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate the result

does not comply with the access standard; PCP: Primary Care Provider.

*  Providers contracted statewide and contracted providers located in the Nevada Medicaid catchment areas were included in provider counts.

** Statewide ratio incorporates all Nevada counties included in the DHCFP member file submission and members enrolled with
the MCO as of March 1, 2022.

Table 3-17 presents Anthem’s geographic network distribution analysis and compares the percentage of
members within the access standard compared to the standards displayed in Table 3-5. Assessed results
shown in green indicate that the percentage of members within the access standard was in compliance,
and percentages shown in red indicate a result of less than 99.0 percent.

Table 3-17—Percentage of Members Residing Within the Access Standard Areas for Anthem
Clark Washoe

Provider Category County T Statewide*
Primary Care Providers
Primary Care, Adults (10 miles/15 mins) 99.9% 99.5% 99.9%
OB/GYN (10 miles/15 mins) 99.0% 95.3% 98.4%
Pediatrician (10 miles/15 mins) 99.9% 99.4% 99.7%
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Provider Category CS)I::\It(y ‘2’::::: Statewide*
Physician Specialists
Endocrinologist (40 miles/60 mins) >99.9% >99.9% 99.9%
Endocrinologist, Pediatric (40 miles/60 mins) >99.9% 100% >99.9%
Infectious Disease (40 miles/60 mins) >99.9% >99.9% 99.9%
Infectious Disease, Pediatric (40 miles/60 mins) >99.9% 100% 99.9%
Oncologist/Radiologist (40 miles/60 mins) >99.9% >99.9% 99.9%
Oncologist—Medical/Surgical (30 miles/45 mins) >99.9% >99.9% 99.9%
Oncologist—Medical/Surgical, Pediatric (30 miles/45 mins) >99.9% >99.9% 99.9%
Rheumatologist (40 miles/60 mins) >99.9% >99.9% 99.9%
Rheumatologist, Pediatric (40 miles/60 mins) >99.9% 0.0% 87.9%
Behavioral Health Providers
El?sgi Certified Child and Adolescent Psychiatrist (30 miles/45 =99 99 =99 99 99 99
Psychiatrist (30 miles/45 mins) >99.9% >99.9% 99.9%
Psychologist (30 miles/45 mins) >99.9% >99.9% 99.9%
Psychologist, Pediatric (30 miles/45 mins) >99.9% 0.0% 87.9%
QMHP (30 miles/45 mins) >99.9% >99.9% >99.9%
QMHP, Pediatric (30 miles/45 mins) >99.9% 100% >99.9%
Facility-Level Providers
Hospitals, All (30 miles/45 mins) >99.9% >99.9% 99.9%
Pharmacy (10 miles/15 mins) >99.9% 99.6% 99.9%
Psychiatry Inpatient Hospital (30 miles/45 mins) >99.9% >99.9% 99.9%
Dialysis/ESRD Facility (30 miles/45 mins) >99.9% >99.9% 99.9%

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate that less
than 99.0 percent of members had access to the provider within the time and distance access standard.
* Statewide results incorporate all Nevada counties included in the DHCFP member file submission and members enrolled with

the MCO as of March 1, 2022.
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Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the NAV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: Anthem met the provider ratio requirements for PCPs and physician specialists,
indicating Anthem had a sufficient provider network for its members to access services. [Access]

Weaknesses and Recommendations

Weakness #1: Anthem did not meet the time-distance contract standards for OB/GYN, Pediatric
Rheumatologist, or Pediatric Psychologist, indicating members may experience challenges accessing
these provider types within an adequate time or distance from their residence. [Access]

Why the weakness exists: The lack of identified providers may result from either a lack of
contracted providers in these specialties or from an inability to identify those providers in the data.
Three of the four MCOs did not meet the contract adequacy standard for OB/GYN, and all four
MCOs did not meet the contract standard for Pediatric Rheumatologists, suggesting a potential lack
of this provider type within the counties served. Although half of the MCOs did not meet the
contract standard for Pediatric Psychologist, two MCOs did meet the contract standard, suggesting
that there may not be a lack of available providers and there may be other providers available for
contracting. Although Anthem reported it has a process for conducting an in-depth review of
provider categories in which it did not meet the time-distance contract standards, it reported this
process is manual, suggesting there could also be a delay identifying the gaps and subsequently
implementing contracting initiatives to fill those gaps.

Recommendation: HSAG recommends Anthem continue to conduct an in-depth review of provider
categories in which it did not meet the time-distance contract standards, with the goal of determining
whether or not the failure of the MCO to meet the contract standards was the result of a lack of
providers or an inability to contract providers in the geographic area. HSAG also recommends
Anthem continue to collaborate with the network strategy and information technology (IT) reporting
teams for assistance implementing a process to identify targeted providers more quickly.
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Performance Results
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Table 3-18 presents Anthem’s 2022 adult Medicaid, general child Medicaid, and children with chronic
conditions (CCC) Medicaid CAHPS top-box scores. Table 3-18 also includes Anthem’s 2022 Nevada
Check Up general child and CCC top-box scores. Arrows (| or 1) indicate 2022 scores that were

statistically significantly higher or lower than the 2021 national average.

Table 3-18—Summary of 2022 CAHPS Top-Box Scores for Anthem

Adult

Medicaid

General Child
Medicaid

CCC Medicaid

Nevada Check
Up General
Child

Nevada Check
Up CCC

Composite Measures

Getting Needed Care NA NA NA NA NA
Getting Care Quickly NA NA NA NA NA
How Well Doctors Communicate NA NA NA NA NA
Customer Service NA NA NA NA NA
Global Ratings
Rating of All Health Care NA NA NA NA NA
Rating of Personal Doctor NA 77.9% NA 68.2% | NA
Rating of Specialist Seen Most NA NA NA NA NA
Often
Rating of Health Plan 61.3% 76.1% NA 64.4% | NA
Effectiveness of Care*
Advising Smokers and Tobacco NA o o o o
Users to Quit
Discussing Cessation Medications NA — — — —
Discussing Cessation Strategies NA — — — —
CCC Composite Measures/Items
Access to Specialized Services — — NA — NA
Family Centered Care (FCC):
Personal Doctor Who Knows — — NA — NA
Child
Coordination of Care for
Children With Chronic — — NA — NA
Conditions
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Nevada Check

Adult General Child . . Nevada Check
Medicaid Medicaid  CCC Medicaid  Up General Up CCC
Child
Access to Prescription Medicines — — NA — NA
FCC: Ge.tting Needed . . NA . NA
Information

A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that do not meet the
minimum number of responses are denoted as Not Applicable (NA).

* These rates follow NCQA’s methodology of calculating a rolling two-year average.
T Indicates the 2022 score is statistically significantly higher than the 2021 national average.

1 Indicates the 2022 score is statistically significantly lower than the 2021 national average.
— Indicates the measure does not apply to the population.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the CAHPS findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strength #1: HSAG did not identify any strengths for Anthem for the CAHPS surveys.
Weaknesses and Recommendations

Weakness #1: Parents/caretakers of Nevada Check Up general child members had less positive
overall experiences with their child’s personal doctor since the score for this measure was
statistically significantly lower than the 2021 NCQA Medicaid national average. [Quality]

Why the weakness exists: Parents/caretakers may have a difficult time getting an appointment with
their child member’s provider. Parents/caretakers may have to talk to more than one provider, and

Anthem’s providers may not be aware of all the needs of their child members; as a result, they may
not be providing the consultative care required. Additionally, providers may not be spending enough

quality time with child members or the parents/caretakers, or not satisfactorily addressing their
needs.

Recommendation: HSAG recommends that Anthem prioritize improving parents’/caretakers’
overall experiences with their child’s personal doctor and determine a root cause for the lower
performance. As part of this analysis, Anthem 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 Anthem continue promoting the results of its
member experiences with its contracted providers and staff members, and soliciting feedback and

recommendations to improve parents’/caretakers’ overall satisfaction with both Anthem and its
contracted pediatric providers.
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Weakness #2: Parents/caretakers of Nevada Check Up general child members had fewer positive
experiences with their child’s health plan since the score for this measure was statistically
significantly lower than the 2021 NCQA Medicaid national average. [Quality]

Why the weakness exists: Parents/caretakers of Nevada Check Up general child members are
reporting a more negative experience with their child’s health plan overall, which could be due to a
perceived lack of ability to get the care they need.

Recommendation: HSAG recommends that Anthem focus on improving parents’/caretakers’ of
general child members overall experiences with Nevada Check Up by performing a root cause
analysis, which could determine if there are any outliers within the data so that Anthem can identify
the primary areas of focus and develop appropriate strategies to improve the performance.

Weakness #3: There were less than 100 respondents for every measure for the CCC populations and
most measures for the adult Medicaid, general child Medicaid, and Nevada Check Up general child
populations; therefore, results could not be reported for the other measures and other strengths and
weaknesses could not be identified. [Quality, Timeliness, Access]

Why the weakness exists: Adult members and parents/caretakers of child members are less likely to
respond to the CAHPS survey. Anthem also reported that COVID-19 continues to impact the survey
response rate, as completion of surveys may be exceptionally low on the list of priorities for
members struggling with COVID-19, unemployment, and/or other life-changing events.

Recommendation: HSAG recommends that Anthem focus on increasing response rates to the
CAHPS survey for all populations so there are greater than 100 respondents for each measure by
educating and engaging all employees to increase their knowledge of CAHPS, using customer
service techniques, oversampling, and continuing to provide awareness to members and providers
during the survey period.

Encounter Data Validation

Performance Results
Comparative Analysis

Table 3-19 displays the percentage of records present in the files submitted by Anthem that were not
found in DHCFP’s files (record omission) and the percentage of records present in DHCFP’s files but
not present in the files submitted by Anthem (record surplus). Lower rates indicate better performance for
both record omission and record surplus.

Table 3-19—Record Omission and Surplus by Encounter Type for Anthem

Encounter Data Source Record Omission Record Surplus
Professional 10.4% 0.8%
Institutional 21.1% 3.4%
Pharmacy 0.2% 13.6%
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Table 3-20 through Table 3-22 display the element omission, surplus, and accuracy results for each key
data element by encounter type for Anthem. For the element omission and surplus indicators, lower rates
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indicate better performance; while for the element accuracy indicator, higher rates indicate better

performance.

Table 3-20—Element Omission, Surplus, and Accuracy—Professional Encounters for Anthem

Key Data Element

‘ Element Omission

Element Surplus

Element Accuracy

Recipient Identification (ID) 0.0% 0.0% >99.9%
Header Service From Date 0.0% 0.0% >99.9%
Header Service To Date 0.0% 0.0% >99.9%
Detail Service From Date 0.0% 0.0% >99.9%
Detail Service To Date 0.0% 0.0% >99.9%
113(’1161:32% :rr?l\\/;l()ile)r National Provider 43% <0.1% 99 99
Rendering Provider NPI 2.1% 31.6% 100%
Referring Provider NPI 0.0% 46.1% NA
Primary Diagnosis Code 0.0% <0.1% >99.9%
Secondary Diagnosis Code' <0.1% 20.6% 0.0%
Procedure Code (CPT/Healthcare

[HCPCS) Curent Dental Terminolocy <0.1% 0.0% #99.9%
[CDT))

Procedure Code Modifier <0.1% <0.1% >99.9%
National Drug Code (NDC) <0.1% <0.1% >99.9%
Drug Quantity <0.1% 0.0% 47.0%
Header Paid Amount 0.0% 0.0% >99.9%
Detail Paid Amount 0.0% 0.0% >99.9%

!'Calculated for Diagnosis Code 2 only.

NA indicates not applicable since no records had values present in both data sources.

Table 3-21—Element Omission, Surplus, and Accuracy—Institutional Encounters for Anthem

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% 0.0% >99.9%
Header Service From Date 0.0% 0.0% >99.9%
Header Service To Date 0.0% 0.0% 100%
Detail Service From Date 0.0% 0.0% 84.4%
Detail Service To Date 0.0% 0.0% 64.7%
Billing Provider NPI 0.5% 0.0% >99.9%
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Key Data Element

Element Omission
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Element Surplus

Element Accuracy

Attending Provider NPI 2.0% 0.0% 100%
Referring Provider NPI 0.0% 0.0% NA
Primary Diagnosis Code 0.0% 0.0% 100%
Secondary Diagnosis Code' 0.0% 12.8% 0.0%
Procedure Code (CPT/HCPCS/CDT) <0.1% <0.1% >99.9%
Procedure Code Modifier <0.1% <0.1% >99.9%
Primary Surgical Procedure Code 0.0% 13.3% NA
Secondary Surgical Procedure Code? 0.0% 8.4% NA
NDC <0.1% <0.1% >99.9%
Drug Quantity <0.1% 0.0% 48.2%
Revenue Code <0.1% 0.0% >99.9%
Header Paid Amount 0.0% 0.0% >99.9%
Detail Paid Amount 0.0% 0.0% >99.9%

!'Calculated for Diagnosis Code 2 only.

2 Calculated for Surgical Procedure Code 2 only.

NA indicates not applicable since no records had values present in both data sources.

Table 3-22—Element Omission, Surplus, and Accuracy—Pharmacy Encounters for Anthem

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% 0.0% >99.9%
Date of Service 0.0% 0.0% 100%

Billing Provider NPI 0.1% 0.0% 100%

Prescribing Provider NPI 0.0% <0.1% >99.9%
NDC 0.0% 0.0% >99.9%
Drug Quantity 0.0% 0.0% 99.9%
Paid Amount 0.0% 0.0% 94.6%

Table 3-23 displays the all-element accuracy results for the percentage of records present in both data
sources with the same values (missing and non-missing) for all key data elements relevant to each

encounter data type for Anthem.

Table 3-23—All-Element Accuracy by Encounter Type for Anthem

Indicator

Professional

Institutional

Pharmacy

All-Element Accuracy

94.5%
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Medical Record Review

Table 3-24 presents the percentage of key data elements identified in the encounter data that were not
supported by the members’ medical records provided by Anthem (i.e., medical record omission) and the
percentage of key data elements from the members’ medical records that were not found in the
encounter data provided by Anthem (i.e., encounter data omission). Lower rates for each data element
indicate better performance.

Table 3-24 also displays the percentage of key data elements associated with validated dates of service
from the encounter data that were correctly coded based on the members’ medical records. Errors found
in the diagnosis coding were separated into two categories: inaccurate coding and specificity error.
Errors found in the procedure coding associated with the medical record reviews (MRRs) were separated
into three categories: higher level of service in the medical record, lower level of service in the medical
record, and inaccurate coding. The errors for the procedure code modifier data element could not be
separated into subcategories and therefore are not presented in Table 3-24. Higher accuracy rates for each
data element indicate better performance.

Table 3-24—MRR: Encounter Data Completeness and Accuracy for Anthem

Data Element Medical Record Encounter Data Element Error Tvoe
Omission? Omission? Accuracy?® P

Date of Service 13.4% 4.4% — —
Diagnosis Code 17.3% 3.0% 99.6% Isr;ceocl;rg;t;g:o(rl(?%‘%
Incorrect Code (84.0%)
Lower Level of Services in
Procedure Code 21.8% 24.3% 96.6% Medical Records (16.0%)
Higher Level of Services in
Medical Records (0.0%)
Procedure Code Modifier 31.1% 3.5% 100% —
All-Element Accuracy” 51.3% —

“—" indicates that the accuracy rate analysis and/or the error type analysis was not applicable to a given data element.

! Services documented in the encounter data but not supported by the members’ medical records. Lower rate values indicate
better performance.

2 Services documented in the members’ medical records but not in the encounter data. Lower rate values indicate better
performance.

3 Services documented in the members’ medical records associated with validated dates of service from the encounter data
that were correctly coded based on the medical records. Higher rate values indicate better performance.

4 The all-element accuracy rate describes the percentage of dates of service present in both DHCFP’s encounter data and in
the medical records with all data elements coded correctly (i.e., not omitted from the medical record; not omitted from the
encounter data; and, when populated, have the same values). As such, the gray cells indicate the evaluation for medical
record omission or encounter data omission is not applicable.
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Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the EDV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: Pharmacy data element comparison between data extracted from Anthem’s claims
systems and data extracted from DHCFP’s data warehouse showed complete and accurate data.

[Quality]
Weaknesses and Recommendations

Weakness #1: Errors in data files extracted for the study were observed (e.g., the Drug Quantity
data element having the same values as the Units of Service data element). Consequently, the errors
resulted in discrepancies in the comparative analysis. [Quality]

Why the weakness exists: Anthem reviewed the findings from the comparative analysis and noted
that it discovered a mapping issue in the data extract for the study that resulted in drug quantity
being mapped in all lines of the claims instead of the lines that only correlate to a NDC procedure
code.

Recommendation: HSAG recommends that Anthem implement standard quality controls to ensure
accurate data extracts from its respective systems. Through the development of standard data
extraction procedures and quality control, the number of errors associated with extracted data could
be reduced.

Weakness #2: Anthem was unable to procure all requested medical records from its contracted
providers, resulting in a low medical record procurement rate. The low medical record procurement
rate consequently impacted the results of the MRRs of key data elements that were evaluated.

[Quality]

Why the weakness exists: Anthem reported that the main reasons for missing medical records were
due to non-responsive providers and providers not responding to the requests for records timely.

Recommendation: To ensure Anthem’s contracted provider accountability in addressing
submission of medical records for auditing, inspection, and examination related to its members,
Anthem should consider strengthening and/or enforcing its contract requirements with providers in
providing the requested documentation.

Weakness #3: Procedure codes documented in the medical records were either not found in the
encounter data or were found in the encounter data but should have been coded with a different
procedure code. [Quality]

Why the weakness exists: While discrepancies were largely related to medical record non-
submission, other reasons may also have contributed to the discrepancies. Some of the potential
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reasons include: (1) the provider did not document the services performed in the medical record, and
(2) the provider did not provide the service(s) found in the encounter data.

Recommendation: Anthem should consider performing periodic MRRs of submitted claims to
verify appropriate coding and data completeness. Any findings from these reviews should then be
shared with providers through periodic education and training regarding encounter data submissions,
medical record documentation, and coding practices.

Overall Conclusions for Quality, Timeliness, and Access to Healthcare Services

HSAG performed a comprehensive assessment of Anthem’s aggregated performance and its overall
strengths and weaknesses related to the provision of healthcare services to identify common themes within
Anthem that impacted, or will have the likelihood to impact, member health outcomes. HSAG also
considered how Anthem’s overall performance contributed to the Nevada Managed Care Program’s
progress in achieving the Quality Strategy goals and objectives. Table 3-25 displays each applicable
performance area and the overall performance impact as it relates to the quality, timeliness, and
accessibility of care and services provided to Anthem’s Medicaid and Nevada Check Up members.

Table 3-25—Overall Performance Impact Related to Quality, Timeliness, and Access

Performance Area ‘ Overall Performance Impact
Use of Preventive Quality, Timeliness, and Access—Over the past three-year period (MY 2019-
Services MY 2021), there has been a steady decline in the percentage of Anthem’s adult

members accessing preventive services, and an even higher rate of decline in
members 65 years and older. While there has been improvement in the percentage
of children and adolescents between the ages of 3 and 21 years who received one
or more well-care visits with a PCP or an OB/GYN provider during the year,
there has been a decline in the percentage of well-child visits in the first 30
months of life, particularly in members who turned 30 months old during the
year. There was also a decline in the prevalence of immunizations for children
and adolescents and a significant decline in breast cancer screenings over the past
three years. Accessing preventive care decreases the risk for diseases, disabilities,
and death. Children also need regular preventive care visits to monitor their
development and find health problems early so they are easier to treat. Although
Anthem demonstrated through the compliance review activity that it has strong
practices for ensuring its providers were aware of its adopted practice guidelines,
which should include guidelines for preventive care, and Anthem appears to have
a sufficient number of PCPs to provide services, as indicated through the NAV
activity, parents or guardians of Anthem’s child members reported less positive
experiences with their providers through the CAHPS activity, which may indicate
issues accessing care or may contribute to child members not seeing their
providers regularly for preventive care. Based on these findings, Anthem has
significant opportunities to mitigate any barriers to receiving preventive care, and
to implement interventions to support improvement in the use of preventive
services for its adult and child members.
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Overall Performance Impact

Quality—Through the PIP activity and its implemented intervention, Anthem
was able to effectively decrease the percentage of its diabetic members who had
an HbA lc level greater than 9 percent at certain points in time. Anthem also
demonstrated a lower number of diabetic members with HbAlc levels greater
than 9 percent (i.e., poor control) from the previous two MYs. Additionally, in
MY 2021, Anthem also slightly improved the percentage of diabetic members
obtaining HbA 1c tests, having HbA 1c levels less than 8 percent, and having their
blood pressure under control, indicating Anthem had focused efforts on diabetes
management and members were gaining better control over their diabetes.

Health and Wellness of
Pregnant Women

Quality, Timeliness, and Access—Although Anthem implemented an
intervention to support an improvement in the number of pregnant women
receiving prenatal care timelier, the intervention could not be linked to improved
performance in this program area. Additionally, the percentage of pregnant
women obtaining timely prenatal care stayed stagnant over the last three-year
period (MY 2019-MY 2021), which may be due to an inadequate number of
OB/GYN providers to support the number of pregnant women needing services as
determined through the NAV activity. These findings indicate Anthem has
continued opportunities to implement interventions that will result in more
members seeking and having access to timely prenatal services, thus improving
the likelihood of better health outcomes for mothers and their babies.

Evidence-Based
Practices for Members
With Behavioral Health
Conditions

Quality, Timeliness, and Access—A high prevalence of Anthem’s adult and
adolescent members with a new episode of alcohol or other drug (AOD)
dependence received timely treatment as indicated by performance above the
national average, which supports improved member outcomes. However,
Anthem must target its efforts on coordinating care for its members hospitalized
with other behavioral health conditions, as demonstrated by a decline in the
percentage of child and adult members hospitalized with a mental illness who did
not receive timely follow-up care with a mental health provider after discharge.
Per the NAYV activity results, Anthem did not have any pediatric psychologists in
Washoe County, which may contribute to children not accessing care timely;
however, Anthem did demonstrate significant improvement over the past MY in
the percentage of members who accessed timely follow-up care after an ED visit
for mental illness. As such, Anthem should evaluate its follow-up processes after
ED visits to determine whether those same processes could be implemented for
members being discharged from the hospital.

Appropriate Prescribing
Practices

Quality—Anthem met the established MPS and demonstrated adequate oversight
of its provider network specific to the prescribing and filling of opioids as
indicated by a relatively low prevalence of high-risk opioid analgesic prescribing
practices, multiple prescribers prescribing opioids, and multiple pharmacies
filling the prescriptions, therefore reducing the higher likelihood of opioid-related
overdose deaths. Of note, as there was an increase in the percentage of members
receiving prescriptions for opioids from four or more different prescribers during
the MY, Anthem should continue its monitoring efforts and provide education to
its providers and contracted pharmacies, as necessary, to maintain an adequate
level of performance.
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Health Plan of Nevada
Validation of Performance Improvement Projects

Performance Results

HPN completed and submitted Module 4 (PIP Conclusions) for validation for each topic. HSAG
organized and analyzed HPN’s PIP data to draw conclusions about the MCQO’s quality improvement
efforts. Based on its review, HSAG determined the overall methodological validity of the PIP, as well as
the overall success in achieving the SMART Aim goal. As part of this determination, HSAG evaluated
the appropriateness and validity of the SMART Aim measure, as well as trends in the SMART Aim
measurements, in comparison with the reported baseline rate and goal. To represent the validity and
reliability of each PIP, HSAG assigned a level of confidence (i.e., High confidence, Confidence, Low
confidence, Reported PIP results were not credible). Refer to Appendix A for details regarding the
scoring methodology for each level of confidence. The validation findings assessed by HSAG, and a
description of the interventions implemented by HPN for each PIP, are displayed in Table 3-26 through
Table 3-29.

Table 3-26—SMART Aim Measure Results for CDC HbA1c Poor Control >9.0%

SMART Aim Lowest Rate Confidence
Goal Rate Achieved Level

SMART Aim Baseline Rate

By June 30, 2021, HPN aims to decrease the
rate of HbAlc tests greater than 9% or missing

HbA I test results among diabetic members 45.63% 34.78% 34.09% Confq‘ge”nce
assigned to [medical center*] from 45.63% to
34.78%.

* Provider name has been redacted for privacy purposes.

Table 3-27—Intervention for CDC HbA1c Poor Control >9.0%

Intervention: CDC HbAlc Poor Control >9.0% PIP

Intervention Description In-home HbA 1c Test Kits

The MCO reported that the targeted members did not return the completed

Int tion I t . .
niervention Mmpac testing kits as expected and many challenges were encountered.

Intervention Status The intervention was abandoned.
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Table 3-28—SMART Aim Measure Results for Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care

SMART Aim | Highest Rate Confidence

MART Ai Baseline R
S im aselineRate |~ o Achieved Level

By June 30, 2021, HPN aims to increase the
rate of Medicaid deliveries completed by
[OB/GYN provider*] that received a prenatal
care visit in the first trimester, on or before the 66.41% 77.52% 85.15%
enrollment start date or within 42 days of
enrollment in the organization, from 66.41% to
77.52%.

High
confidence

* Provider name has been redacted for privacy purposes.

Table 3-29—Intervention for Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care

Intervention: Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care PIP

Intervention Description Targeted provider and office staff CPT code training

The MCO reported intervention testing results were effective at improving the

Intervention Impact office staff’s use of the correct CPT codes.

Intervention Status The intervention was adopted.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PIP validation against the domains of quality,
timeliness, and access. Substantial strengths and weaknesses within the findings of the PIP validation
have been linked to and impacted one or more of these domains. If a domain is not associated with an
identified strength or weakness, the findings did not determine significant impact to the quality,
timeliness, and/or accessibility of care.

Strengths

Strength #1: HPN developed methodologically sound improvement projects that met both State and
federal requirements. [Quality]

Strength #2: HPN used quality improvement tools and processes to identify and prioritize opportunities
for improvement that led to the development of the intervention tested for each PIP. [Quality]

Strength #3: HPN achieved its SMART Aim goal to decrease the rate of HbAlc test results greater
than 9 percent or missing HbA 1c¢ test results among diabetic Medicaid members assigned to a specific
medical center. [Quality]

Strength #3: HPN met its SMART Aim goal to increase the rate of Medicaid deliveries completed by a
specific OB/GYN provider who received a prenatal care visit in the first trimester, on or before the
enrollment start date, or within 42 days of enrollment in the MCO. [Quality and Timeliness]
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Weaknesses and Recommendations

Weakness #1: HPN limited the number of interventions tested for each topic to just one for the duration
of the PIP. [Quality, Timeliness, and Access]

Why the weakness exists: HPN included one intervention per PIP, which may have limited the
opportunity for the MCO to address other opportunities for improvement identified through its quality
improvement processes.

Recommendation: HPN should consider testing more than one intervention during the PIP, which will
help the MCO address as many identified opportunities for improvement as possible. The MCO should
apply lessons learned and knowledge gained from its efforts and HSAG’s feedback throughout the PIP
to future PIPs and other quality improvement activities. Lastly, HPN should continue improvement
efforts in the PIP topic areas and, for the successful intervention, consider spreading beyond the
narrowed focus. The conclusion of a project should be used as a springboard for sustaining the
improvement achieved and attaining new improvements.

Weakness #1: Although the SMART Aim goal was achieved for the CDC HbA1c Poor Control >9.0%
PIP, the outcome was not linked to the implemented intervention, which resulted in HSAG assigning a
Low confidence level to the PIP. [Quality]

Why the weakness exists: HPN provided rolling 12-month data for the SMART Aim measure from
February 2020 through June 2021. The SMART Aim goal was achieved for the rolling 12-month
SMART Aim measurement period of July 2020, with a rate of 34.09 percent. However, the SMART
Aim goal was achieved two months prior to initiating intervention testing, which started in September
2020.

Recommendation: HPN should ensure that the intervention(s) tested have the potential to impact the
desired outcomes of the PIP and be mindful of the timing of intervention initiation.

Performance Measure Validation

Performance Results

Table 3-30 and Table 3-31 show HPN’s Medicaid and Nevada Check Up performance measure results
for HEDIS MY 2019, MY 2020, and MY 2021, along with MY 2020 to MY 2021 rate comparisons and
performance target ratings. Measures for which lower rates suggest better performance are indicated by
an asterisk (*). For these measures, a decrease in the rate from MY 2020 to MY 2021 represents
performance improvement and an increase in the rate from MY 2020 to MY 2021 represents
performance decline. The arrows (1 or |) indicate whether the HEDIS MY 2021 rate was above or
below NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark. Green and
red shading is used to indicate a 5 percentage point performance improvement or performance decline
from the prior year’s performance, while bolded rates indicate the MPS was achieved. Please note that
the arrows do not necessarily correlate to shading and bolded font.
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Measures in the Utilization domain are designed to capture the frequency of services provided by the
MCO. With the exception of Ambulatory Care—Total (per 1,000 Member Months)—ED Visits—Total,
higher or lower rates in this domain do not necessarily indicate better or worse performance. Therefore,
these rates are provided for informational purposes only.

Table 3-30—Medicaid HEDIS MY 2021 Performance Measure Results and Trending for HPN

MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS

HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate

Access to Care

Adults’ Access to Preventive/Ambulatory Health Services (AAP)

Ages 20—44 Years 75.70% | 69.80% | 66.38%] -3.42
Ages 45—64 Years 81.68% | 76.29% | 74.57%)] -1.72
Ages 65 Years and Older™ NA 81.41% | 71.43%)] -9.98
Total™ 77.81% | 71.93% | 68.93%] -3.00

Children’s Preventive Care

Childhood Immunization Status (CILS)

Combination 3 68.37% | 69.34% | 60.58%] -8.76
Combination 7 59.61% | 62.53% | 52.80%)] -9.73
Combination 10 35.52% | 33.09% | 27.25%] -5.84
Immunizations for Adolescents (IMA)
Combination 1 (Meningococcal, Tdap) 90.51% | 88.56% | 83.21%1 -5.35
Combination 2 (Meningococcal, Tdap, HPV) 48.42% | 47.45% | 37.96%1 -9.49
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
BMI Percentile—Total 83.45% | 86.44% | 86.58%1 0.14
Counseling for Nutrition—Total 71.05% | 76.55% | 76.68%" 0.13
Counseling for Physical Activity—Total 69.34% | 75.14% | 72.84%" -2.30

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

J— 0, Y -
Well-Child Visits 59.89% | 57.43%1 2.46
Well-Child Visits for Age 15 Months to 30 Months—Two N o
or More Well-Child Visits o 68.83% | 59.91%| -8.92
Child and Adolescent Well-Care Visits (WCYV)
3-11 Years — 48.62% | 50.75%)] 2.13
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HEDIS HEDIS HEDIS “&:22002201_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate
Rate Rate Rate .
Comparison

12-17 Years — 41.59% | 46.03%1 4.44
18-21 Years — 24.50% | 20.86%)] -3.64
Total™ — 43.00% | 44.66%)] 1.66

Women’s Health and Maternity Care

Breast Cancer Screening (BCS)

Breast Cancer Screening 55.08% | 52.01% | 51.07%)] -0.94
Chlamydia Screening in Women (CHL)*

16-20 Years — — 57.86% NC

21-24 Years — — 62.11% NC

Total — — 60.02% NC
Prenatal and Postpartum Care (PPC)

Timeliness of Prenatal Care 90.02% | 87.59% | 86.37%1 -1.22

Postpartum Care 81.51% | 78.83% | 74.21%| -4.62

Care for Chronic Conditions

Asthma Medication Ratio (AMR)"

5-11 Years — — 77.84% NC
12—18 Years — — 67.40% NC
19-50 Years — — 50.58% NC
51-64 Years — — 52.41% NC
Total — — 58.78% NC
Comprehensive Diabetes Care (CDC)
Hemoglobin Alc (HbAlc) Testing”™ 84.91% | 79.81% | 80.78%] 0.97
HbAlc Poor Control (>9.0%)* 41.36% | 38.69% | 37.71%" -0.98
HbAlc Control (<8.0%) 49.64% | 50.12% | 51.58%" 1.46
Eye Exam (Retinal) Performed 62.04% | 63.02% | 57.91%1 -5.11
Blood Pressure Control (<140/90 mm Hg) — 63.75% | 68.37%1 4.62
Controlling High Blood Pressure (CBP)
Controlling High Blood Pressure — 60.34% | 65.69%1 5.35
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HEDIS Measure

HEDIS

MY 2019 MY 2020

Rate

Kidney Health Evaluation for Patients With Diabetes (KED)"

ASSESSMENT OF MICO PERFORMANCE

HEDIS

Rate

HEDIS
MY 2021

Rate

MY 2020-
MY 2021
Rate
Comparison

18—64 Years — 42.02% | 44.36% 2.34
65-74 Years — 42.42% | 60.67% 18.25
75-84 Years — NA NA NC
Total — 42.02% | 44.50% 2.48
Behavioral Health
Adherence to Antipsychotic Medications for Individuals With Schizophrenia (SAA)
Ig;fiz}lel:;r;lcli ;;hzizzzzsychotic Medications for Individuals 44.00% | 44.73% | 43.18%) 155
Antidepressant Medication Management (AMM)"
Effective Acute Phase Treatment — — 54.22% NC
Effective Continuation Phase Treatment — — 36.61% NC
Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD)
Diabetes Screening for People With Schizophrenia or
Bipolar Disorder Who Are Using Antipsychotic 78.86% | 74.58% | 72.69%)] -1.89
Medications
Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)
7-Day Follow-Up—Total 14.52% | 16.03% | 10.26%)] -5.77
30-Day Follow-Up—Total 18.92% | 20.92% | 13.44%] -7.48
Follow-Up After Emergency Department Visit for Mental Illness (FUM)
7-Day Follow-Up—Total 56.53% | 52.34% | 44.07%1 -8.27
30-Day Follow-Up—Total 63.92% | 60.81% | 53.79%1 -7.02
Follow-Up After Hospitalization for Mental Illness (FUH)
7-Day Follow-Up—Total 36.88% | 38.58% | 35.73%)] -2.85
30-Day Follow-Up—Total 53.80% | 56.65% | 51.96%)] -4.69
Follow-Up Care for Children Prescribed ADHD Medication (ADD)
Initiation Phase 49.90% | 54.10% | 54.56%1 0.46
Continuation and Maintenance Phase 68.29% | 68.82% | 72.15%" 3.33
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MY 2020-
MY 2021
Rate
Comparison

HEDIS
MY 2021
Rate

HEDIS HEDIS
MY 2019 MY 2020
Rate Rate

HEDIS Measure

Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET)
Initiation of AOD—Total 42.24% | 37.81% | 40.09%| 2.28
Engagement of AOD—Total 10.88% | 11.56% | 11.46%)] -0.10
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)
Blood Glucose and Cholesterol Testing—Total 3571% | 33.89% | 29.86%)] -4.03
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP)*
1-11 Years — — 56.63% NC
12—-17 Years — — 54.70% NC
Total — — 55.50% NC
Utilization
Ambulatory Care—Total (per 1,000 Member Months) (AMB)"
ED Visits—Total* 58.85 41.60 42.95 1.35
Outpatient Visits—Total 318.88 280.22 269.01 -11.21
Mental Health Utilization—Total (MPT)"
Inpatient—Total 0.70% 0.66% 0.68% 0.02
Intensive Outpatient or Partial Hospitalization—Total 0.39% 0.24% 0.18% -0.06
Outpatient—Total 9.30% 6.95% 5.98% -0.97
ED—Total 0.02% 0.02% 0.02% 0.00
Telehealth—Total 0.02% 3.72% 3.73% 0.01
Any Service—Total 9.44% 8.53% 7.97% -0.56
Plan All-Cause Readmissions (PCR)
Observed Readmissions—Total 14.87% | 11.13% 9.99% -1.14
Expected Readmissions—Total" 9.50% 9.08% 8.85% -0.23
O/E Ratio—Total® 1.56 1.23 1.13 -0.10
Overuse/Appropriateness of Care
Use of Opioids at High Dosage (HDO) *
Use of Opioids at High Dosage 10.36% | 10.00% | 8.83%] -1.17
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HEDIS Measure

Use of Opioids From Multiple Providers (UOP)*

HEDIS

MY 2019

Rate

ASSESSMENT OF MICO PERFORMANCE

HEDIS

MY 2020

Rate

HEDIS
MY 2021
Rate

MY 2020-
MY 2021

Rate

Comparison

Multiple Prescribers 2531% | 29.47% | 21.57%)| -7.90
Multiple Pharmacies™ 3.00% 2.12% 1.08%7 -1.04
Multiple Prescribers and Multiple Pharmacies” 1.73% 1.23% 0.69%7 -0.54

1 Indicates the HEDIS MY 2021 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile

benchmark.

| Indicates the HEDIS MY 2021 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile

benchmark.

* A lower rate indicates better performance for this measure.

— Indicates that the MCO 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.
A Indicates HEDIS MY 2021 QISMC goals are unavailable for this measure or indicator.
NC indicates the MY 2020-MY 2021 Rate Comparison could not be calculated because data are not available for both years.
NA indicates that the MCO followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.

Bolded rates indicate that the HEDIS MY 2021 performance measure rate was at or above the MPS.

Indicates that the HEDIS MY 2021 rate declined by 5 percentage points or more from HEDIS MY 2020.

Indicates that the HEDIS MY 2021 rate improved by 5 percentage points or more from HEDIS MY 2020.

Table 3-31—Nevada Check Up HEDIS MY 2021 Performance Measure Results and Trending for HPN

HEDIS Measure

Children’s Preventive Care

HEDIS

Rate

HEDIS

MY 2019 MY 2020

Rate

HEDIS
MY 2021
Rate

MY 2020-
MY 2021

Rate

Comparison

Childhood Immunization Status (CIS)

Combination 3 83.56% | 81.29% | 75.78%1 -5.51

Combination 7 75.34% | 75.81% | 68.61%71 -7.20

Combination 10 45.21% | 41.94% | 43.05%1 1.11
Immunizations for Adolescents (IMA)

Combination 1 (Meningococcal, Tdap) 97.32% | 94.07% | 89.05%1 -5.02

Combination 2 (Meningococcal, Tdap, HPYV) 56.69% | 50.62% | 47.93%" -2.69

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)

BMI Percentile—Total

88.81%

85.97%

85.07%1

-0.90
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HEDIS  HEDIS  HEDIS “&:22002201_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison
Counseling for Nutrition—Total 73.24% | 74.93% | 76.12%" 1.19
Counseling for Physical Activity—Total 72.75% | 72.84% | 72.84%" 0.00
Well-Child Visits in the First 30 Months of Life (W30)
VVIIzz:gZZZ IIZ::Z? in the First 15 Months—Six or More o 72.45% | 63.03%1 9.42
Zeﬁoigl%elgfgzgzréiisﬁ Months to 30 Months—Two o 82.76% | 73.96%1 2.80
Child and Adolescent Well-Care Visits (WCV)
3-11 Years — 55.57% | 52.35%1 -3.22
12—17 Years — 5091% | 52.87%" 1.96
18-21 Years — 33.50% | 28.69%1 -4.81
Total® — 52.09% | 50.72%1 -1.37
Women’s Health and Maternity Care
Chlamydia Screening in Women (CHL)"
16-20 Years — — 59.62% NC
21-24 Years — — NA NC
Total — — 59.62% NC
Care for Chronic Conditions
Asthma Medication Ratio (AMR)"
5-11 Years — — 83.02% NC
12—18 Years — — 69.70% NC
19-50 Years — — NA NC
51-64 Years — — NA NC
Total — — 75.63% NC

Behavioral Health

Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)"

7-Day Follow-Up—Total — NA NA NC
30-Day Follow-Up—Total — NA NA NC
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HEDIS Measure

HEDIS

ASSESSMENT OF MICO PERFORMANCE

HEDIS

MY 2019 MY 2020

Rate

Follow-Up After Emergency Department Visit for Mental Illness (FUM)

Rate

HEDIS
MY 2021

Rate

MY 2020-
MY 2021

Rate

Comparison

7-Day Follow-Up—Total NA NA NA NC

30-Day Follow-Up—Total NA NA NA NC
Follow-Up After Hospitalization for Mental Illness (FUH)

7-Day Follow-Up—Total NA NA 57.89%1 NC

30-Day Follow-Up—Total NA NA 81.58%1 NC
Follow-Up Care for Children Prescribed ADHD Medication (ADD)

Initiation Phase 55.38% | 46.55% | 50.85%1 4.30

Continuation and Maintenance Phase” NA NA NA NC
Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET)

Initiation of AOD—Total 25.71% | 12.50% NA NC

Engagement of AOD—Total 8.57% 0.00% NA NC
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)

Blood Glucose and Cholesterol Testing—Total 21.95% | 44.90% | 43.90%1 -1.00
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP)"

1-11 Years — — NA NC

12—-17 Years — — NA NC

Total — — NA NC
Utilization
Ambulatory Care—Total (per 1,000 Member Months) (AMB)"

ED Visits—Total* 25.99 13.71 16.06 2.35

Outpatient Visits—Total 265.66 195.10 191.05 -4.05
Mental Health Utilization—Total (MPT)"

Inpatient—Total 0.20% 0.18% 0.31% 0.13

Intensive Outpatient or Partial Hospitalization—Total 0.03% 0.03% 0.05% 0.02

Outpatient—Total 7.46% 5.02% 5.48% 0.46

ED—Total 0.01% 0.01% 0.02% 0.01
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HEDIS HEDIS HEDIS “&:22002201_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate
Rate Rate Rate .
Comparison
Telehealth—Total 0.00% 3.62% 3.39% -0.23
Any Service—Total 7.52% 6.40% 6.92% 0.52

1 Indicates the HEDIS MY 2021 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

| Indicates the HEDIS MY 2021 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

* A lower rate indicates better performance for this measure.

— Indicates that the MCO 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.

A Indicates HEDIS MY 2021 QISMC goals are unavailable for this measure or indicator.

NC indicates the MY 2020-MY 2021 Rate Comparison could not be calculated because data are not available for both years.

NA indicates that the MCO followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.

Bolded rates indicate that the HEDIS MY 2021 performance measure rate was at or above the MPS.

Indicates that the HEDIS MY 2021 rate declined by 5 percentage points or more from HEDIS MY 2020.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PMV against the domains of quality, timeliness,
and access. Substantial strengths and weaknesses within the findings of the PMV have been linked to
and impacted one or more of these domains. If a domain is not associated with an identified strength or
weakness, the findings did not determine significant impact to the quality, timeliness, and/or
accessibility of care.

Strengths

Strength #1: Within the Children’s Preventive Care domain for Medicaid, HPN demonstrated
performance above NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmarks for the Immunizations for Adolescents and Weight Assessment and Counseling for
Nutrition and Physical Activity for Children/Adolescents measure indicators, as well as the Well-
Child Visits in the First 30 Months of Life—Six or More Well-Child Visits and Child and Adolescent
Well-Care Visits—I12—17 Years measure indicators. In addition, the Weight Assessment and
Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI Percentile—Total
and Child and Adolescent Well-Care Visits—12—17 Years measure indicator rates for HPN’s
Medicaid population met the MPS. Furthermore, rates for all measure indicators in the Children’s
Preventive Care domain for HPN’s Nevada Check Up population ranked above NCQA’s Quality
Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks. This performance demonstrates
HPN’s commitment to influencing health and development in its child and adolescent members, as
well as reducing vaccine-preventable disease and obesity. [Quality]
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Strength #2: Within the Women’s Health and Maternity Care domain, HPN met the MPS for both
Prenatal and Postpartum Care measure indicators for its Medicaid population. In addition, the
Timeliness of Prenatal Care measure indicator ranked above NCQA’s Quality Compass HEDIS
2021 Medicaid HMO 50th percentile benchmark. This performance demonstrates HPN’s
commitment to increasing the quality of care and preventing pregnancy-related deaths by providing
better access to care for its pregnant Medicaid members. [Quality, Timeliness and Access]

Strength #3: Within the Care for Chronic Conditions domain for Medicaid, all Comprehensive
Diabetes Care measure indicators, except Eyve Exam (Retinal) Performed, met the MPS; in addition,
all measure indicators, except HbAIc Testing, ranked above NCQA’s Quality Compass HEDIS 2021
Medicaid HMO 50th percentile benchmarks. Furthermore, HPN’s Medicaid rate for the Controlling
High Blood Pressure measure met the MPS. Of note, the Controlling High Blood Pressure and
Kidney Health Evaluation for Patients With Diabetes—65—74 Years measure indicator demonstrated
an increase of more than 5 percentage points from the prior year. [Quality]

Strength #4: HPN’s Nevada Check Up rates for the Follow-Up After Hospitalization for Mental
lllness and Follow-Up Care for Children Prescribed ADHD Medication—Initiation Phase measure
indicators met the MPS and ranked above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO
50th percentile benchmarks. In addition, the Nevada Check Up rate for the Metabolic Monitoring for
Children and Adolescents on Antipsychotics measure ranked above NCQA'’s Quality Compass
HEDIS 2021 Medicaid HMO 50th percentile benchmark. This performance within the Behavioral
Health domain demonstrates that HPN and its contracted providers prioritized members’ behavioral
healthcare and ensured members were being treated in a timely manner for behavioral health
conditions. [Quality, Timeliness, and Access]

Strength #5: Within the Overuse/Appropriateness of Care domain for HPN’s Medicaid population,
all three indicators for the Use of Opioids From Multiple Providers measure met the MPS, and two
indicators (i.e., Multiple Pharmacies and Multiple Prescribers and Multiple Pharmacies) ranked
above NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks. [Quality]

Weaknesses and Recommendations

Weakness #1: Within the Access to Care domain for HPN’s Medicaid population, the two
indicators with QISMC goals for the Adults’ Access to Preventive/Ambulatory Health Services
measure (i.e., Ages 20—44 Years and Ages 45—64 Years) did not meet the MPS, and all indicator rates
ranked below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks.
In addition, these rates have shown a steady decline when compared to the prior two years’ rates.
[Access]

Why the weakness exists: Although adults appear to have access to PCPs for preventive and
ambulatory services, these members were not consistently utilizing preventive and ambulatory
services, which can significantly reduce non-urgent ED visits. These visits can also help address
acute issues or manage chronic conditions.

Recommendation: HPN reported that it has implemented value-based contracts that include the
Adults’ Access to Preventive/Ambulatory Health Services measure and initiated member outreach
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activities to improve adults’ access to preventive services. HSAG recommends HPN continue with
these interventions, but also conduct timely studies to determine whether the interventions are
effective. HPN should also determine whether additional interventions are necessary and implement,
as appropriate, to improve the performance related to Access to Care measures. [f COVID-19
continues to be a factor in lower performance, HSAG also recommends HPN work with its members
to increase the use of telehealth services, when appropriate.

Weakness #2: Within the Children’s Preventive Care domain for HPN’s Medicaid population,
performance for the Childhood Immunization Status, Immunizations for Adolescents, and Well-Child
Visits in the First 30 Months of Life—Two or More Well-Child Visits measure indicators
demonstrated a decline of more than 5 percentage points from the prior year, indicating that children
are not receiving the recommended immunizations and well-child visits, which are a critical aspect
of preventable care for children. [Quality]

Why the weakness exists: Immunizations and well-child visit declines may have been due to
lingering effects of the COVID-19 PHE during 2021. Factors that may have contributed to the
declines during this time include provider staffing shortages and the requirement or recommendation
to stay at home, while the fear of contracting COVID-19 also likely continued to deter individuals
from seeking healthcare services, including immunizations.

Recommendation: HPN reported that it has implemented a member incentive program that rewards
members for the completion of well-child visits. HSAG recommends that HPN continue this
intervention and, as part of its implementation process, HPN should conduct a timely evaluation to
determine whether the member rewards program is resulting in increased member well-child visits
and timely immunizations. If COVID-19 is still a factor, HPN should also determine interventions to
reduce any COVID-19-related barriers to members accessing care and obtaining immunizations.

Weakness #3: Within the Children’s Preventive Care domain for HPN’s Nevada Check Up
population, although all measure indicator rates ranked above NCQA’s Quality Compass HEDIS
2021 Medicaid HMO 50th percentile benchmarks, performance for the Childhood Immunization
Status—Combination 3 and Combination 7, Immunizations for Adolescents—Combination 1, and
Well-Child Visits in the First 30 Months of Life measure indicators showed a decline of more than
5 percentage points from the prior year, indicating that fewer of HPN’s child and adolescent
members are receiving the recommended immunizations and well-child visits, which are a critical
aspect of preventable care for children. [Quality]

Why the weakness exists: Immunizations and well-child visit declines may have been due to
lingering effects of the COVID-19 PHE during 2021. Factors that may have contributed to the
declines during this time include provider staffing shortages and the requirement or recommendation
to stay at home, while the fear of contracting COVID-19 also likely continued to deter individuals
from seeking healthcare services, including immunizations and well-child visits.

Recommendation: HPN reported that it has implemented a member incentive program that rewards
members for the completion of well-child visits. HSAG recommends that HPN continue this
intervention and, as part of its implementation process, HPN should conduct a timely evaluation to
determine whether the member rewards program is resulting in increased member well-child visits
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and timely immunizations. [f COVID-19 is still a factor, HPN should also determine interventions to
reduce any COVID-19-related barriers to members accessing care and obtaining immunizations.

Weakness #4: HPN’s Medicaid performance within the Care for Chronic Conditions domain for the
Comprehensive Diabetes Care—Eye Exam (Retinal) Performed measure indicator demonstrated a
decrease of more than 5 percentage points from the prior year, suggesting that not all members with
diabetes are receiving eye screenings. Eye exams are a critical aspect of care for members with
diabetes as, left unmanaged, it can lead to blindness. [Quality]

Why the weakness exists: Screening declines may be due to providers not educating their diabetic
members on the importance of eye exams or not outreaching to diabetic members to encourage
yearly eye exams. The decline may also have been due to the lingering effects of the COVID-19
PHE during 2021. Factors that may have contributed to the declines during this time include
provider staffing shortages and the requirement or recommendation to stay at home, while the fear of
contracting COVID-19 also likely continued to deter individuals from seeking healthcare services,
including eye exams.

Recommendation: HSAG recommends HPN update its provider Gap in Care (GIC) reports to
identify diabetic members who are not receiving yearly eye exams. HPN may also consider
conducting a root cause analysis or focused study to determine why Medicaid members with
diabetes are not all receiving the recommended eye exams. HPN should consider if there are
disparities within its populations that contribute to lower performance in a particular race or
ethnicity, age group, ZIP Code, etc.

Compliance Review

Performance Results

Table 3-32 presents HPN’s compliance review scores for each standard evaluated during the current
three-year compliance review cycle. HPN was required to submit a CAP for all reviewed standards
scoring less than 100 percent compliant. HPN’s implementation of the plans of action under each CAP
will be assessed during the third year of the three-year compliance review cycle, and a reassessment of
compliance will be determined for each standard not meeting the 100 percent compliance threshold.

Table 3-32—Standard Compliance Scores for HPN

Associated
Compliance Review Standard Federal Compliance Score
Citations’
Mandatory Standards
Year One (SFY 2021)
Standard [—Disenrollment: Requirements and Limitations §438.56 100%
. . §438.10
Standard [I—Member Rights and Member Information 91%
§438.100
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Associated
Compliance Review Standard Federal Compliance Score
Citations®
Standard III—Emergency and Poststabilization Services §438.114 100%
Standard IV—Availability of Services §438.206 100%
Standard V—Assurances of Adequate Capacity and Services §438.207 100%
Standard VI—Coordination and Continuity of Care §438.208 82%
Standard VII—Coverage and Authorization of Services §438.210 93%
Year Two (SFY 2022)
Standard VIII—Provider Selection §438.214 83%
Standard IX—Confidentiality §438.224 91%
Standard X—Grievance and Appeal Systems §438.228 87%
Standard XI—Subcontractual Relationships and Delegation §438.230 1%
Standard XII—Practice Guidelines §438.236 70%
Standard XIII—Health Information Systems® §438.242 86%
?ggliaggéln\tfggézﬁy Assessment and Performance §438.330 95%

Year Three (SFY 2023)

Review of MCO implementation of Year One and Year Two CAPs

! The compliance review standards comprise a review of all requirements, known as elements, under the associated federal
citation, including all requirements that are cross-referenced within each federal standard, as applicable (e.g., Standard
X—~@rievance and Appeal Systems includes a review of §438.228 and all requirements under 42 CFR Subpart F).

2 The Health Information Systems standard includes an assessment of the MCO’s IS capabilities.

Table 3-33 presents HPN’s scores for each standard evaluated during the SFY 2022 Compliance Review
activity. Each element within a standard was scored as Met or Not Met based on evidence found in
HPN’s written documents, including policies, procedures, reports, and meeting minutes; and interviews
with MCO staff members. The SFY 2022 Compliance Review activity demonstrated how successful
HPN was at interpreting specific standards under 42 CFR Part 438—Managed Care and the associated

requirements under its managed care contract with DHCFP.

Table 3-33—SFY 2022 Standard Compliance Scores for HPN

Total Total Number of Total
Standard Applicable Elements Compliance
Elements
Elements Score
Standard VIII—Provider Selection 12 12 10 2 83%
Standard IX—Confidentiality 11 11 10 1 91%
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Total Total Number of Total
Standard Applicable Elements Compliance
Elements

Elements Score

Standard X—Grievance and Appeal Systems 38 38 33 5 0 87%

Standarfi XI—Subcontractual Relationships and 7 7 5 ’ 0 71%
Delegation

Standard XII—Practice Guidelines 10 10 7 3 0 70%

Standard XIII—Health Information Systems' 14 14 12 2 0 86%

Standard XIV—Quality Assessment and

0,
Performance Improvement Program 42 39 37 2 3 95%

Total 134 131 114 | 17 3 87%

M = Met; NM = Not Met; NA = Not Applicable

Total Elements: The total number of elements within each standard.

Total Applicable Elements: The total number of elements within each standard minus any elements that were NA. This
represents the denominator.

Total Compliance Score: The overall percentages were obtained by adding the number of elements that received a score of
Met (1 point), then dividing this total by the total number of applicable elements.

! The Health Information Systems standard included an assessment of the MCO’s IS capabilities.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the compliance review activity against the domains
of quality, timeliness, and access. Substantial strengths and weaknesses within the findings of the
compliance review have been linked to and impacted one or more of these domains. If a domain is not
associated with an identified strength or weakness, the findings did not determine significant impact to
the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: HPN did not achieve full compliance in any program area evaluated during the
SFY 2022 Compliance Review activity; therefore, no substantial strengths in the MCO’s program
were identified.

Weaknesses and Recommendations

Weakness #1: HPN received a score of 71 percent in the Subcontractual Relationships and
Delegation program area, indicating gaps in the MCQO’s process for ensuring its contracts or written
arrangements with its delegates include all required federal and State contractual provisions.
[Quality]

Why the weakness exists: Of the delegation agreements reviewed as part of the case file review,
HPN did not consistently include a provision indicating that the delegate agreed to comply with all
applicable Medicaid laws and regulations, including applicable subregulatory guidance and contract
provisions related to confidentiality, Health Insurance Portability and Accountability Act of 1996
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(HIPAA) requirements, insurance requirements, and record retention requirements. The delegation
agreements also did not consistently include the required right to audit provisions.

Recommendation: While HPN was required to develop a CAP, HSAG recommends that the MCO
conduct a comprehensive review of all written arrangements with its delegates for the Nevada
Managed Care Program and ensure they include all provisions required by federal and State
contractual requirements. HPN should include the provisions verbatim, when appropriate, to ensure
no misinterpretation of the requirements.

Weakness #2: HPN received a score of 70 percent in the Practice Guidelines program area,
indicating that the MCO had not adopted practice guidelines and protocols in accordance with all
federal and State contractual requirements. [Quality and Access]

Why the weakness exists: HPN was unable to demonstrate that its plan-level chief medical director
oversaw the development and revision of the MCQO’s clinical care standards, and practice guidelines
and protocols as required by its contract with DHCFP; or that HPN adopted practice guidelines that
considered the needs of Nevada Medicaid and Nevada Check Up members and were adopted in
consultation with network providers. The review of clinical policies, criteria, and guidelines
occurred at the corporate level, and there was a lack of adoption protocols at the local level.

Recommendation: While HPN was required to develop a CAP, HSAG recommends that the MCO
develop processes for the adoption of practice guidelines specific to the Nevada Managed Care
Program and the needs of its members. This should occur at a Nevada-based committee that includes
representation of the MCQO’s provider network.

Network Adequacy Validation

Performance Results

Table 3-34 presents HPN’s network capacity analysis results and compares the provider ratios to the
standards displayed in Table 3-4. Assessed provider ratios shown in green indicate the provider ratio
was in compliance with the access standard, whereas provider ratios shown in red indicate the provider
ratio was not in compliance with the access standard.

Table 3-34—Summary of Ratio Analysis Results for PCPs and Specialty Care Providers for HPN

Provider Category Providers* CIarIF:aCt?:nty Co\::wat?hlgaetio S:‘:;:’:‘je
PCPs (1:1,500) 1,843 1:102 1:12 1:114
PCP Extenders (1:1,800) 1,110 1:93 1:10 1:103
Physician Specialists (1:1,500) 2,152 1:87 1:11 1:97

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate the result
does not comply with the access standard; PCP: Primary Care Provider.

* Providers contracted statewide and contracted providers located in the Nevada Medicaid catchment areas were included in provider counts.

** Statewide ratio incorporates all Nevada counties included in the DHCFP member file submission and members enrolled with the MCO
as of March 1, 2022.
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Table 3-35 presents HPN’s geographic network distribution analysis and compares the percentage of
members within the access standard compared to the standards displayed in Table 3-5. Assessed results
shown in green indicate that the percentage of members within the access standard was in compliance,
and percentages shown in red indicate a result of less than 99.0 percent.

Table 3-35—Percentage of Members Residing Within the Access Standard Areas for HPN
Clark Washoe

Provider Category County County Statewide*

Primary Care Providers
Primary Care, Adults (10 miles/15 mins) >99.9% 99.4% 99.9%
OB/GYN (10 miles/15 mins) 99.5% 95.2% 99.0%
Pediatrician (10 miles/15 mins) >99.9% 98.0% 99.7%
Physician Specialists
Endocrinologist (40 miles/60 mins) >99.9% 100% >99.9%
Endocrinologist, Pediatric (40 miles/60 mins) >99.9% 100% >99.9%
Infectious Disease (40 miles/60 mins) >99.9% 100% >99.9%
Infectious Disease, Pediatric (40 miles/60 mins) >99.9% 100% >99.9%
Oncologist/Radiologist (40 miles/60 mins) >99.9% 100% >99.9%
Oncologist—Medical/Surgical (30 miles/45 mins) >99.9% >99.9% >99.9%
Oncologist—Medical/Surgical, Pediatric (30 miles/45 mins) >99.9% 100% >99.9%
Rheumatologist (40 miles/60 mins) >99.9% 100% 99.9%
Rheumatologist, Pediatric (40 miles/60 mins) >99.9% 0.0% 88.4%
Behavioral Health Providers
i(l)rallgi Certified Child and Adolescent Psychiatrist (30 miles/45 100% 100% 100%
Psychiatrist (30 miles/45 mins) 100% 100% >99.9%
Psychologist (30 miles/45 mins) >99.9% >99.9% >99.9%
Psychologist, Pediatric (30 miles/45 mins) >99.9% 100% 99.9%
QMHP (30 miles/45 mins) 100% 100% >99.9%
QMHP, Pediatric (30 miles/45 mins) 100% 100% 100%
Facility-Level Providers
Hospitals, All (30 miles/45 mins) >99.9% >99.9% >99.9%
Pharmacy (10 miles/15 mins) >99.9% 99.7% 99.9%
Psychiatry Inpatient Hospital (30 miles/45 mins) >99.9% >99.9% 99.9%
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Clark Washoe

Provider Category County County Statewide*

Dialysis/ESRD Facility (30 miles/45 mins) >99.9% 100% 99.9%

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate that less than

99.0 percent of members had access to the provider within the time and distance access standard.

* Statewide results incorporate all Nevada counties included in the DHCFP member file submission and members enrolled with the MCO
as of March 1, 2022.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the NAV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: HPN met the provider ratio requirements for PCPs and physician specialists,
indicating HPN had a sufficient provider network for its members to access services. [Access]

Strength #2: HPN met the time-distance contract standards for Board Certified Child and
Adolescent Psychiatrist and Pediatric QMHP, indicating members had access to physician specialists
within an adequate time or distance from their residence. [Access]

Weaknesses and Recommendations

Weakness #1: HPN did not meet the time-distance contract standards for Pediatric Rheumatologist,
indicating pediatric members may experience challenges accessing this provider type within an
adequate time or distance from their residence. [Access]

Why the weakness exists: The lack of identified providers may result from either a lack of
contracted providers in these specialties or from an inability to identify those providers in the data.
All four MCOs did not meet the contract standard for Pediatric Rheumatologists, suggesting a
potential lack of this provider type within the counties served. HPN indicated that a lack of specialty
providers in Nevada as a whole is an ongoing barrier.

Recommendation: HSAG recommends HPN continue to conduct an in-depth review of provider
categories in which it did not meet the time-distance contract standards, with the goal of determining
whether or not the failure of the MCO to meet the contract standards was the result of a lack of
providers or an inability to contract providers in the geographic area. HPN should also continue its
efforts to contract with providers outside of the service area when there is a lack of providers in a
specific county or counties, and expand the option for telehealth services, when appropriate, to
reduce barriers to members accessing care.
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Weakness #2: HPN did not meet the time-distance contract standards in Washoe County for the
OB/GYN and Pediatrician provider types, indicating members may experience challenges accessing
these provider types within an adequate time or distance from their residence. [Access]

Why the weakness exists: The lack of identified providers may result from a lack of available
providers in these specialties in Washoe County, or a lack of providers in this county willing to
contract with HPN. All four MCOs did not meet the contract standard for the OB/GYN provider
type in Washoe County, and three of the four MCOs did not meet the contract standard for the
Pediatrician provider type, further suggesting limited providers in this county available for
contracting.

Recommendation: HSAG recommends HPN continue to review DHCFP’s monthly enrolled
provider list to determine if new providers are available in Washoe County for contracting.

Consumer Assessment of Healthcare Providers and Systems Analysis

Performance Results

Table 3-36 presents HPN’s 2022 adult Medicaid, general child Medicaid, and CCC Medicaid CAHPS
top-box scores. Table 3-36 also includes HPN’s 2022 Nevada Check Up general child and CCC top-box
scores. Arrows (| or 1) indicate 2022 scores that were statistically significantly higher or lower than the
2021 national average.

Table 3-36—Summary of 2022 CAHPS Top-Box Scores for HPN

Adult General Child hErReE e 3 Nevada Check

CCC Medicaid  Up General

Medicaid Medicaid Child

Up €CC

Composite Measures

Getting Needed Care NA NA NA NA NA
Getting Care Quickly NA NA NA NA NA
How Well Doctors NA NA NA 94.9% NA
Communicate

Customer Service NA NA NA NA NA

Global Ratings

Rating of All Health Care NA NA NA 73.3% NA

Rating of Personal Doctor NA 69.4% | 71.4% 79.8% NA

Rating of Specialist Seen Most NA NA NA NA NA

Often

Rating of Health Plan 71.5% 1 75.4% 72.2% 81.5% 1 NA
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Nevada Check

Adult General Child Nevada Check

Medicaid e | sl ) CEE Up CCC

Child

Effectiveness of Care*

Advising Smokers and

Tobacco Users to Quit NA o o o o

Discussing Cessation

Medications NA T T o o

Discussing Cessation

Strategies NA o o o o

CCC Composite Measures/Items

Access to Specialized Services — — NA — NA

Family Centered Care (FCC):
Personal Doctor Who Knows — — NA — NA
Child

Coordination of Care for
Children With Chronic — — NA — NA
Conditions

Access to Prescription
Medicines

FCC: Getting Needed
Information

— — 94.2% — NA

— — NA — NA

A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that do not meet the minimum
number of responses are denoted as NA.

* These rates follow NCQA’s methodology of calculating a rolling two-year average.
T Indicates the 2022 score is statistically significantly higher than the 2021 national average.

1 Indicates the 2022 score is statistically significantly lower than the 2021 national average.
— Indicates the measure does not apply to the population.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the CAHPS findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: Adult members had positive overall experiences with their health plan since the score
for this measure was statistically significantly higher than the 2021 NCQA Medicaid national
average. [Quality]
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Strength #2: Parents/caretakers of Nevada Check Up general child members had positive overall
experiences with their child’s health plan since the score for this measure was statistically
significantly higher than the 2021 NCQA Medicaid national average. [Quality]

Weaknesses and Recommendations

Weakness #1: Parents/caretakers of general child members had less positive overall experiences
with their child’s personal doctor since the score for this measure was statistically significantly lower
than the 2021 NCQA Medicaid national average. [Quality]

Why the weakness exists: Parents/caretakers may have a difficult time getting an appointment with
their child member’s provider. Parents/caretakers may have to talk to more than one provider, and
HPN’s providers may not be aware of all the needs of their child members; as a result, they may not
be providing the consultative care required. Additionally, providers may not be spending enough
quality time with child members or the parents/caretakers, or not satisfactorily addressing their
needs.

Recommendation: HSAG recommends that HPN prioritize improving parents’/caretakers’ overall
experiences with their child’s personal doctor and determine a root cause for the lower performance.
As part of this analysis, HPN 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 widely promoting the results of its member experiences with its contracted
providers and staff members, and soliciting feedback and recommendations to improve
parents’/caretakers’ overall satisfaction with both HPN and its contracted pediatric providers.

Weakness #2: There were less than 100 respondents for most measures for all populations;
therefore, results could not be reported for the other measures, and other strengths and weaknesses
could not be identified. [Quality, Timeliness, Access]

Why the weakness exists: Adult members and parents/caretakers of child members are less likely to
respond to the CAHPS survey.

Recommendation: HSAG recommends that HPN focus on increasing response rates to the CAHPS
survey for all populations so there are greater than 100 respondents for each measure by educating
and engaging all employees to increase their knowledge of CAHPS, using customer service
techniques, oversampling, and providing awareness to members and providers during the survey
period.

Encounter Data Validation

Performance Results
Comparative Analysis

Table 3-37 displays the percentage of records present in the files submitted by HPN that were not found
in DHCFP’s files (record omission) and the percentage of records present in DHCFP’s files but not
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present in the files submitted by HPN (record surplus). Lower rates indicate better performance for both

record omission and record surplus.

Table 3-37—Record Omission and Surplus by Encounter Type for HPN

Encounter Data Source Record Omission Record Surplus

Professional 2.4% 1.6%
Institutional 2.2% 5.6%
Pharmacy 0.0% 12.3%

Table 3-38 through Table 3-40 display the element omission, surplus, and accuracy results for each key
data element by encounter type for HPN. For the element omission and surplus indicators, lower rates
indicate better performance; while for the element accuracy indicator, higher rates indicate better

performance.

Table 3-38—Element Omission, Surplus, and Accuracy—Professional Encounters for HPN

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% <0.1% >99.9%
Header Service From Date 0.0% 0.0% >99.9%
Header Service To Date 0.0% 0.0% >99.9%
Detail Service From Date 0.0% 0.0% >99.9%
Detail Service To Date 0.0% 0.0% >99.9%
Billing Provider NPI 3.2% <0.1% 97.9%
Rendering Provider NPI 0.4% 27.8% >99.9%
Referring Provider NPI 1.4% 0.0% 100%
Primary Diagnosis Code 0.0% <0.1% 100%
Secondary Diagnosis Code' 0.0% 0.0% 97.1%
Procedure Code (CPT/HCPCS/CDT) <0.1% <0.1% 99.7%
Procedure Code Modifier <0.1% <0.1% >99.9%
NDC 0.1% <0.1% 99.9%
Drug Quantity 0.1% 0.0% 99.8%
Header Paid Amount 0.0% 0.0% 97.5%
Detail Paid Amount 0.0% 0.0% 98.7%
!'Calculated for Diagnosis Code 2 only.
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Table 3-39—Element Omission, Surplus, and Accuracy—Institutional Encounters for HPN

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% <0.1% >99.9%
Header Service From Date 0.0% 0.0% 99.7%
Header Service To Date 0.0% 0.0% 98.7%
Detail Service From Date 0.0% 0.0% 97.8%
Detail Service To Date 0.0% 0.0% 97.8%
Billing Provider NPI 0.3% 0.0% >99.9%
Attending Provider NPI 1.7% 0.0% 100%
Referring Provider NPI 0.7% 1.1% 4.4%
Primary Diagnosis Code 0.0% 0.0% >99.9%
Secondary Diagnosis Code' 4.7% 0.0% 90.0%
Procedure Code (CPT/HCPCS/CDT) 0.4% 0.4% 86.9%
Procedure Code Modifier 0.9% 0.9% 98.7%
Primary Surgical Procedure Code <0.1% <0.1% 42.8%
Secondary Surgical Procedure Code? <0.1% 0.1% 19.3%
NDC 2.0% 2.0% 98.4%
Drug Quantity 2.0% 0.0% 88.6%
Revenue Code <0.1% 0.0% 91.4%
Header Paid Amount 0.0% 0.0% 97.8%
Detail Paid Amount 0.0% 0.0% 91.4%

!'Calculated for Diagnosis Code 2 only.

2 Calculated for Surgical Procedure Code 2 only.

Table 3-40—Element Omission, Surplus, and Accuracy—Pharmacy Encounters for HPN

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% 0.0% >99.9%
Date of Service 0.0% 0.0% 100%
Billing Provider NPI 1.0% 0.0% >99.9%
Prescribing Provider NPI 0.0% 0.0% 100%
NDC 0.0% 0.0% 100%
Drug Quantity 0.0% 0.0% 99.8%
Paid Amount 0.0% 0.0% 99.8%
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Table 3-41 displays the all-element accuracy results for the percentage of records present in both data
sources with the same values (missing and non-missing) for all key data elements relevant to each
encounter data type for HPN.

Table 3-41—All-Element Accuracy by Encounter Type for HPN

Indicator Professional Institutional

Pharmacy

All-Element Accuracy 62.5% 66.3% 98.9%

Medical Record Review

Table 3-42 presents the percentage of key data elements identified in the encounter data that were not
supported by the members’ medical records provided by HPN (i.e., medical record omission) and the
percentage of key data elements from the members’ medical records that were not found in the
encounter data provided by HPN (i.e., encounter data omission). Lower rates for each data element
indicate better performance.

Table 3-42 also displays the percentage of key data elements associated with validated dates of service
from the encounter data that were correctly coded based on the members’ medical records. Errors found
in the diagnosis coding were separated into two categories: inaccurate coding and specificity error.
Errors found in the procedure coding associated with the MRRs were separated into three categories:
higher level of service in the medical record, lower level of service in the medical record, and inaccurate
coding. The errors for the procedure code modifier data element could not be separated into
subcategories and therefore are not presented in Table 3-42. Higher accuracy rates for each data element
indicate better performance.

Table 3-42—MRR: Encounter Data Completeness and Accuracy for HPN

Data Element Medical Record Encounter Data Element Error Tvoe
Omission? Omission? Accuracy?® yp
Date of Service 0.7% 5.0% — —
) ) Incorrect Code (100%)
D Cod 3.69 2.89 99.7°
1agnosis L.ode & o & Specificity Error (0.0%)
Incorrect Code (96.4%)
Lower Level of Services in
Procedure Code 13.0% 19.2% 97.2% Medical Records (3.6%)
Higher Level of Services in
Medical Records (0.0%)
Procedure Code Modifier 29.3% 3.3% 99.7% —
All-Element Accuracy” 63.1% —

“—" indicates that the accuracy rate analysis and/or the error type analysis was not applicable to a given data element.

! Services documented in the encounter data but not supported by the members’ medical records. Lower rate values indicate

better performance.
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2 Services documented in the members’ medical records but not in the encounter data. Lower rate values indicate better
performance.

3 Services documented in the members’ medical records associated with validated dates of service from the encounter data
that were correctly coded based on the medical records. Higher rate values indicate better performance.

4 The all-element accuracy rate describes the percentage of dates of service present in both DHCFP’s encounter data and in
the medical records with all data elements coded correctly (i.e., not omitted from the medical record; not omitted from the
encounter data; and, when populated, have the same values). As such, the gray cells indicate the evaluation for medical
record omission or encounter data omission is not applicable.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the EDV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: HPN’s professional encounter data appeared complete when comparing data extracted
from HPN’s claims systems to data extracted from DHCFP’s data warehouse. Encounter data
records from DHCFP-submitted files were highly corroborated in HPN-submitted files. [Quality]

Strength #2: Professional and pharmacy data element comparison between data extracted from
HPN’s claims systems and data extracted from DHCFP’s data warehouse showed complete and
accurate data. [Quality]

Strength #3: Based on the MRR, the encounter data dates of service and diagnosis codes were well
supported by the members’ medical record documentation. Similarly, dates of service and diagnosis
codes documented in the medical records were found in the encounter data. [Quality]

Weaknesses and Recommendations

Weakness #1: Procedure codes documented in the medical records were either not found in the
encounter data or were found in the encounter data but should have been coded with a different
procedure code.

Why the weakness exists: While discrepancies may have been due to medical record non-
submission, other reasons also may have contributed to the discrepancies. Some of the potential
reasons include: (1) the provider did not document the services performed in the medical record, and
(2) the provider did not provide the service(s) found in the encounter data.

Recommendation: HPN should consider performing periodic MRRs of submitted claims to verify
appropriate coding and data completeness. Any findings from these reviews should then be shared
with providers through periodic education and training regarding encounter data submissions,
medical record documentation, and coding practices.
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Overall Conclusions for Quality, Timeliness, and Access to Healthcare Services

HSAG performed a comprehensive assessment of HPN’s aggregated performance and its overall strengths
and weaknesses related to the provision of healthcare services to identify common themes within HPN that
impacted, or will have the likelihood to impact, member health outcomes. HSAG also considered how
HPN’s overall performance contributed to the Nevada Managed Care Program’s progress in achieving
the Quality Strategy goals and objectives. Table 3-43 displays each applicable performance area and the
overall performance impact as it relates to the quality, timeliness, and accessibility of care and services
provided to HPN’s Medicaid and Nevada Check Up members.

Table 3-43—Overall Performance Impact Related to Quality, Timeliness, and Access

Performance Area Overall Performance Impact

Use of Preventive Services Quality, Timeliness, and Access—Over the past three-year period

(MY 2019-MY 2021), there has been a steady decline in the percentage of
HPN’s adult members accessing preventive services, and an even higher rate
of decline in members 65 years and older. There was also an overall decline in
the prevalence of immunizations for children and adolescents, and the
prevalence of children 30 months old and younger who received the
recommended well-care visits. Additionally, fewer children and adolescents
within the Nevada Check Up population received recommended well-care
visits, with the exception of adolescents between the ages of 12 and 17 years.
The Medicaid population showed positive results in the prevalence of children
and adolescents receiving the recommended well-care visits, with the
exception of members 18 to 21 years of age, which demonstrated a decline.
The number of women who received breast cancer screening also declined.
Accessing preventive care decreases the risk for diseases, disabilities, and
death. Children also need regular preventive care visits to monitor their
development and find health problems early so they are easier to treat. While
HPN had a sufficient number of PCPs to provide services, as indicated
through the NAV activity, parents or guardians of HPN’s child members
reported fewer positive experiences with their providers through the CAHPS
activity, which may indicate issues accessing care or may contribute to child
members not seeing their providers regularly for preventive care. Further, as
demonstrated through the compliance review activity, opportunities exist in
enhancing processes related to clinical practice guidelines. HPN should
ensure its processes include the adoption of clinical practice guidelines related
to all relevant preventive services. PCPs in the community should be included
in this process who are imperative in identifying the barriers that occur in
clinical practice and may lead to actionable interventions for improving
adherence to preventive guidelines and protocols. Based on these findings,
HPN has several opportunities to mitigate any barriers to receiving preventive
care, and to implement interventions to support improvement in the use of
preventive services for its adult and child members.
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Performance Area Overall Performance Impact

Evidence-Based Practices Quality—Although HPN implemented an intervention to decrease the
for Members With Chronic | percentage of its diabetic members who had an HbA 1c¢ level greater than
Conditions 9 percent, the intervention could not be linked to the improvement in

performance seen through the PIP activity. However, HPN did meet the MPS
for both HbA 1¢ control measures with both rates demonstrating a small
increase in performance over the previous two MYs. The blood pressure
control measure also demonstrated marked improvement. These findings
indicate that HPN’s members are gaining better control over their diabetes
and blood pressure. However, the number of members diagnosed with
diabetes who had a retinal eye exam and number of members diagnosed with
diabetes who received an HbA1c¢ test decreased from MY 2019-MY 2021,
which indicated additional opportunities for HPN to more effectively manage
members diagnosed with diabetes. However, the number of adults with
diabetes who received an annual kidney health evaluation increased, and all
reportable performance measure rates all met the MPS. Further, the rate for
adults ages 65 to 74 years increased by over 18 percentage points. Ongoing
monitoring of kidney health is crucial for people with diabetes, as early
diagnosis and treatment can prevent or slow chronic kidney disease.

Health and Wellness of Quality, Timeliness, and Access—HPN implemented an intervention to
Pregnant Women support an improvement in the number of pregnant women receiving timely
prenatal care which showed some success as evidenced by the results of its
PIP activity. However, while meeting its goal for the PIP activity for most
reporting periods, HPN also demonstrated a marked decline in performance
beginning in the December 2020 reporting month. Additionally, while HPN
met the MPS for the prenatal and postpartum care performance measures,
both measure rates declined in performance over the past two MYs. As
demonstrated through the NAV activity, an insufficient number of OB/GYN
providers in Washoe County to support the number of pregnant women
needing services may be a contributing factor to these declines. These
findings indicate that HPN has continued opportunities to implement
interventions that will result in more members seeking and having access to
timely prenatal services, thus improving the likelihood of better health
outcomes for mothers and their babies.

Evidence-Based Practices Quality, Timeliness, and Access—While above the national average, over the
for Members With past three years (MY 2019-MY 2021), HPN showed a marked decline in the
Behavioral Health number of adolescent and adult members receiving timely follow-up care
Conditions following an ED visit or hospitalization for AOD dependence or mental

illness. The Nevada Check Up population demonstrated higher rates of
members receiving timely follow-up care after a hospitalization for a mental
illness and met the MPS; however, no prior rates are available for comparison.
Some behavioral health performance measures demonstrated improved
performance, while several others declined from MY 2019-MY 2021. While
the NAV activity demonstrated that HPN had an adequate number of
behavioral health providers, these findings indicate multiple opportunities for
improving the number of members with a behavioral health condition who
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Performance Area Overall Performance Impact

receive the medications and follow-up care they need. Further, as
demonstrated through the compliance review activity, opportunities exist in
enhancing processes related to clinical practice guidelines. HPN should
ensure its processes include the adoption of clinical practice guidelines related
to behavioral conditions relevant to its membership. Behavioral health
practitioners in the community should be included in this process and are
imperative in identifying the barriers that occur in clinical practice and may
lead to actionable interventions for improving adherence to behavioral clinical
guidelines and protocols.

Appropriate Prescribing Quality—HPN met the established MPS for three measure rates related to
Practices opioid use. While the fourth measure rate did not meet the MPS,; it
demonstrated an increase in performance (i.e., a decline in rate). This
demonstrates that HPN has adequate oversight of its provider network
specific to the prescribing and filling of opioids as demonstrated by a lower
prevalence of multiple prescribers prescribing opioids and multiple
pharmacies filling the prescriptions, therefore reducing the higher likelihood
of opioid-related overdose deaths.
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Molina Healthcare of Nevada, Inc.

Validation of Performance Improvement Projects

Molina was a new MCO in Nevada effective January 1, 2022; therefore, the MCO did not have
sufficient data to conduct PIPs in SFY 2022.

Performance Measure Validation

Molina was a new MCO in Nevada effective January 1, 2022; therefore, an audit was not conducted
since the MCO did not have any MY 2021 performance measure data for review.

Compliance Review

Performance Results

Table 3-44 presents Molina’s compliance review scores for each standard evaluated during the current
three-year compliance review cycle. Molina was required to submit a CAP for all reviewed standards
scoring less than 100 percent compliant. Molina’s implementation of the plans of action under each
CAP will be assessed during the third year of the three-year compliance review cycle, and a
reassessment of compliance will be determined for each standard not meeting the 100 percent
compliance threshold. Of note, Molina went through a comprehensive readiness review process in
SFY 2022 that included all federal compliance review standards. However, all standards reviewed in
Year One of the compliance review cycle for the other MCEs will be reviewed in Year Three for
Molina to ensure that Molina can demonstrate implementation of its policies and procedures related to
all federal and state-specific requirements over the three-year compliance review cycle.

Table 3-44—Standard Compliance Scores for Molina

Associated
Compliance Review Standard Federal Compliance Score
Citations®
Mandatory Standards
Year One (SFY 2021)*
Standard [—Disenrollment: Requirements and Limitations §438.56
Standard II—Member Rights and Member Infi ti 3438.10
andard II—Member Rights and Member Information §438.100 These standards
. . will be reviewed in
Standard III—Emergency and Poststabilization Services §438.114 SFY 2023.
Standard IV—Availability of Services §438.206
Standard V—Assurances of Adequate Capacity and Services §438.207
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Associated
Compliance Review Standard Federal Compliance Score
Citations*
Mandatory Standards
Standard VI—Coordination and Continuity of Care §438.208
Standard VII—Coverage and Authorization of Services §438.210
Year Two (SFY 2022)
Standard VIII—Provider Selection §438.214 82%
Standard IX—Confidentiality §438.224 100%
Standard X—Grievance and Appeal Systems §438.228 87%
Standard XI—Subcontractual Relationships and Delegation §438.230 100%
Standard XII—Practice Guidelines §438.236 100%
Standard XIII—Health Information Systems® §438.242 100%
IS)‘;?)I;crl:Irrcll XIV—AQuality Assessment and Performance Improvement §438.330 979,
Year Three (SFY 2023)
Review of Standard I through Standard VII and the MCO’s implementation of the Year Two CAP

* To ensure the MCO had the ability and capacity to perform satisfactorily in all operations/administration, service delivery,
financial management, and systems management program areas, HSAG conducted a comprehensive readiness review of the
MCO that included all federally required readiness and compliance review standards. The MCO was determined to be ready to
accept Nevada Managed Care Program members effective January 1, 2022. To ensure alignment with Nevada MCEs’ current
three-year compliance review cycle, DHCFP determined that the Year One compliance review standards will be reviewed in
Year Three of the compliance review cycle for Molina.

! The compliance review standards comprise a review of all requirements, known as elements, under the associated federal
citation, including all requirements that are cross-referenced within each federal standard, as applicable (e.g., Standard X—
Grievance and Appeal Systems includes a review of §438.228 and all requirements under 42 CFR Subpart F).

2 The Health Information Systems standard includes an assessment of the MCO’s IS capabilities.

Table 3-45 presents Molina’s scores for each standard evaluated during the SFY 2022 Compliance
Review activity. Each element within a standard was scored as Met or Not Met based on evidence found
in Molina’s written documents, including policies, procedures, reports, and meeting minutes; and
interviews with MCO staff members. The SFY 2022 Compliance Review activity demonstrated how
successful Molina was at interpreting specific standards under 42 CFR Part 438—Managed Care and
the associated requirements under its managed care contract with DHCFP.

Table 3-45—SFY 2022 Standard Compliance Scores for Molina

Total Total Number of Total
Standard Applicable Elements Compliance
Elements
Elements M Score
Standard VIII—Provider Selection 12 11 9 2 1 82%
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Total Total Number of Total
Standard Applicable Elements Compliance
Elements
Elements Score
Standard IX—Confidentiality 11 11 11 0 0 100%
Standard X—Grievance and Appeal Systems 38 38 33 5 0 87%
Standar(‘i XI—Subcontractual Relationships and 7 7 7 0 0 100%
Delegation

Standard XII—Practice Guidelines 10 10 10 0 0 100%
Standard XIII—Health Information Systems' 14 14 14 0 0 100%
Standard XIV—~Quality Assessment and 42 39 38 1 3 97%

Performance Improvement Program
Total 134 130 122 8 4 94%

M = Met; NM = Not Met; NA = Not Applicable

Total Elements: The total number of elements within each standard.

Total Applicable Elements: The total number of elements within each standard minus any elements that were NA. This
represents the denominator.

Total Compliance Score: The overall percentages were obtained by adding the number of elements that received a score of
Met (1 point), then dividing this total by the total number of applicable elements.

! The Health Information Systems standard included an assessment of the MCO’s IS capabilities.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the compliance review activity against the domains
of quality, timeliness, and access. Substantial strengths and weaknesses within the findings of the
compliance review have been linked to and impacted one or more of these domains. If a domain is not
associated with an identified strength or weakness, the findings did not determine significant impact to
the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: Molina achieved full compliance for the Confidentiality program area, demonstrating
that the MCO had appropriate policies and processes for the use and disclosure of members’
protected health information (PHI) and members’ privacy rights, and provided required notices
related to privacy practices. [Quality]

Strength #2: Molina achieved full compliance for the Subcontractual Relationships and Delegation
program area, demonstrating that the MCO had appropriate subcontracts in place and had adequate
oversight and monitoring processes to ensure its delegates are meeting their contractual obligations.

[Quality]

Strength #3: Molina achieved full compliance for the Practice Guidelines program area,
demonstrating that the MCO adopted evidence-based practice guidelines, disseminated its practice
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guidelines to all affected providers, and rendered utilization management and coverage of services
decisions consistent with its practice guidelines. [Quality and Access]

Strength #4: Molina achieved full compliance for the Health Information Systems program area,
demonstrating that the MCO maintained a health information system that collects, analyzes, integrates,
and reports data on areas including, but not limited to, utilization, claims, grievances and appeals, and
disenrollment for other than loss of Medicaid eligibility. [Quality, Timeliness, and Access]

Weaknesses and Recommendations

Weakness #1: HSAG did not identify any substantial weaknesses for Molina as no program area
scored at or below 80 percent compliance.

Why the weakness exists: As no weaknesses were identified, this section is not applicable.

Recommendation: As all remediation plans were successfully on track for implementation, this
section is not applicable.

Network Adequacy Validation

Performance Results

Table 3-46 presents Molina’s network capacity analysis results and compares the provider ratios to the
standards displayed in Table 3-4. Assessed provider ratios shown in green indicate the provider ratio
was in compliance with the access standard, whereas provider ratios shown in red indicate the provider
ratio was not in compliance with the access standard.

Table 3-46—Summary of Ratio Analysis Results for PCPs and Specialty Care Providers for Molina

Provider Category Providers* CIar:a(;?:nty C omat?/h:aetio S;aat;‘::ge
PCPs (1:1,500) 1,191 1:91 1:13 1:104
PCP Extenders (1:1,800) 1,151 1:53 1:8 1:60
Physician Specialists (1:1,500) 1,025 1:105 1:15 1:121

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate the result
does not comply with the access standard; PCP: Primary Care Provider.
* Providers contracted statewide and contracted providers located in the Nevada Medicaid catchment areas were included in provider counts.

** Statewide ratio incorporates all Nevada counties included in the DHCFP member file submission and members enrolled with the MCO
as of March 1, 2022.

Table 3-47 presents Molina’s geographic network distribution analysis and compares the percentage of
members within the access standard compared to the standards displayed in Table 3-5. Assessed results
shown in green indicate that the percentage of members within the access standard was in compliance,
and percentages shown in red indicate a result of less than 99.0 percent.
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Table 3-47—Percentage of Members Residing Within the Access Standard Areas for Molina

Provider Category C(c::::t(y ‘2’;:::: Statewide*
Primary Care Providers
Primary Care, Adults (10 miles/15 mins) 99.9% 99.5% 99.9%
OB/GYN (10 miles/15 mins) 98.9% 95.2% 98.4%
Pediatrician (10 miles/15 mins) >99.9% 98.0% 99.7%
Physician Specialists
Endocrinologist (40 miles/60 mins) >99.9% >99.9% >99.9%
Endocrinologist, Pediatric (40 miles/60 mins) >99.9% >99.9% >99.9%
Infectious Disease (40 miles/60 mins) >99.9% >99.9% 99.9%
Infectious Disease, Pediatric (40 miles/60 mins) >99.9% >99.9% 99.9%
Oncologist/Radiologist (40 miles/60 mins) >99.9% >99.9% 99.9%
Oncologist—Medical/Surgical (30 miles/45 mins) >99.9% >99.9% 99.9%
Oncologist—Medical/Surgical, Pediatric (30 miles/45 mins) >99.9% >99.9% 99.9%
Rheumatologist (40 miles/60 mins) >99.9% >99.9% 99.9%
Rheumatologist, Pediatric (40 miles/60 mins) >99.9% 0.0% 86.9%
Behavioral Health Providers
i(l)rallgi Certified Child and Adolescent Psychiatrist (30 miles/45 ~99.9% ~99.9% ~99.9%
Psychiatrist (30 miles/45 mins) >99.9% >99.9% >99.9%
Psychologist (30 miles/45 mins) >99.9% >99.9% >99.9%
Psychologist, Pediatric (30 miles/45 mins) >99.9% 99.9% 99.9%
QMHP (30 miles/45 mins) >99.9% >99.9% >99.9%
QMHP, Pediatric (30 miles/45 mins) >99.9% >99.9% >99.9%
Facility-Level Providers
Hospitals, All (30 miles/45 mins) >99.9% >99.9% >99.9%
Pharmacy (10 miles/15 mins) >99.9% 99.7% 99.9%
Psychiatry Inpatient Hospital (30 miles/45 mins) >99.9% >99.9% 99.9%
Dialysis/ESRD Facility (30 miles/45 mins) >99.9% 97.6% 99.6%

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate that less than

99.0 percent of members had access to the provider within the time and distance access standard.

* Statewide results incorporate all Nevada counties included in the DHCFP member file submission and members enrolled with the MCO
as of March 1, 2022.
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Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the NAV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: Molina met the provider ratio requirements for PCPs and physician specialists in both
Clark and Washoe counties, indicating Molina, Inc. had a sufficient provider network for its
members to access services. [Access]

Weaknesses and Recommendations

Weakness #1: Molina did not meet the time-distance contract standards for OB/GYN and Pediatric
Rheumatologist, indicating members may experience challenges accessing these provider types
within an adequate time or distance from their residence.

Why the weakness exists: The lack of identified providers may result from either a lack of
contracted providers in these specialties or from an inability to identify those providers in the data.
Three of the four MCOs did not meet the contract adequacy standard for OB/GYN, and all four
MCOs did not meet the contract standard for Pediatric Rheumatologists, suggesting a potential lack
of these provider types within the counties served.

Recommendation: HSAG recommends Molina conduct an in-depth review of provider categories
in which it did not meet the time-distance contract standards, with the goal of determining whether
or not the failure of the MCO to meet the contract standards was the result of a lack of providers or
an inability to contract providers in the geographic area.

Weakness #2: Molina did not meet the time-distance contract standards for the Pediatrician and
Dialysis/ESRD Facility provider types in Washoe County, indicating members may experience
challenges accessing these provider types within an adequate time or distance from their residence.

Why the weakness exists: The lack of identified Pediatrician providers may result from a lack of
this provider type in Washoe County, as three of the four MCOs did not meet the contract standard
for the Pediatrician provider type in this county, further suggesting limited providers available for
contracting. It is not clear; however, why Molina did not meet the time-distance contract standard
for Dialysis/ESRD Facility, as all other MCOs were able to meet the standard for this provider type
in Washoe County.

Recommendation: HSAG recommends Molina review DHCFP’s monthly enrolled provider list to
determine if new Pediatrician providers are available in Washoe County for contracting. Molina
should also continue its contracting efforts with Dialysis/ESRD Facility providers in Washoe County
to mitigate any access to care barriers for members needing dialysis and other ESRD-related care
from this provider type.
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Consumer Assessment of Healthcare Providers and Systems Analysis

Molina began providing coverage to Medicaid and Nevada Check Up members effective
January 1, 2022; therefore, CAHPS results are not available for SFY 2022.

Encounter Data Validation

Molina began providing services to members enrolled in the Nevada Managed Care Program on
January 1, 2022; therefore, since the EDV activity began prior to January 1, 2022, the SFY 2022 EDV
activity did not include Molina as sufficient encounter data were not available during the period under
review.

Overall Conclusions for Quality, Timeliness, and Access to Healthcare Services

HSAG performed an assessment of Molina’s aggregated performance and its overall strengths and
weaknesses related to the provision of healthcare services to identify common themes within Molina that
impacted, or will have the likelihood to impact, member health outcomes. HSAG also considered how
Molina’s overall performance contributed to the Nevada Managed Care Program’s progress in
achieving the Quality Strategy goals and objectives. Table 3-48 displays each applicable performance
area and the overall performance impact as it relates to the quality, timeliness, and accessibility of care
and services provided to Molina’s Medicaid and Nevada Check Up members. As Molina joined the
Nevada Managed Care Program on January 1, 2022, there was limited data available to comprehensively
assess performance in all areas.

Table 3-48—Overall Performance Impact Related to Quality, Timeliness, and Access

Performance Area Overall Performance Impact

Use of Preventive Services Quality, Timeliness, and Access—Molina demonstrated through the
compliance review activity that it has strong practices for ensuring its
providers are aware of its adopted practice guidelines, including guidelines for
preventive care, and that it also provides education to members on appropriate
preventive services, including immunizations, in alignment with its adopted
practice guidelines. Additionally, Molina appears to have a sufficient number
of PCPs to provide services to its members, as indicated through the NAV
activity. Molina’s NAYV results indicate a gap of pediatricians in Washoe
County, which could indicate a barrier to child members in Washoe County
being able to receive preventive services near their homes. However, the
overarching results indicate that Molina has provided the appropriate
education to its members and contracted providers regarding preventive care
guidelines, and that it has an adequate provider network available to provide
preventive care services to most of its child and adult members. Molina also
demonstrated through the compliance review activity that it has a Health
Information System capable of analyzing and reporting claims and utilization
data. The results of these analyses and reporting efforts related to the use of
preventive services will be included in the SFY 2023 EQR technical report.
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Performance Area Overall Performance Impact

Evidence-Based Practices Quality and Access—Molina demonstrated through the NAV activity that it
for Members With Chronic | has a sufficient network of PCPs and most specialty provider types to provide
Conditions services to members with chronic conditions. However, Molina did not have a
sufficient network of dialysis/ESRD facility providers in Washoe County.
Therefore, this gap may impact services for members who have been
diagnosed with ESRD or other kidney disease requiring dialysis. The results
of the analyses and reporting efforts related to evidence-based practices for
members with chronic conditions will be included in the SFY 2023 EQR
technical report.

Health and Wellness of Quality, Timeliness, and Access—Molina demonstrated through the NAV
Pregnant Women activity that it has a deficit of OB/GYN providers available to provide
services to members in both Clark and Washoe counties. Therefore, this may
impact the availability of existing OB/GYN providers in these counties to see
pregnant members timely. However, Molina demonstrated through its
readiness review activity that it has contingency plans in place to ensure all
members can access services timely, including pregnant members and
members who have delivered babies. The results of the analyses and reporting
efforts related to the health and wellness of pregnant women will be included
in the SFY 2023 EQR technical report.

Evidence-Based Practices Quality, Timeliness, and Access—Molina demonstrated through the NAV
for Members With activity that it has an adequate network of behavioral health providers in both
Behavioral Health Clark and Washoe counties. Therefore, Molina should have an appropriate
Conditions network of providers to provide behavioral health services to its members

diagnosed with mental illness and SUD. The results of the analyses and
reporting efforts related to evidence-based practices for members with
behavioral health conditions will be included in the SFY 2023 EQR technical

report.
Appropriate Prescribing Quality—Molina demonstrated through the compliance review activity that it
Practices has appropriate practices in place for ensuring its providers are aware of its

adopted practice guidelines, including guidelines related to the prescribing of
opioids. The results of the analyses and reporting efforts related to appropriate
prescribing practices will be included in the SFY 2023 EQR technical report.
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SilverSummit Healthplan, Inc.
Validation of Performance Improvement Projects

Performance Results

SilverSummit completed and submitted Module 4 (PIP Conclusions) for validation for each topic.
HSAG organized and analyzed SilverSummit’s PIP data to draw conclusions about the MCO’s quality
improvement efforts. Based on its review, HSAG determined the overall methodological validity of the
PIP, as well as the overall success in achieving the SMART Aim goal. As part of this determination,
HSAG evaluated the appropriateness and validity of the SMART Aim measure, as well as trends in the
SMART Aim measurements, in comparison with the reported baseline rate and goal. To represent the
validity and reliability of each PIP, HSAG assigned a level of confidence (i.e., High confidence,
Confidence, Low confidence, Reported PIP results were not credible). Refer to Appendix A for details
regarding the scoring methodology for each level of confidence. The validation findings assessed by
HSAG, and a description of the interventions implemented by SilverSummit for each PIP, are displayed
in Table 3-49 through Table 3-52.

Table 3-49—SMART Aim Measure Results for CDC HbA1c Poor Control >9.0%

SMART Aim Lowest Rate Confidence
Goal Rate Achieved Level

SMART Aim Baseline Rate

By June 30, 2021, SilverSummit aims to
decrease the percentage of male diabetic 0 0 0 Low
members aged 18—75 who have had a reported 83.0% 63.0% 72.6% confidence

HbA1c level of > 9.0% from 83% to 63%.

Table 3-50—Intervention for CDC HbA1c Poor Control >9.0%

Intervention #1: CDC HbA1c Poor Control >9.0%

itimseiiten Dessdipion Targeted Member Outreach Using Emergency Room Demographic

Information
Intervention Impact The MCO reported the intervention was unsuccessful.
Intervention Status Abandoned

Intervention #2: CDC HbA1c Poor Control >9.0%

Targeted Member Outreach Using Demographic Information Obtained from

Lo D pitem Provider Claims Data or Medical Records

The MCO did not provide intervention testing results; therefore, the impact is

Intervention Impact
unknown.

Intervention Status Unknown
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Table 3-51—SMART Aim Measure Results for Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care

SMART Aim | Highest Rate Confidence

MART Ai Baseline R
S im aselineRate |~ o . Achieved Level

By June 30, 2021, SilverSummit’s aim is to
increase the percentage of pregnant members
who have a live birth delivery planned at
[hospitals*] to obtain a prenatal care visit
within the first trimester of pregnancy from 5%
to 25%.

Reported PIP
5% 25% NR results were
not credible

* Provider name has been redacted for privacy purposes.

Table 3-52—Intervention for Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care

Intervention: Prenatal and Postpartum Care (PPC) Timeliness of Prenatal Care PIP

Intervention Description Targeted provider and office staff CPT code training

Incomplete intervention testing data were provided in the PIP submission and

Int tion I t . . .
ntervention Mpac the MCO did not report on outcomes; therefore, the impact is unknown.

Intervention Status Unknown

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PIP validation against the domains of quality,
timeliness, and access. Substantial strengths and weaknesses within the findings of the PIP validation
have been linked to and impacted one or more of these domains. If a domain is not associated with an
identified strength or weakness, the findings did not determine significant impact to the quality,
timeliness, and/or accessibility of care.

Strengths

Strength #1: SilverSummit developed methodologically sound improvement projects that met
both State and federal requirements. [Quality]

Weaknesses and Recommendations

Weakness #1: SilverSummit did not achieve its goal to decrease the rate of HbAlc test results
greater than 9 percent or missing HbA 1¢ test results among male diabetic members ages 18 to 75
who have a reported HbAlc level greater than 9 percent. [Quality]

Why the weakness exists: SilverSummit provided the rolling 12-month data for the SMART
Aim measure from February 2020 through May 2021. The lowest result achieved was
72.6 percent in December 2020, indicating implemented interventions were not effective.
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Recommendation: SilverSummit should apply lessons learned and knowledge gained from its
intervention efforts and proceed with implementing new interventions to support quality
improvement.

Weakness #2: Incomplete data reporting and interpretation of results resulted in SilverSummit
receiving a level of Low confidence on the CDC HbAIc Poor Control >9.0% PIP and a level of
Reported PIP results were not credible on the Prenatal and Postpartum Care (PPC) Timeliness
of Prenatal Care PIP.

Why the weakness exists: SilverSummit did not provide complete performance measure data
for the CDC HbAlc Poor Control >9.0% PIP. For the Prenatal and Postpartum Care (PPC)
Timeliness of Prenatal Care PIP, HSAG was unable to determine if SilverSummit achieved the
SMART Aim goal because the data documented in the SMART Aim run chart appeared to be the
monthly intervention testing data and not the rolling 12-month SMART Aim measure data. The
rolling 12-month SMART Aim measure denominators were significantly lower as compared to
the baseline denominator of 530 births. It was unclear if the approved methodology was followed
for the rolling 12-month SMART Aim measurement periods. The June 2021 rolling 12-month
SMART Aim measurement period was omitted, and the SMART Aim run chart had data issues.
Based on the information provided, HSAG could not determine if the approved methodology
was followed through to the end of the Prenatal and Postpartum Care (PPC) Timeliness of
Prenatal Care PIP. The interventions tested for both PIPs were unsuccessful, and the MCO did
not provide sufficient data or narrative results for HSAG to make any type of assessment.

Recommendations: SilverSummit should ensure that its data and interpretation of results are
complete and accurately documented in its PIP submissions. The MCO should include all
intervention testing data and outcomes. SilverSummit must follow and report data based on the
validated and approved PIP methodology.

Weakness #3: SilverSummit limited the number of interventions tested for the duration of the
PIP. [Quality, Timeliness, and Access]

Why the weakness exists: SilverSummit included one intervention for its Prenatal and
Postpartum Care (PPC) Timeliness of Prenatal Care PIP and two for the CDC HbAlc Poor
Control >9.0% PIP. Limiting the number of interventions tested may limit the opportunity for
the MCO to address other opportunities for improvement identified through its quality
improvement processes.

Recommendation: SilverSummit should consider testing more than one or two interventions
during the PIP study. Initiating multiple interventions will help SilverSummit address as many
identified opportunities for improvement as possible. SilverSummit should also apply lessons
learned and knowledge gained from its efforts and HSAG’s feedback throughout the PIP to
future PIPs and other quality improvement activities.
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Performance Measure Validation
Performance Results

Table 3-53 and Table 3-54 show SilverSummit’s Medicaid and Nevada Check Up performance
measure results for HEDIS MY 2019, MY 2020, and MY 2021, along with MY 2020 to MY 2021 rate
comparisons and performance target ratings. Measures for which lower rates suggest better performance
are indicated by an asterisk (*). For these measures, a decrease in the rate from MY 2020 to MY 2021
represents performance improvement and an increase in the rate from MY 2020 to MY 2021 represents
performance decline. The arrows (1 or |) indicate whether the HEDIS MY 2021 rate was above or
below NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark. Green and
red shading is used to indicate a 5 percentage point performance improvement or performance decline
from the prior year’s performance, while bolded rates indicate the MPS was achieved. Please note that
the arrows do not necessarily correlate to shading and bolded font.

Measures in the Utilization domain are designed to capture the frequency of services provided by the
MCO. With the exception of Ambulatory Care—Total (per 1,000 Member Months)—ED Visits—Total,
higher or lower rates in this domain do not necessarily indicate better or worse performance. Therefore,
these rates are provided for informational purposes only.

Table 3-53—Maedicaid HEDIS MY 2021 Performance Measure Results and Trending for SilverSummit

MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS

HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate

Access to Care

Adults’ Access to Preventive/Ambulatory Health Services (AAP)

Ages 20—44 Years 66.35% | 58.20% | 55.38%] -2.82
Ages 45—64 Years 75.54% | 69.12% | 66.42%)] -2.70
Ages 65 Years and Older” NA 79.41% | 59.23%)] -20.18
Total 69.38% | 61.54% | 58.64%| -2.90

Children’s Preventive Care

Childhood Immunization Status (CLS)

Combination 3 60.34% | 62.29% | 57.42%)] -4.87
Combination 7 49.15% | 53.77% | 51.58%]| -2.19
Combination 10 28.95% | 29.20% | 27.49%] -1.71
Immunizations for Adolescents (IMA)
Combination 1 (Meningococcal, Tdap) 82.00% | 78.59% | 76.64%)] -1.95
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HEDIS  HEDIS  HEDIS “:/lYYZzoozzol_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison
Combination 2 (Meningococcal, Tdap, HPV) 31.14% | 33.58% | 27.74%)| -5.84
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
BMI Percentile—Total 78.59% | 78.83% | 73.24%)| -5.59
Counseling for Nutrition—Total 65.69% | 70.56% | 66.91%)] -3.65
Counseling for Physical Activity—Total 59.12% | 66.91% | 61.07%)] -5.84
Well-Child Visits in the First 30 Months of Life (W30)
ZZ;:SZZ Zizg in the First 15 Months—Six or More o 54.96% | 56.31%1 135
Zeﬁoiﬁl%elgfgzgzrésg;sﬁ Months to 30 Months—Two o 68.08% | 60.53%] 755
Child and Adolescent Well-Care Visits (WCV)
3-11 Years — 39.99% | 43.66%)] 3.67
12-17 Years — 32.03% | 35.55%)] 3.52
18-21 Years — 16.64% | 16.80%] 0.16
Total" — 33.70% | 36.57%] 2.87
Women’s Health and Maternity Care
Breast Cancer Screening (BCS)
Breast Cancer Screening 47.54% | 44.68% | 40.99%] -3.69
Chlamydia Screening in Women (CHL)"
16-20 Years — — 46.84% NC
21-24 Years — — 56.73% NC
Total — — 53.07% NC
Prenatal and Postpartum Care (PPC)
Timeliness of Prenatal Care 7591% | 71.53% | 73.24%)] 1.71
Postpartum Care 54.74% | 58.64% | 62.77%)] 4.13
Care for Chronic Conditions
Asthma Medication Ratio (AMR)"
5-11 Years — — 72.58% NC
1218 Years — — 53.19% NC
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HEDIS  HEDIS  HEDIS “:/lYYZzoozzol_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison

19-50 Years — — 34.09% NC

51-64 Years — — 37.66% NC

Total — — 42.00% NC
Comprehensive Diabetes Care (CDC)

Hemoglobin Alc (HbAlc) Testing” 74.70% | 70.56% | 75.67%)] 5.11

HbAIc Poor Control (>9.0%)* 53.04% | 56.45% | 52.07%] -4.38

HbAlc Control (<8.0%) 37.71% | 37.47% | 42.82%] 5.35

Eye Exam (Retinal) Performed 52.55% | 50.36% | 49.39%)] -0.97

Blood Pressure Control (<140/90 mm Hg) — 36.50% | 44.28%)] 7.78
Controlling High Blood Pressure (CBP)

Controlling High Blood Pressure — 32.85% | 40.88%)] 8.03
Kidney Health Evaluation for Patients With Diabetes (KED)"

18—64 Years — 27.22% | 28.89% 1.67

65-74 Years — NA 41.18% NC

75-84 Years — NA NA NC

Total — 27.40% | 29.05% 1.65

Behavioral Health
Adherence to Antipsychotic Medications for Individuals With Schizophrenia (SAA)

Ac{herenc.e to Antzpsychotzc Medications for Individuals 44.05% | 39.32% | 41.14%) 182
With Schizophrenia

Antidepressant Medication Management (AMM)"
Effective Acute Phase Treatment — — 54.56% NC
Effective Continuation Phase Treatment — — 39.57% NC

Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD)

Diabetes Screening for People With Schizophrenia or
Bipolar Disorder Who Are Using Antipsychotic 76.77% | 69.19% | 71.56%)] 2.37
Medications

Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)
7-Day Follow-Up—Total 14.20% | 19.70% | 14.12%1 -5.58
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HEDIS  HEDIS  HEDIS “:/lYYZzoozzol_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison
30-Day Follow-Up—Total 19.05% | 26.57% | 20.05%] -6.52
Follow-Up After Emergency Department Visit for Mental Illness (FUM)
7-Day Follow-Up—Total 22.97% | 42.96% | 40.19%17 -2.77
30-Day Follow-Up—Total 32.43% | 53.66% | 48.43%] -5.23
Follow-Up After Hospitalization for Mental lllness (FUH)
7-Day Follow-Up—Total 28.10% | 36.69% | 31.07%| -5.62
30-Day Follow-Up—Total 44.59% | 54.62% | 45.99%] -8.63
Follow-Up Care for Children Prescribed ADHD Medication (ADD)
Initiation Phase 49.40% | 47.71% | 49.02%1 1.31
Continuation and Maintenance Phase NA NA NA NC
Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET)
Initiation of AOD—Total 4543% | 41.27% | 42.27%)| 1.00
Engagement of AOD—Total 12.84% | 10.78% | 11.31%)] 0.53
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)
Blood Glucose and Cholesterol Testing—Total 21.24% | 25.41% | 34.17%1 8.76
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP)"
1-11 Years — — NA NC
12—17 Years — — 51.61% NC
Total — — 53.06% NC
Utilization
Ambulatory Care—Total (per 1,000 Member Months) (AMB)"
ED Visits—Total* 66.17 48.01 45.76 -2.25
Outpatient Visits—Total 286.69 250.67 237.62 -13.05
Mental Health Utilization—Total (MPT)"
Inpatient—Total 1.43% 1.13% 1.10% -0.03
Intensive Outpatient or Partial Hospitalization—Total 0.18% 0.12% 0.15% 0.03
Outpatient—Total 14.46% | 10.43% 7.06% -3.37
ED—Total 0.06% 0.04% 0.04% 0.00
Telehealth—Total 0.17% 5.26% 4.47% -0.79
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HEDIS HEDIS HEDIS “&:22002201_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate
Rate Rate Rate .
Comparison
Any Service—Total 14.99% | 12.18% 9.51% -2.67
Plan All-Cause Readmissions (PCR)

Observed Readmissions—Total 13.42% 13.58% 12.58% -1.00
Expected Readmissions—Total” 9.73% 10.30% 9.59% -0.71
O/E Ratio—Total" 1.38 1.32 1.31 -0.01

Overuse/Appropriateness of Care

Use of Opioids at High Dosage (HDO) *

Use of Opioids at High Dosage 5.42% 4.50% | 4.14%1 -0.36
Use of Opioids From Multiple Providers (UOP)*

Multiple Prescribers 32.45% | 24.93% | 17.52%1 -7.41

Multiple Pharmacies” 2.65% 0.62% 0.39%7 -0.23

Multiple Prescribers and Multiple Pharmacies” 1.86% 0.18% 0.08%7 -0.10

1 Indicates the HEDIS MY 2021 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

| Indicates the HEDIS MY 2021 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

* A lower rate indicates better performance for this measure.

— Indicates that the MCO 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.

A Indicates HEDIS MY 2021 QISMC goals are unavailable for this measure or indicator.

NC indicates the MY 2020-MY 2021 Rate Comparison could not be calculated because data are not available for both years.

NA indicates that the MCO followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.

Bolded rates indicate that the HEDIS MY 2021 performance measure rate was at or above the MPS.

Indicates that the HEDIS MY 2021 rate declined by 5 percentage points or more from HEDIS MY 2020.

Indicates that the HEDIS MY 2021 rate improved by 5 percentage points or more from HEDIS MY 2020.

SFY 2022 EQR Technical Report Page 3-83
State of Nevada NV2022_EQR-TR_F1_0223



e ASSESSMENT OF MICO PERFORMANCE

HS AG 5
S

Table 3-54—Nevada Check Up HEDIS MY 2021 Performance Measure Results and Trending for SilverSummit

MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS

HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate

Children’s Preventive Care

Childhood Immunization Status (CIS)

Combination 3 84.31% | 81.40% | 75.51%1 -5.89
Combination 7 68.63% | 74.42% | 69.39%1 -5.03
Combination 10 41.18% | 46.51% | 42.86%1 -3.65
Immunizations for Adolescents (IMA)
Combination 1 (Meningococcal, Tdap) 86.36% | 90.63% | 86.02%7 -4.61
Combination 2 (Meningococcal, Tdap, HPV) 33.33% | 43.75% | 26.88%)] -16.87
Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
BMI Percentile—Total 73.48% | 76.64% | 75.43%)] -1.21
Counseling for Nutrition—Total 66.42% | 67.88% | 65.45%)] -2.43
Counseling for Physical Activity—Total 62.04% | 66.42% | 62.04%)] -4.38

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 — | %625% | NA NC
Zeﬁoigl%elgfgzgzréiisﬁ Months to 30 Months—Two o 85.42% | 69.77%] 15.65
Child and Adolescent Well-Care Visits (WCV)
3-11 Years — 44.81% | 43.39%| -1.42
12—17 Years — 40.76% | 39.79%)] -0.97
18-21 Years — 21.84% | 29.91%1 8.07
Total" — 41.56% | 40.95%] -0.61
Women’s Health and Maternity Care
Chlamydia Screening in Women (CHL)"
16-20 Years — — 34.15% NC
21-24 Years — — NA NC
Total — — 34.15% NC
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MY 2020-
MY 2021
Rate
Comparison

HEDIS HEDIS HEDIS
MY 2019 MY 2020 MY 2021
Rate Rate Rate

HEDIS Measure

Care for Chronic Conditions

Asthma Medication Ratio (AMR)"

5-11 Years — — NA NC
12—18 Years — — NA NC
19-50 Years — — NA NC
51—-64 Years — — NA NC
Total — — NA NC

Behavioral Health

Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence (FUA)"

7-Day Follow-Up—Total — NA NA NC

30-Day Follow-Up—Total — NA NA NC
Follow-Up After Emergency Department Visit for Mental lllness (FUM)

7-Day Follow-Up—Total NA NA NA NC

30-Day Follow-Up—Total NA NA NA NC
Follow-Up After Hospitalization for Mental Illness (FUH)

7-Day Follow-Up—Total NA NA NA NC

30-Day Follow-Up—Total NA NA NA NC
Follow-Up Care for Children Prescribed ADHD Medication (ADD)

Initiation Phase NA NA NA NC

Continuation and Maintenance Phase” NA NA NA NC
Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment (IET)

Initiation of AOD—Total NA NA NA NC

Engagement of AOD—Total NA NA NA NC
Metabolic Monitoring for Children and Adolescents on Antipsychotics (APM)

Blood Glucose and Cholesterol Testing—Total NA NA NA NC
Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (APP)"

1-11 Years — — NA NC

12—17 Years — — NA NC
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HEDIS  HEDIS  HEDIS “:/lYYZzoozzol_
HEDIS Measure MY 2019 MY 2020 MY 2021
Rate Rate Rate Rate.
Comparison
Total — — NA NC
Utilization
Ambulatory Care—Total (per 1,000 Member Months) (AMB)"
ED Visits—Total * 30.68 15.41 18.02 2.61
Outpatient Visits—Total 237.83 168.42 158.88 -9.54
Mental Health Utilization—Total (MPT)"
Inpatient—Total 0.23% 0.61% 0.49% -0.12
Intensive Outpatient or Partial Hospitalization—Total 0.14% 0.06% 0.15% 0.09
Outpatient—Total 9.79% 6.39% 5.73% -0.66
ED—Total 0.00% 0.00% 0.10% 0.10
Telehealth—Total 0.09% 3.61% 2.96% -0.65
Any Service—Total 9.84% 7.55% 7.10% -0.45

1 Indicates the HEDIS MY 2021 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

| Indicates the HEDIS MY 2021 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile
benchmark.

* A lower rate indicates better performance for this measure.

— Indicates that the MCO 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.

~ Indicates HEDIS MY 2021 QISMC goals are unavailable for this measure or indicator.

NC indicates the MY 2020-MY 2021 Rate Comparison could not be calculated because data are not available for both years.

NA indicates that the MCO followed the specifications, but the denominator was too small (i.e., <30) to report a valid rate.

Indicates that the HEDIS MY 2021 rate declined by 5 percentage points or more from HEDIS MY 2020.

Indicates that the HEDIS MY 2021 rate improved by 5 percentage points or more from HEDIS MY 2020.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PMV against the domains of quality, timeliness,
and access. Substantial strengths and weaknesses within the findings of the PMV have been linked to
and impacted one or more of these domains. If a domain is not associated with an identified strength or
weakness, the findings did not determine significant impact to the quality, timeliness, and/or
accessibility of care.
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Strengths

Strength #1: Within the Care for Chronic Conditions domain, SilverSummit’s Medicaid population
demonstrated an increase of more than 5 percentage points for the Controlling High Blood Pressure
measure and the Comprehensive Diabetes Care—HbA Ic Testing, HbAlc Control (<8.0%), and
Blood Pressure Control (<140/90 mm Hg) measure indicators. This performance suggests
SilverSummit’s Medicaid members are receiving appropriate screenings and treatment for
managing blood pressure and diabetes, which is essential to prevent heart disease, stroke, and
premature death. [Quality]

Strength #2: Within the Children’s Preventive Care domain for SilverSummit’s Nevada Check Up
population, performance for the Child and Adolescent Well-Care Visits—I18—21 Years measure
indicator increased by more than 5 percentage points from the prior year and ranked above NCQA’s
Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks. This performance
suggests SilverSummit’s Nevada Check Up members ages 18-21 years are receiving the
recommended amount of well-care visits, which provide an opportunity for providers to influence
health and development, and they are a critical opportunity for screening and counseling. [Quality]

Strength #3: Within the Behavioral Health domain for SilverSummit’s Medicaid population,
performance for the Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood
Glucose and Cholesterol Testing—Total measure indicator rate increased by more than 5 percentage
points from the prior year and ranked above NCQA’s Quality Compass HEDIS 2021 Medicaid
HMO 50th percentile benchmarks. This improved performance indicates SilverSummit’s dedication
to ensuring appropriate management of its child and adolescent members on antipsychotic
medications, which may potentially lower the risk for developing serious metabolic health
conditions. [Quality]

Strength #4: Within the Overuse/Appropriateness of Care domain for SilverSummit’s Medicaid
population, performance for the Use of Opioids at High Dosage measure and Use of Opioids From
Multiple Providers measure indicators met the MPS and ranked above NCQA’s Quality Compass
HEDIS 2021 Medicaid HMO 50th percentile benchmarks. This performance indicates
SilverSummit is appropriately monitoring its Medicaid members who are taking opioid medications
and identifying members who may be at high risk for opioid overuse and misuse. This oversight is
critical in preventing fatal and non-fatal overdoses. [Quality]

Weaknesses and Recommendations

Weakness #1: Within the Access to Care domain for SilverSummit’s Medicaid population, all
measure indicator rates for Adults’ Access to Preventive/Ambulatory Health Services ranked below
NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks and did not
meet the MPS. In addition, the Ages 65 Years and Older measure indicator demonstrated a
significant decline of more than 20 percentage points. Preventive and ambulatory visits are an
opportunity for members to receive preventive services and counseling on topics such as diet and
exercise, as well as help address acute issues or manage chronic conditions. [Access]
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Why the weakness exists: The Access to Care measure rates for adult Medicaid members
performed below the MPS, suggesting that members are not always able to access providers for
preventive services in a timely manner. Additionally, adults are not visiting PCPs as needed to
maintain optimal health, especially for the Ages 65 Years and Older age group. These members may
have difficulties finding a provider that accepts Medicaid or may be choosing to not go to the doctor.
Declines in rates may also coincide with the continued increase of COVID-19 cases in 2021. As
reported by SilverSummit, the COVID-19 PHE resulted in provider office closures, restricted hours,
and provider staffing issues, which impacted providers’ ability to see members and outreach for
educational purposes. Additionally, members’ fear of contracting COVID-19 also likely impacted
individuals from seeking healthcare services.

Recommendation: SilverSummit should continue its initiatives to mitigate the barriers caused by
the COVID-19 PHE, including promoting and encouraging telehealth services and conducting
member outreach through member newsletters, flyers, and the website. SilverSummit should also
continue its efforts to evaluate network adequacy and implement interventions in those ZIP Codes in
which there are disparities in service utilization.

Weakness #2: With the exception of Well-Child Visits in the First 30 Months of Life—Six or More
Well-Child Visits measure indicator, all measure rates within the Children’s Preventive Care domain
for SilverSummit’s Medicaid population ranked below NCQA’s Quality Compass HEDIS 2021
Medicaid HMO 50th percentile benchmarks. In addition, a decline in performance of more than

5 percentage points was shown for the Immunizations for Adolescents—Combination 2, Weight
Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI
Percentile—Total and Counseling for Physical Activity—Total, and Well-Child Visits in the First 30
Months of Life—Two or More Well-Child Visits measure indicators. Within SilverSummit’s Nevada
Check Up population, a decline in performance of more than 5 percentage points was shown for the
Childhood Immunization Status—Combination 3 and Combination 7, Immunizations for
Adolescents—Combination 2, and Well-Child Visits in the First 30 Months of Life—Two or More
Well-Child Visits measure indicators. This performance suggests that not all of SilverSummit’s
Medicaid and Nevada Check Up child and adolescent members are receiving the recommended
immunizations and well-care visits, which are important for avoiding vaccine-preventable diseases,
as well as screening and counseling, which are important at every stage of life. [Quality]

Why the weakness exists: Immunization and well-care visit declines may have been due to
lingering effects of the COVID-19 PHE during 2021. Factors that may have contributed to the
declines during this time include provider staffing shortages and the requirement or recommendation
to stay at home, while the fear of contracting COVID-19 also likely continued to deter individuals
from seeking healthcare services, including immunizations and well-care visits. As reported by
SilverSummit, there was an overall hesitancy for members to get vaccinations during the period
they were not attending school in person due to COVID-19, particularly with the Latino population.

Recommendation: HSAG recommends SilverSummit continue its “Project Neighborhood Health”
initiative that was implemented to promote screenings and vaccinations in specific ZIP Codes where
there are disparities in service utilization. As part of this initiative, SilverSummit should conduct

ongoing analyses to confirm that the initiative is successful at increasing the prevalence of well-care
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visits and immunizations. If the intervention is not successful, SilverSummit should implement new
interventions to improve performance in the Children’s Preventive Care domain.

Weakness #3: SilverSummit did not meet the MPS for any performance measure rates for its
Nevada Check Up population. Furthermore, SilverSummit did not meet the MPS for any
performance measure rates for its Medicaid population other than the Use of Opioids at High
Dosage and Use of Opioids From Multiple Providers measures. [Quality, Timeliness, and Access]

Why the weakness exists: As reported by SilverSummit, lingering effects of the COVID-19 PHE
may have contributed to lower service utilization. However, it is likely that other factors also
contributed to members not seeking services, such as access issues or lack of transportation.

Recommendation: SilverSummit should continue to conduct analyses on all performance measure
rates that did not meet the MPS for the Medicaid and Nevada Check Up populations. HSAG
recommends that SilverSummit monitor rates regularly and consider whether there are disparities
within its populations that contribute to lower performance in a particular race or ethnicity, age
group, ZIP Code, etc. Upon identification of a root cause, SilverSummit should implement
appropriate interventions to improve performance. SilverSummit should also conduct a
comprehensive review of all member grievances reported over the past 12 months to determine other
factors that may have contributed to members not accessing services and implement interventions to
mitigate any noted barriers.

Compliance Review

Performance Results

Table 3-55 presents SilverSummit’s compliance review scores for each standard evaluated during the
current three-year compliance review cycle. SilverSummit was required to submit a CAP for all
reviewed standards scoring less than 100 percent compliant. SilverSummit’s implementation of the
plans of action under each CAP will be assessed during the third year of the three-year compliance
review cycle, and a reassessment of compliance will be determined for each standard not meeting the
100 percent compliance threshold.

Table 3-55—Standard Compliance Scores for SilverSummit

Associated
Compliance Review Standard Federal Compliance Score

Citations’

Mandatory Standards

Year One (SFY 2021)
Standard [—Disenrollment: Requirements and Limitations §438.56 100%
Standard II—Member Rights and Member Information 3438.10 77%
£ §438.100 °
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Associated
Compliance Review Standard Federal Compliance Score
Citations®
Mandatory Standards
Standard III—Emergency and Poststabilization Services §438.114 100%
Standard IV—Availability of Services §438.206 90%
Standard V—Assurances of Adequate Capacity and Services §438.207 100%
Standard VI—Coordination and Continuity of Care §438.208 1%
Standard VII—Coverage and Authorization of Services §438.210 67%
Year Two (SFY 2022)
Standard VIII—Provider Selection §438.214 83%
Standard IX—Confidentiality §438.224 100%
Standard X—Grievance and Appeal Systems §438.228 76%
Standard XI—Subcontractual Relationships and Delegation §438.230 1%
Standard XII—Practice Guidelines §438.236 100%
Standard XIII—Health Information Systems® §438.242 100%
?ggliaggéln\t/;(?glgﬁy Assessment and Performance §438.330 979
Year Three (SFY 2023)
Review of MCO implementation of Year One and Year Two CAPs

! The compliance review standards comprise a review of all requirements, known as elements, under the associated federal
citation, including all requirements that are cross-referenced within each federal standard, as applicable (e.g., Standard
X—~Grievance and Appeal Systems includes a review of §438.228 and all requirements under 42 CFR Subpart F).

2 The Health Information Systems standard includes an assessment of the MCO’s IS capabilities.

Table 3-56 presents SilverSummit’s scores for each standard evaluated during the SFY 2022
Compliance Review activity. Each element within a standard was scored as Met or Not Met based on
evidence found in SilverSummit’s written documents, including policies, procedures, reports, and
meeting minutes; and interviews with MCO staff members. The SFY 2022 Compliance Review activity
demonstrated how successful SilverSummit was at interpreting specific standards under 42 CFR Part
438—Managed Care and the associated requirements under its managed care contract with DHCFP.

Table 3-56—SFY 2022 Standard Compliance Scores for SilverSummit

Total Total Number of Total
Standard Applicable Elements Compliance
Elements
Elements Score
Standard VIII—Provider Selection 12 12 10 2 0 83%
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Total Total Number of Total
Standard Applicable Elements Compliance
Elements
Elements Score
Standard IX—Confidentiality 11 11 11 0 0 100%
Standard X—Grievance and Appeal Systems 38 38 29 9 0 76%
Standar(‘i XI—Subcontractual Relationships and 7 7 5 ) 0 71%
Delegation

Standard XII—Practice Guidelines 10 10 10 0 0 100%
Standard XIII—Health Information Systems' 14 14 14 0 0 100%
Standard XIV—~Quality Assessment and 42 39 38 1 3 97%

Performance Improvement Program
Total 134 131 117 | 14 3 89%

M = Met; NM = Not Met; NA = Not Applicable

Total Elements: The total number of elements within each standard.

Total Applicable Elements: The total number of elements within each standard minus any elements that were NA. This
represents the denominator.

Total Compliance Score: The overall percentages were obtained by adding the number of elements that received a score of
Met (1 point), then dividing this total by the total number of applicable elements.

! The Health Information Systems standard included an assessment of the MCO’s IS capabilities.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the compliance review activity against the domains
of quality, timeliness, and access. Substantial strengths and weaknesses within the findings of the
compliance review have been linked to and impacted one or more of these domains. If a domain is not
associated with an identified strength or weakness, the findings did not determine significant impact to
the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: SilverSummit achieved full compliance for the Confidentiality program area,
demonstrating that the MCO had appropriate policies and processes for the use and disclosure of
members’ PHI and members’ privacy rights, and provided required notices related to privacy
practices. [Quality]

Strength #2: SilverSummit achieved full compliance for the Practice Guidelines program area,
demonstrating that the MCO adopted evidence-based practice guidelines, disseminated its practice
guidelines to all affected providers, and rendered utilization management and coverage of services
decisions consistent with its practice guidelines. [Quality and Access]

Strength #2: SilverSummit achieved full compliance for the Health Information Systems program
area, demonstrating that the MCO maintained a health information system that collects, analyzes,
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integrates, and reports data on areas including, but not limited to, utilization, claims, grievances and
appeals, and disenrollment for other than loss of Medicaid eligibility. [Quality, Timeliness, and
Access]

Weaknesses and Recommendations

Weakness #1: SilverSummit received a score of 76 percent in the Grievance and Appeal Systems
program area, indicating that the MCO had not implemented a member grievance and appeal process
that met all federal and contractual requirements. A total of nine deficiencies were identified.
[Quality, Timeliness, Access]|

Why the weakness exists: SilverSummit did not demonstrate that reasonable efforts were made to
provide oral notice to the member of the grievance resolution, resolution letters inappropriately
included appeal rights, the MCO did not include in policy or demonstrate in practice that the MCO
would inform members of their grievance rights should the member disagree with the decision to
extend the grievance resolution time frame, written consent from the member was not consistently
obtained when an appeal was filed by someone else on behalf of the member, reasonable efforts to
give members prompt oral notice of the delay when appeal resolution time frames were extended
was not demonstrated, adverse benefit determination notices incorrectly informed members that a
signed written appeal must be provided to the MCO for oral appeals, members were not informed
about the opportunity to present evidence as part of the appeal process, and the MCO lacked a
documented process for when an appeal is not resolved timely.

Recommendation: While SilverSummit was required to develop a CAP, given the high volume of
deficiencies identified in the MCQO’s grievance and appeal process, HSAG recommends that the
MCO conduct a comprehensive review of all policies, procedures, workflows, letter templates, and
all other member grievance and appeal materials to identify any additional opportunities for
improvement in this program area. HSAG also recommends that SilverSummit conduct additional
staff training once all materials have been reviewed and revised, and enhance management oversight
of the grievance and appeal process.

Weakness #2: SilverSummit received a score of 71 percent in the Subcontractual Relationships and
Delegation program area, indicating gaps in the MCO’s process for ensuring its delegation
agreements include all required federal and State contractual provisions.

Why the weakness exists: Of the delegation agreements reviewed as part of the case file review,
HPN’s right to audit provisions within the agreements did not fully align with the federally required
language, or were located under a Medicare-specific addendum that did not support the Nevada
Managed Care Program. Further, the MCO did not effectively demonstrate that when deficiencies or
areas for improvement are noted during its auditing and monitoring processes of the delegate,
corrective action is taken.

Recommendation: While SilverSummit was required to develop a CAP, HSAG recommends that
the MCO conduct a comprehensive review of all written arrangements with its delegates for the

Nevada Managed Care Program and ensure they include all provisions required by federal and State
contractual requirements. SilverSummit should include the provisions verbatim, when appropriate,
to ensure no misinterpretation of the requirements. Additionally, the MCO should update its formal
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auditing process, specifically the scoring methodology for determining when a CAP is or is not
required from a delegate, to ensure deficiencies identified during the auditing process are remedied

appropriately.
Network Adequacy Validation

Performance Results

Table 3-57 presents SilverSummit’s network capacity analysis results and compares the provider ratios
to the standards displayed in Table 3-4. Assessed provider ratios shown in green indicate the provider
ratio was in compliance with the access standard, whereas provider ratios shown in red indicate the

provider ratio was not in compliance with the access standard.

Table 3-57—Summary of Ratio Analysis Results for PCPs and Specialty Care Providers for SilverSummit

Provider Category Providers* CIarII;a(i(i):nty Co\tlx\:!ati/hlgaetio S’s\:;\;v:ge
PCPs (1:1,500) 1,695 1:76 1:10 1:85
PCP Extenders (1:1,800) 1,591 1:49 1:7 1:55
Physician Specialists (1:1,500) 1,675 1:76 1:10 1:86

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate the result
does not comply with the access standard; PCP: Primary Care Provider.
* Providers contracted statewide and contracted providers located in the Nevada Medicaid catchment areas were included in provider counts.

** Statewide ratio incorporates all Nevada counties included in the DHCFP member file submission and members enrolled with the MCO

as of March 1, 2022.

Table 3-58 presents SilverSummit’s geographic network distribution analysis and compares the
percentage of members within the access standard compared to the standards displayed in Table 3-5.
Assessed results shown in green indicate that the percentage of members within the access standard was
in compliance, and percentages shown in red indicate a result of less than 99.0 percent.

Table 3-58—Percentage of Members Residing Within the Access Standard Areas for SilverSummit

Provider Category

Clark
County

Washoe
County

Statewide*

Primary Care Providers

Primary Care, Adults (10 miles/15 mins) 99.9% 99.3% 99.8%

OB/GYN (10 miles/15 mins) 98.9% 95.2% 98.4%

Pediatrician (10 miles/15 mins) >99.9% 97.5% 99.6%

Physician Specialists

Endocrinologist (40 miles/60 mins) >99.9% 100% >99.9%
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Provider Category CS)I::\It(y ‘2’2:::; Statewide*
Endocrinologist, Pediatric (40 miles/60 mins) >99.9% 100% >99.9%
Infectious Disease (40 miles/60 mins) >99.9% 100% 99.9%
Infectious Disease, Pediatric (40 miles/60 mins) >99.9% 100% >99.9%
Oncologist/Radiologist (40 miles/60 mins) >99.9% 100% >99.9%
Oncologist—Medical/Surgical (30 miles/45 mins) >99.9% 99.9% 99.9%
Oncologist—Medical/Surgical, Pediatric (30 miles/45 mins) >99.9% 99.9% 99.9%
Rheumatologist (40 miles/60 mins) >99.9% 100% 99.9%
Rheumatologist, Pediatric (40 miles/60 mins) >99.9% 0.0% 88.6%
Behavioral Health Providers
Il?l(l)rellgi Certified Child and Adolescent Psychiatrist (30 miles/45 100% 99 99 99 99
Psychiatrist (30 miles/45 mins) >99.9% >99.9% 99.9%
Psychologist (30 miles/45 mins) >99.9% >99.9% 99.9%
Psychologist, Pediatric (30 miles/45 mins) >99.9% 0.0% 88.6%
QMHP (30 miles/45 mins) 100% 100% >99.9%
QMHP, Pediatric (30 miles/45 mins) 100% 99.9% 99.9%
Facility-Level Providers
Hospitals, All (30 miles/45 mins) >99.9% >99.9% >99.9%
Pharmacy (10 miles/15 mins) 99.9% 99.5% 99.9%
Psychiatry Inpatient Hospital (30 miles/45 mins) >99.9% 99.9% 99.9%
Dialysis/ESRD Facility (30 miles/45 mins) >99.9% >99.9% >99.9%

Note: results shown in green font indicate the result complies with the access standard; results shown in red font indicate that less than

99.0 percent of members had access to the provider within the time and distance access standard.

* Statewide results incorporate all Nevada counties included in the DHCFP member file submission and members enrolled with the MCO

as of March 1, 2022.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the NAV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.
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Strengths

Strength #1: SilverSummit met the provider ratio requirements for PCPs and physician specialists
in both Clark and Washoe counties, indicating SilverSummit had a sufficient provider network for
its members to access services. [Access]

Weaknesses and Recommendations

Weakness #1: SilverSummit did not meet the time-distance contract standards for OB/GYN,
Pediatric Rheumatologist, and Pediatric Psychologist, indicating members may experience
challenges accessing these provider types within an adequate time or distance from their residence.
[Access]

Why the weakness exists: The lack of identified providers may result from either a lack of
contracted providers in these specialties or from an inability to identify those providers in the data.
Three of the four MCOs did not meet the contract adequacy standard for OB/GYN, and all four
MCOs did not meet the contract standard for Pediatric Rheumatologists, suggesting a potential lack
of these provider types within the counties served. Although half of the MCOs did not meet the
contract standard for Pediatric Psychologist, two MCOs did meet the contract standard, suggesting
that there may not be a lack of available providers and there may be other providers available for
contracting. SilverSummit reported that it has identified some Medicaid enrolled providers refusing
to contract with the MCOs.

Recommendation: HSAG recommends SilverSummit continue to conduct an in-depth review of
provider categories in which it did not meet the time-distance contract standards, with the goal of
determining whether or not the failure of the MCO to meet the contract standards was the result of a
lack of providers or an inability to contract providers in the geographic area. SilverSummit should
also continue to review DHCFP’s monthly enrolled provider file to identify providers that may be
able to fill any network gaps. When providers are not available for contracting, SilverSummit
should also continue its efforts to promote telehealth services and transportation benefits to mitigate
access to care issues.

Weakness #2: SilverSummit did not meet the time-distance contract standard in Washoe County
for the Pediatrician provider type, indicating child members may experience challenges accessing
pediatricians within an adequate time or distance from their residence. [Access]

Why the weakness exists: The lack of identified providers may result from a lack of available
Pediatrician providers in Washoe County, or a lack of Pediatrician providers in this county willing to
contract with SilverSummit. Three of the four MCOs did not meet the contract standard for the
Pediatrician provider type in Washoe County, further suggesting limited providers in this county
available for contracting.

Recommendation: HSAG recommends SilverSummit continue to review DHCFP’s monthly
enrolled provider list to determine if new providers are available in Washoe County for contracting.

SFY 2022 EQR Technical Report Page 3-95
State of Nevada NV2022_EQR-TR_F1_0223



e ASSESSMENT OF MICO PERFORMANCE

HSAG HEALTH SERVICES
A ADVISORY GROUP
Consumer Assessment of Healthcare Providers and Systems Analysis

Performance Results

Table 3-59 presents SilverSummit’s 2022 adult Medicaid, general child Medicaid, and CCC Medicaid
CAHPS top-box scores. Table 3-59 also includes SilverSummit’s 2022 Nevada Check Up general child
and CCC top-box scores. Arrows (| or 1) indicate 2022 scores that were statistically significantly higher
or lower than the 2021 national average.

Table 3-59—Summary of 2022 CAHPS Top-Box Scores for SilverSummit
Nevada Check

Adult General Child Nevada Check
Medicaid Medicaid Up CCC

CCC Medicaid Up General
Child

Composite Measures

Getting Needed Care NA NA NA NA NA
Getting Care Quickly NA NA NA NA NA
How Wel{ Doctors NA NA NA NA NA
Communicate
Customer Service NA NA NA NA NA
Global Ratings
Rating of All Health Care 53.2% NA NA NA NA
Rating of Personal Doctor 60.7% NA NA NA NA
Igjz?té:zlg of Specialist Seen Most NA NA NA NA NA
Rating of Health Plan 52.4% | 69.2% NA NA NA
Effectiveness of Care*
Advising Smokers and 0
Tobacco Users to Quit 61.7% 1 o o o o
Discussing Cessation o
Medications 41.0% 1 o o o o
?zscuss.zng Cessation 37.0% | . . o o

trategies
CCC Composite Measures/Items
Access to Specialized Services — — NA — NA
Family Centered Care (FCC):
Personal Doctor Who Knows — — NA — NA
Child
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Adult

Medicaid

General Child

Medicaid

CCC Medicaid

Nevada Check
Up General

Child
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Nevada Check

Up CCC

Coordination of Care for
Children With Chronic
Conditions

NA

NA

Access to Prescription
Medicines

NA

NA

FCC: Getting Needed
Information

NA

NA

A minimum of 100 responses is required for a measure to be reported as a CAHPS survey result. Measures that do not meet the minimum
number of responses are denoted as NA.

* These rates follow NCQA’s methodology of calculating a rolling two-year average.

T Indicates the 2022 score is statistically significantly higher than the 2021 national average.

1 Indicates the 2022 score is statistically significantly lower than the 2021 national average.
— Indicates the measure does not apply to the population.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the CAHPS findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: HSAG did not identify any strengths for SilverSummit for the CAHPS surveys.

Weaknesses and Recommendations

Weakness #2: Adult members had fewer positive experiences with their health plan since the score
for this measure was statistically significantly lower than the 2021 NCQA Medicaid national
average. [Quality]

Why the weakness exists: Adult members are reporting a more negative experience with their
health plan overall, which could be due to a perceived lack of ability to get the care they need.

Recommendation: HSAG recommends that SilverSummit focus on improving members’ overall
experiences with their health plan by performing a root cause analysis, which could determine if
there are any outliers within the data so that SilverSummit can identify the primary areas of focus
and develop appropriate strategies to improve the performance. SilverSummit should also continue
the initiatives it has already implemented based on previous analyses, including the member
concierge program, door-to-door visits by community health workers, and the promotion of urgent
care and engagement with providers to offer after-hours clinics.
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Weakness #2: The Effectiveness of Care scores were statistically significantly lower than the 2021
NCQA Medicaid national averages. [Quality]

Why the weakness exists: SilverSummit’s providers may not be advising members who smoke or
use tobacco to quit and may not be discussing cessation medications and strategies with their adult
members as much as other providers compared to national benchmarks. SilverSummit also reported
that provider offices continue to be impacted by COVID-19, making it difficult to provide education
because the offices are either closed or have limited hours, and they lack the human resources
necessary to receive the education.

Recommendation: HSAG recommends that SilverSummit focus on quality improvement
initiatives to provide medical assistance with smoking and tobacco use cessation and continue to
develop efforts to promote its Health Education & Wellness smoking cessation program.
SilverSummit should also continue with the development of a social media platform and provider
materials aimed at promoting smoking cessation and the available options to stop smoking, including
medication assistance.

Weakness #3: There were less than 100 respondents for every measure for the CCC populations and
Nevada Check Up general child population, several measures for the adult Medicaid population, and
every measure except Rating of Health Plan for the child Medicaid population; therefore, results
could not be reported for the other measures and other strengths and weaknesses could not be
identified. [Quality, Timeliness, Access]|

Why the weakness exists: Adult members and parents/caretakers of child members are less likely to
respond to the CAHPS survey.

Recommendation: HSAG recommends that SilverSummit focus on increasing response rates to the
CAHPS survey for all populations so there are greater than 100 respondents for each measure by
educating and engaging all employees to increase their knowledge of CAHPS, using customer service
techniques, oversampling, and providing member and provider awareness during the survey period.

Encounter Data Validation

Performance Results
Information Systems Review

The IS review component of the EDV study provided self-reported qualitative information from
SilverSummit for which HSAG conducted an IS review regarding the encounter data processes related
to collection, processing, and transmission of encounter data to DHCFP.

Based on contractual requirements and DHCFP’s data submission requirements (e.g., companion
guides), SilverSummit demonstrated its capability to collect, process, and transmit encounter data to
DHCEFP, as well as develop data review and correction processes that can respond to quality issues
identified by DHCFP. Additionally, SilverSummit also described the systems/subcontractor oversight
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and data remediation activities in place to ensure the completeness and accuracy of data submitted to
SilverSummit or processed on its behalf.

Comparative Analysis

Table 3-60 displays the percentage of records present in the files submitted by SilverSummit that were
not found in DHCFP’s files (record omission) and the percentage of records present in DHCFP’s files
but not present in the files submitted by SilverSummit (record surplus). Lower rates indicate better
performance for both record omission and record surplus.

Table 3-60—Record Omission and Surplus by Encounter Type for SilverSummit

Encounter Data Source Record Omission Record Surplus
Professional 1.7% 1.9%
Institutional 8.4% 1.9%
Pharmacy 0.7% 15.0%

Table 3-61 through Table 3-63 display the element omission, surplus, and accuracy results for each key
data element by encounter type for SilverSummit. For the element omission and surplus indicators,
lower rates indicate better performance; while for the element accuracy indicator, higher rates
indicate better performance.

Table 3-61—Element Omission, Surplus, and Accuracy—Professional Encounters for SilverSummit

Key Data Element Element Omission Element Surplus Element Accuracy
Recipient ID 0.0% 0.0% >99.9%
Header Service From Date 0.0% 0.0% >99.9%
Header Service To Date 0.0% 0.0% 100%
Detail Service From Date 0.0% 0.0% >99.9%
Detail Service To Date 0.0% 0.0% >99.9%
Billing Provider NPI 1.5% 0.0% 96.4%
Rendering Provider NPI 0.7% 26.9% >99.9%
Referring Provider NPI 3.6% 0.0% 100%
Primary Diagnosis Code 0.0% 0.0% 89.4%
Secondary Diagnosis Code' 0.0% 12.8% 93.2%
Procedure Code (CPT/HCPCS/CDT) <0.1% <0.1% >99.9%
Procedure Code Modifier <0.1% <0.1% >99.9%
NDC <0.1% <0.1% >99.9%
Drug Quantity <0.1% 0.0% 57.3%
Header Paid Amount 0.0% 0.0% 99.9%
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Key Data Element
Detail Paid Amount

Element Omission

0.0%
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Element Surplus

0.0%

Element Accuracy

99.9%

! Calculated for Diagnosis Code 2 only.

Table 3-62—Element Omission, Surplus, and Accuracy—Institutional Encounters for SilverSummit

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% 0.0% 100%
Header Service From Date 0.0% 0.0% 100%
Header Service To Date 0.0% 0.0% 100%
Detail Service From Date 0.0% 0.0% 98.5%
Detail Service To Date 0.0% 0.0% 98.5%
Billing Provider NPI 0.2% 0.0% >99.9%
Attending Provider NPI 1.7% 0.0% 100%
Referring Provider NPI 1.0% 0.0% NA
Primary Diagnosis Code 0.0% 0.0% 100%
Secondary Diagnosis Code' 0.0% <0.1% 100%
Procedure Code (CPT/HCPCS/CDT) 0.1% 0.3% 95.2%
Procedure Code Modifier 0.3% 0.5% 99.6%
Primary Surgical Procedure Code? 0.0% 0.0% 100%
Secondary Surgical Procedure Code 0.0% 0.0% 99.8%
NDC 0.3% 0.5% 97.1%
Drug Quantity 0.3% 0.0% 86.9%
Revenue Code <0.1% <0.1% 97.6%
Header Paid Amount 0.0% 0.0% 99.9%
Detail Paid Amount 0.0% 0.0% 97.9%

! Calculated for Diagnosis Code 2 only.

2 Calculated for Surgical Procedure Code 2 only.

NA indicates not applicable since no records had values present in both data sources.

Table 3-63—Element Omission, Surplus, and Accuracy—Pharmacy Encounters for SilverSummit

Key Data Element

Element Omission

Element Surplus

Element Accuracy

Recipient ID 0.0% 0.0% >99.9%
Date of Service 0.0% 0.0% 100%
Billing Provider NPI 1.0% 0.0% 100%
Prescribing Provider NPI 0.0% <0.1% >99.9%
NDC 0.0% 0.0% 99.8%
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Key Data Element Element Omission Element Surplus Element Accuracy
Drug Quantity 0.0% 0.0% 99.8%
Paid Amount 0.0% 0.0% 98.3%

Table 3-64 displays the all-element accuracy results for the percentage of records present in both data
sources with the same values (missing and non-missing) for all key data elements relevant to each
encounter data type for SilverSummit.

Table 3-64—All-Element Accuracy by Encounter Type for SilverSummit

Indicator Professional Institutional Pharmacy

All-Element Accuracy 52.3% 91.5% 97.3%

Medical Record Review

Table 3-65 presents the percentage of key data elements identified in the encounter data that were not
supported by the members’ medical records provided by SilverSummit (i.e., medical record omission)
and the percentage of key data elements from the members’ medical records that were not found in the
encounter data provided by SilverSummit (i.e., encounter data omission). Lower rates for each data
element indicate better performance.

Table 3-65 also displays the percentage of key data elements associated with validated dates of service
from the encounter data that were correctly coded based on the members’ medical records. Errors found
in the diagnosis coding were separated into two categories: inaccurate coding and specificity error.
Errors found in the procedure coding associated with the MRRs were separated into three categories:
higher level of service in the medical record, lower level of service in the medical record, and inaccurate
coding. The errors for the procedure code modifier data element could not be separated into
subcategories and therefore are not presented in Table 3-65. Higher accuracy rates for each data element
indicate better performance.

Table 3-65—MRR: Encounter Data Completeness and Accuracy for SilverSummit

Data Element Medical Record Encounter Data Element Error Tvoe
Omission! Omission? Accuracy?® P
Date of Service 40.7% 0.7% — —
. . Incorrect Code (100%)
D Cod 42.09 1.09 99.79
1agnosis L.ode o o % | Specificity Error (0.0%)
Incorrect Code (100%)
Lower Level of Services in
Procedure Code 43.3% 12.3% 99.0% Medical Records (0.0%)
Higher Level of Services in
Medical Records (0.0%)
Procedure Code Modifier 54.0% 1.6% 100% —
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Medical Record Encounter Data Element

Data Element . . ..
Omission?! Omission? Accuracy?®

Error Type

All-Element Accuracy* 66.8%

“—" indicates that the accuracy rate analysis and/or the error type analysis was not applicable to a given data element.

! Services documented in the encounter data but not supported by the members’ medical records. Lower rate values indicate
better performance.

2 Services documented in the members’ medical records but not in the encounter data. Lower rate values indicate better
performance.

3 Services documented in the members’ medical records associated with validated dates of service from the encounter data
that were correctly coded based on the medical records. Higher rate values indicate better performance.

4 The all-element accuracy rate describes the percentage of dates of service present in both DHCFP’s encounter data and in
the medical records with all data elements coded correctly (i.e., not omitted from the medical record; not omitted from the
encounter data; and, when populated, have the same values). As such, the gray cells indicate the evaluation for medical
record omission or encounter data omission is not applicable.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the EDV findings against the domains of quality, timeliness, and
access. Substantial strengths and weaknesses within the findings have been linked to and impacted one
or more of these domains. If a domain is not associated with an identified strength or weakness, the
findings did not determine significant impact to the quality, timeliness, and/or accessibility of care.

Strengths

Strength #1: SilverSummit demonstrated its capability to collect, process, and transmit encounter
data to DHCFP, as well as develop data review and correction processes that can promptly respond
to quality issues identified by DHCFP. [Quality and Timeliness]

Strength #2: SilverSummit’s professional encounter data appeared complete when comparing data
extracted from SilverSummit’s claims system to data extracted from DHCFP’s data warchouse.
Encounter data records from DHCFP-submitted files were highly corroborated in SilverSummit-
submitted files. [Quality]

Strength #3: Pharmacy data element comparison between data extracted from SilverSummit’s
claims systems and data extracted from DHCFP’s data warehouse also showed complete and
accurate data. [Quality]

Weaknesses and Recommendations

Weakness #1: SilverSummit had challenges requesting medical records from its contracted
providers, resulting in a low medical record procurement rate. The low medical record procurement
rate consequently impacted the results of the MRRs of key data elements that were evaluated.
[Quality and Timeliness]

Why the weakness exists: SilverSummit reported that the main reasons for missing medical
records were due to non-responsive providers or providers did not respond in a timely manner.
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Recommendation: To ensure SilverSummit’s contracted provider accountability in addressing
submission of medical records for auditing, inspection, and examination related to its members,
SilverSummit should consider strengthening and/or enforcing its contract requirements with
providers in providing the requested documentation.

Weakness #2: Procedure codes documented in the medical records were either not found in the
encounter data or were found in the encounter data but should have been coded with a different
procedure code. [Quality]

Why the weakness exists: While discrepancies may have been due to medical record non-
submission, other reasons may also have contributed to the discrepancies. Some of the potential
reasons include: (1) the provider did not document the services performed in the medical record, and
(2) the provider did not provide the service(s) found in the encounter data.

Recommendation: SilverSummit should consider performing periodic MRRs of submitted claims
to verify appropriate coding and data completeness. Any findings from these reviews should then be
shared with providers through periodic education and training regarding encounter data submissions,
medical record documentation, and coding practices.

Overall Conclusions for Quality, Timeliness, and Access to Healthcare Services

HSAG performed a comprehensive assessment of SilverSummit’s aggregated performance and its
overall strengths and weaknesses related to the provision of healthcare services to identify common
themes within SilverSummit that impacted, or will have the likelihood to impact, member health
outcomes. HSAG also considered how SilverSummit’s overall performance contributed to the Nevada
Managed Care Program’s progress in achieving the Quality Strategy goals and objectives. Table 3-66
displays each applicable performance area and the overall performance impact as it relates to the quality,
timeliness, and accessibility of care and services provided to SilverSummit’s Medicaid and Nevada
Check Up members.

Table 3-66—Overall Performance Impact Related to Quality, Timeliness, and Access

Performance Area Overall Performance Impact

Use of Preventive Services | Quality, Timeliness, and Access—Over the past three-year period (MY 2019-
MY 2021), there has been a steady decline in the percentage of SilverSummit’s
adult members accessing preventive services, and an even higher rate of decline
in members 65 years and older. While there has been improvement in the
percentage of Medicaid children and adolescents between the ages of 3 and 21
years who received one or more well-care visits with a PCP or an OB/GYN
provider during the year and well-child visits for members in the first 30 months
of life, there was a significant decline in well-child visits for members who
turned 30 months old during the year. For the Nevada Check Up population,
although there was a significant improvement in the percentage of members
between the ages of 18 and 21 getting a well-care visit, there was also a slight
decline in the percentage of child members between the ages of 3 and 17 years
who received one or more well-care visits as recommended. There was also a
decline in the prevalence of immunizations for children and adolescents and a
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Performance Area Overall Performance Impact

steady decline in breast cancer screenings over the past three years. Accessing
preventive care decreases the risk for diseases, disabilities, and death. Children
also need regular preventive care visits to monitor their development and find
health problems early so they are easier to treat. Although SilverSummit
demonstrated through the compliance review activity that it had strong practices
for ensuring its providers were aware of its adopted practice guidelines, which
should include guidelines for preventive care, and SilverSummit appears to
have a sufficient number of PCPs to provide services as indicated through the
NAYV activity, child members in Washoe County may experience challenges
accessing pediatricians within an adequate time or distance from their residence
to obtain preventive care, as SilverSummit did not meet the network adequacy
standard in this county. Based on these findings, SilverSummit has significant
opportunities to mitigate any barriers to receiving preventive care, and to
implement interventions to support improvement in the use of preventive
services for its adult and child members.

Evidence-Based Practices | Quality—In MY 2021, SilverSummit had a PIP in place with a goal to decrease
for Members With the percentage of male diabetic members with an HbA 1c level greater than 9
Chronic Conditions percent from 83 percent to 63 percent. Although the targeted member outreach
intervention was discontinued, and SilverSummit did not achieve the goal, it did
demonstrate slight improvement overall from MY 2020. Additionally, in MY
2021, SilverSummit also showed significant improvement in the percentage of
diabetic members obtaining HbA 1c tests, having HbAlc levels less than 8
percent, and having their blood pressure under control, indicating SilverSummit
had focused some efforts on diabetes management and members were gaining
better control over their diabetes. SilverSummit also demonstrated significant
improvement in the percentage of members diagnosed with hypertension whose
blood pressure was adequately controlled, therefore decreasing their risk of heart
disease and stroke.

Health and Wellness of Quality, Timeliness, and Access—Although SilverSummit demonstrated slight
Pregnant Women improvement in the prevalence of women getting timely prenatal and postpartum
care over the past MY, SilverSummit had the lowest rates overall within the
Nevada Managed Care Program in the Timeliness of Prenatal Care and
Postpartum Care measure indicators. Having an inadequate number of OB/GYN
providers to support the number of pregnant women needing prenatal services
potentially contributed to members not being able to access services timely, as
determined through the NAV activity. Additionally, although SilverSummit
implemented a provider education intervention to support an improvement in the
number of pregnant women receiving prenatal care timelier, the intervention
could not be linked to improved performance in this program area. These
findings indicate SilverSummit has continued opportunities to implement
effective interventions that will result in more members seeking and having
access to timely prenatal and postpartum services, thus improving the likelihood
of better health outcomes for mothers and their babies.
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Performance Area Overall Performance Impact

Evidence-Based Practices | Quality, Timeliness, and Access—SilverSummit must target its efforts on

for Members With coordinating care for its members seen in the emergency room for, or
Behavioral Health hospitalized with, mental health conditions, as demonstrated by a decline in the
Conditions percentages of child and adult members seen in the emergency room or

hospitalized with a mental illness who did not receive timely follow-up care with
a mental health provider after discharge. Additionally, although there was a
slight improvement in the percentage of SilverSummit’s adult and adolescent
members with a new episode of AOD dependence receiving timely treatment,
there was also a significant decline in follow-up visits with treatment providers
after ED visits for members diagnosed with SUD, indicating further that
SilverSummit must implement effective processes to ensure its members are
accessing timely treatment after ED discharge. Per the NAV activity results,
SilverSummit did not have any pediatric psychologists in Washoe County,
which may contribute to children in Washoe County not having access to
appropriate mental health treatment providers close to their homes. However,
overall, SilverSummit demonstrated an adequate network of behavioral health
providers, indicating further evaluations should occur to see why members with
behavioral health conditions and SUD are not accessing follow-up care timely.

Appropriate Prescribing | Quality—SilverSummit met the established MPS and performed above the
Practices national average for all indicators under the Use of Opioids at High Dosage and
Use of Opioids From Multiple Providers measures, demonstrating adequate
oversight of its provider network specific to the prescribing and filling of
opioids, therefore reducing the higher likelihood of opioid-related overdose
deaths.
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4. Assessment of Prepaid Ambulatory Health Plan Performance

HSAG used findings across mandatory EQR activities conducted during the SFY 2022 review period to
evaluate the performance of the PAHP on providing quality, timely, and accessible healthcare services
to Nevada Managed Care Program members. Quality, as it pertains to EQR, means the degree to which
the PAHPs increased the likelihood of members’ desired outcomes through structural and operational
characteristics; the provision of services that were consistent with current professional, evidenced-based
knowledge; and interventions for performance improvement. Access relates to members’ timely use of
services to achieve optimal outcomes, as evidenced by how effective the PAHPs were at successfully
demonstrating and reporting on outcomes for the availability and timeliness of services.

HSAG follows a step-by-step process to aggregate and analyze data from all EQR activities and draw
conclusions about the quality, timeliness, and accessibility of care furnished by the PAHP.

e Step 1: HSAG analyzes the quantitative results obtained from each EQR activity for the PAHP to
identify strengths and weaknesses that may pertain to the domains of quality, timeliness, and access
to services furnished by the PAHP for the EQR activity.

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

e Step 3: From the information collected, HSAG identifies common themes and the salient patterns
that emerge across all EQR activities as they relate to strengths and weakness in one or more of the
domains of quality, timeliness, and accessibility of care and services furnished by the PAHP.

Objectives of External Quality Review Activities

This section of the report provides the objectives and a brief overview of each EQR activity conducted
in SFY 2022 to provide context for the resulting findings of each EQR activity. For more details about
each EQR activity’s objectives and the comprehensive methodology, including the technical methods
for data collection and analysis, a description of the data obtained, and the process for drawing
conclusions from the data, refer to Appendix A.

Validation of Performance Improvement Projects

For SFY 2022, LIBERTY concluded its DHCFP-mandated PIP topics, Total of Eligible Enrollees
Receiving a Sealant on a Permanent Molar Tooth and Total of Eligible Enrollees Who Received
Preventive Dental Services. For each of these topics, the PAHP defined a Global Aim and a SMART
Aim. The SMART Aim statement includes the narrowed population, the baseline percentage, a set goal
for the project, and the project’s end date.
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Table 4-1 outlines the SMART Aim statement for each topic

Table 4-1—PIP Topic and SMART Aim Statement

PIP Title ‘ SMART Aim Statement
Total of Eligible Enrollees By December 31, 2021, LIBERTY’s goal is to increase the percentage of
Receiving a Sealant on a sealant procedures completed among the identified population, living in zip
Permanent Molar Tooth code 89148, 89178, or 89052, who were at least 6 years old and under age 14

from the baseline rate of 22.03% to 27.03% by using key driver interventions.

Total of Eligible Enrollees Who By December 31, 2021, LIBERTY’s goal is to increase the overall
Received Preventive Dental percentage of preventive procedures completed among the identified
Services population of members aged 2 through 20, who are assigned to [dental center
1*] and [dental center 2*] from the baseline rate of 39.5% to 49.5% by using
key driver interventions.

* Provider names were redacted for privacy purposes.

Performance Measure Validation

The 2022 PMV activity included a comprehensive evaluation of the processes used by LIBERTY to
collect and report data for two performance measures selected by DHCFP for LIBERTY s Medicaid
and Nevada Check Up populations. Table 4-2 lists the performance measures that HSAG validated and
the measure specifications LIBERTY was required to use for calculating the performance measure
results.

Table 4-2—Performance Measures for LIBERTY

Performance Measures Measure Specifications

Annual Dental Visit (ADV) HEDIS MY 2021

CMS Federal Fiscal Year

Percentage of Eligibles Who Received Preventive Dental Services (PDENT) (FFY) 2021 Child Core Set

Compliance Review

SFY 2021 commenced a new three-year cycle of compliance reviews. The compliance reviews for the
DHCFP-contracted PAHP comprise 14 program areas, referred to as standards, that correlate to the
federal standards and requirements identified in 42 CFR §438.358(b)(1)(iii). These standards also
include applicable state-specific contract requirements and areas of focus identified by DHCFP. HSAG
conducted a review of the first seven standards in Year One (SFY 2021). For SFY 2022, the remaining
seven standards were reviewed (Year Two of the cycle). In Year Three (SFY 2023), a comprehensive
review will be conducted on each element scored as Not Met during the SFY 2021 and SFY 2022
compliance reviews. Table 4-3 outlines the standards reviewed over the three-year compliance review
cycle.
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Table 4-3—Three-Year Cycle of Compliance Reviews

Standards Associated Year One Year Two Year Three
Federal Citation' (CY 2021) (CY 2022) (CY 2023)
Standard [—Disenrollment: Requirements and Limitations §438.56 v
Standard II—Member Rights and Member Information 3438.10 v
£ §438.100
Standard [II—Emergency and Poststabilization Services §438.114 v
Standard I[V—Availability of Services §438.206 v
Standard V—Assurances of Adequate Capacity and Services §438.207 v
Standard VI—Coordination and Continuity of Care §438.208 v Review of the
Standard VII—Coverage and Authorization of Services §438.210 v ~ PAHP’s
implementation of
Standard VIII—Provider Selection §438.214 v Year One and Year
T AP
Standard IX—Confidentiality §438.224 v wo CAPs
Standard X—Grievance and Appeal Systems §438.228 v
Standard XI—Subcontractual Relationships and Delegation §438.230 v
Standard XII—Practice Guidelines §438.236 v
Standard XIII—Health Information Systems® §438.242 v
Standard XIV—Quality Assessment and Performance §438.330 v
Improvement Program

! The compliance review standards comprise a review of all requirements, known as elements, under the associated federal citation, including all
requirements that are cross-referenced within each federal standard, as applicable (e.g., Standard X—Grievance and Appeal Systems includes a review
of §438.228 and all requirements under 42 CFR Subpart F).

2 This Health Information Systems includes a comprehensive assessment of the PAHP’s IS capabilities.

Network Adequacy Validation

The NAV activity for SFY 2022 included network capacity and geographic distribution analyses
conducted after the PAHP identified provider categories by using the provider crosswalk HSAG
developed in conjunction with DHCFP.

To assess the capacity the PAHP’s provider network, HSAG calculated the ratio of the number of
providers by provider category (e.g., general dentists, endodontists) to the number of members.

Table 4-4 shows the provider categories used to assess the PAHP’s compliance with the provider ratio
standards in the PAHP contract with DHCFP.
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Table 4-4—Provider Categories and Provider Ratio Standards

Provider Category Provider-to-Member Ratio Standard

Dental Primary Care Provider 1:1,500
Dental Specialist 1:1,500

The second component of the NAV activity evaluated the geographic distribution of providers relative to
each of the PAHP’s members. To provide a comprehensive view of geographic access, HSAG
calculated the percentage of members with access to a provider within the standards for the provider
categories identified in the PAHP provider crosswalk. Table 4-5 shows the provider categories used to
assess the PAHP’s network adequacy and the associated time-distance standards.

Table 4-5—Provider Categories, Member Criteria, and Time-Distance Standards

Time and Distance Access

Provider Category Member Criteria Standard to the Nearest
Provider

General Dental Providers

General Dentist Adults 30 minutes or 20 miles

Dentist, Pediatric Children 30 minutes or 20 miles

Mid-Level Dental Providers

Dental Therapist Adults 30 minutes or 20 miles
gl;bgliiecnifalth Endorsed Dental Adults 30 minutes or 20 miles
Dental Specialists

Endodontist Adults 30 minutes or 20 miles
Periodontist Adults 30 minutes or 20 miles
Prosthodontist Adults 30 minutes or 20 miles
Oral Surgeon Adults 30 minutes or 20 miles

Member Satisfaction Survey

In SFY 2022, the PAHP conducted a member satisfaction survey to assess members’ experience with
their dental appointments and dental providers. The questionnaire used for the survey was adapted from
CAHPS. The survey was conducted by member services representatives through direct dial to members
obtained through a sampling process. Any member dissatisfaction discovered through the survey was
attempted to be resolved on the call and any unresolved dissatisfaction was forwarded to the PAHP’s
Grievance and Appeals department. The survey was conducted between June 2021 and May 2022. Table
4-6 displays the categories included in the survey, along with the PAHP’s performance benchmarks.
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Table 4-6—Member Experience Survey Categories and Benchmarks

Category Benchmark

Appointment Availability >90%
Wait Time >90%
Appearance and Cleanliness >90%
Language Availability >90%
Staff Professionalism >90%
Amount of Time With Doctor >90%
Treatment Explanation >90%
Treatment >90%
Recommend Office >90%
Overall Satisfaction >90%
Overall Health of Teeth and Gums None Identified

Encounter Data Validation

In SFY 2022, HSAG conducted and completed EDV activities for the one PAHP. The EDV activities

included:

e IS review—assessment of PAHP’s IS and processes.

e Comparative analysis—analysis of DHCFP’s electronic encounter data completeness and accuracy
through a comparative analysis between DHCFP’s electronic encounter data and the data extracted
from the PAHP’s data systems.

e Dental record review—analysis of DHCFP’s electronic encounter data completeness and accuracy
through a comparison between DHCFP’s electronic encounter data and the dental records.

External Quality Review Activity Results

LIBERTY Dental Plan of Nevada, Inc.

Validation of Performance Improvement Projects

Performance Results

LIBERTY completed and submitted Module 4 (PIP Conclusions) for validation for each topic. HSAG
organized and analyzed LIBERTY’s PIP data to draw conclusions about the MCO’s quality
improvement efforts. Based on its review, HSAG determined the overall methodological validity of the
PIP, as well as the overall success in achieving the SMART Aim goal. As part of this determination,
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HSAG evaluated the appropriateness and validity of the SMART Aim measure, as well as trends in the
SMART Aim measurements, in comparison with the reported baseline rate and goal. To represent the
validity and reliability of each PIP, HSAG assigned a level of confidence (i.e., High confidence,
Confidence, Low confidence, Reported PIP results were not credible). Refer to Appendix A for details
regarding the scoring methodology for each level of confidence. The validation findings assessed by
HSAG, and a description of the interventions implemented by LIBERTY for each PIP, are displayed in

Table 4-7 through Table 4-10.

Table 4-7—SMART Aim Measure Results for Total of Eligible Enrollees Receiving a Sealant on a Permanent
Molar Tooth

SMART Aim Lowest Rate Confidence

SMART Aim Baseline Rate Goal Rate Achieved Level

By December 31, 2021, LIBERTY’s goal is to
increase the percentage of sealant procedures
completed among the identified population,
living in zip code 89148, 89178, or 89052, who 22.03% 27.03% 27.98%* Confidence
were at least 6 years old and under age 14 from
the baseline rate of 22.03% to 27.03% by using
key driver interventions.

* Represents statistically significant improvement over the baseline percentage.

Table 4-8—Intervention for Total of Eligible Enrollees Receiving a Sealant on a Permanent Molar Tooth

Intervention: Total of Eligible Enrollees Receiving a Sealant on a Permanent Molar Tooth

Intervention Description Educational Text Message Campaign to Targeted Members
The PAHP reported the intervention was effective for educating

Intervention Impact parents/caregivers on the importance of sealants, appointment scheduling, and
dental benefits.

Intervention Status Adopted with plan to spread beyond the scope of the PIP.

Table 4-9—SMART Aim Measure Results for Total of Eligible Enrollees Who Received Preventive Dental
Services

SMART Aim | Highest Rate Confidence

MART Ai B line Rat
S im aseline Rate Goal Rate Achieved Level

By December 31, 2021, LIBERTY’s goal is to
increase the overall percentage of preventive
procedures completed among the identified Hioh
population of members aged 2 through 20, who 39.5% 49.5% 46.2% &

are assigned to [dental center 1*] and [dental confidence
center 2*] from the baseline rate of 39.5% to
49.5% by using key driver interventions.

* Provider names were redacted for privacy purposes.
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Table 4-10—Intervention for Total of Eligible Enrollees Who Received Preventive Dental Services

Intervention: Total of Eligible Enrollees Who Received Preventive Dental Services

Intervention Description Educational Text Message Campaign to Targeted Members

The PAHP reported the intervention was effective for educating
Intervention Impact parents/caregivers on the importance of preventive dental care, appointment
scheduling, and dental benefits.

Intervention Status Adopted with plan to spread beyond the scope of the PIP.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PIP validation against the domains of quality,
timeliness, and access. Substantial strengths and weaknesses within the findings of the PIP validation
have been linked to and impacted one or more of these domains. If a domain is not associated with an
identified strength or weakness, the findings did not determine significant impact to the quality,
timeliness, and/or accessibility of care.

Strengths

Strength #1: LIBERTY developed methodologically sound improvement projects that met both
State and federal requirements. [Quality]

Strength #2: LIBERTY developed an intervention that resulted in statistically significant
improvement for both PIPs. [Quality]

Weaknesses and Recommendations

Weakness #1: Even though the SMART Aim goal was achieved, HSAG identified calculation errors
in the analysis of results, which resulted in HSAG assigning a level of Confidence to the Total of
Eligible Enrollees Receiving a Sealant on a Permanent Molar Tooth PIP instead of High confidence.

[Quality]

Why the weakness exists: LIBERTY inaccurately calculated the percentages for several SMART
Aim rolling 12-month measurement periods.

Recommendations: LIBERTY should implement validation processes to ensure its calculations of
results are accurately documented in its PIP submissions.

Performance Measure Validation

Performance Results

The 2020, 2021, and 2022 performance measure results for LIBERTY’s Medicaid and Nevada Check
Up populations are presented in Table 4-11 and Table 4-12, along with 2021 to 2022 rate comparisons.
The arrows (1 or |) indicate whether the PMV 2022 rate was above or below NCQA’s Quality Compass
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HEDIS 2021 Medicaid HMO 50th percentile benchmark. Bolded rates indicate the MPS was achieved.
Please note that the arrows do not necessarily correlate to bolded font.

Table 4-11—Medicaid Performance Measure Results and Trending for LIBERTY

PMV PMV PMV 2021-2022
Performance Measure 2020 2021 2022 Rate
Rate Rate Rate Comparison
Annual Dental Visit (ADV)
Ages 2—3 Years 37.49% | 29.62% | 33.19%1 3.57
Ages 4—6 Years 55.40% | 45.75% | 49.91%| 4.16
Ages 7-10 Years 62.06% | 52.20% | 55.85%1 3.65
Ages 11-14 Years 57.50% | 48.06% | 51.60%?1 3.54
Ages 1518 Years 48.83% | 40.72% | 43.90%] 3.18
Ages 19-20 Years 32.81% | 26.65% | 28.25%] 1.60
Total (Ages 2-20 Years)" 52.79% | 43.55% | 46.86%1 3.31
Percentage of Eligibles Who Received Preventive Dental Services (PDENT)*"
Total (Ages 1-20 Years) 39.30% | 34.07% | 37.81% 3.74

| Indicates the 2022 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark.

1 Indicates the 2022 rate was above NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark.

~ Indicates 2022 QISMC goals are unavailable for this measure or indicator.

* The PDENT measure is a CMS Child Core Set measure; therefore, performance was not assessed against the NCQA
Quality Compass benchmark.

Table 4-12—Nevada Check Up Performance Measure Results and Trending for LIBERTY

PMV PMV PMV 2021-2022
Performance Measure 2020 2021 2022 Rate

Rate Rate Rate Comparison

Annual Dental Visit (ADV)

Ages 2-3 Years 49.65% | 39.37% | 39.66%7 0.29
Ages 4—6 Years 70.04% | 57.17% | 58.86%71 1.69
Ages 7-10 Years 77.04% | 65.83% | 65.76%1 -0.07
Ages 11-14 Years 72.05% | 61.16% | 62.31%?7 1.15
Ages 15—18 Years 62.32% | 51.52% | 53.78%71 2.26
Ages 19-20 Years 51.55% | 38.36% | 37.95%1 -0.41
Total (Ages 2-20 Years)" 69.42% | 57.97% | 59.10%1 1.13
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PMV PMV PMV 2021-2022

Performance Measure 2020 2021 2022 Rate
Rate Rate Rate Comparison

Percentage of Eligibles Who Received Preventive Dental Services (PDENT)*"

Total (Ages 1-20 Years) 56.69% | 50.92% | 50.99% 0.07

| Indicates the 2022 rate was below NCQA’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark.

1 Indicates the 2022 rate was above NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmark.

A Indicates 2022 QISMC goals are unavailable for this measure or indicator.

* The PDENT measure is a CMS Child Core Set measure; therefore, performance was not assessed against the NCQA
Quality Compass benchmark.

Strengths, Weaknesses, and Recommendations

Through the EQR, HSAG assessed the findings for the PMV against the domains of quality, timeliness,
and access. Substantial strengths and weaknesses within the findings of the PMV have been linked to
and impacted one or more of these domains. If a domain is not associated with an identified strength or
weakness, the findings did not determine significant impact to the quality, timeliness, and/or
accessibility of care.

Strengths

Strength #1: LIBERTY demonstrated consistent performance for both the Medicaid and Nevada
Check Up populations. Overall, most rates for both populations have shown a steady increase to pre-
PHE rates, indicating LIBERTY’s strategies to increase the prevalence of dental services amongst
its members are effective. [Quality, Timeliness, and Access]

Strength #2: For LIBERTY’s Nevada Check Up population, all Annual Dental Visit measure
indicator rates ranked above NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th
percentile benchmarks. [Quality, Timeliness, and Access]

Strength #3: With the exception of the Ages 4—6 Years, Ages 15—18 Years, and Ages 19-20 Years
measure indicators, LIBERTY’s Medicaid performance for the Annual Dental Visit measure ranked
above NCQA'’s Quality Compass HEDIS 2021 Medicaid HMO 50th percentile benchmarks, and all
indicators showed improvement over t