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Executive Summary

Introduction

MO HealthNet Managed Care serves participants in 54 counties of Missouri, which are divided
into three regions: Eastern, Central, and Western. MO HealthNet Managed Care contracts are
competitively bid and are currently awarded to six health plans. Two health plans operate in
all three regions resulting in a count of ten (10) health plans when doing regional comparisons.
The MO HealthNet Division is required to monitor MO HealthNet Managed Care health plans
to ensure compliance with the MO HealthNet Managed Care contracts.

The MO HealthNet Division (MHD) has conducted an Annual Evaluation of the MO
HealthNet Managed Care Program for state fiscal year 2009 (SFY2009). The evaluation is
divided into ten (10) sections: Development, Approval and Monitoring of the Quality
Improvement (QI) Program, Population Characteristics, Quality Indicators, Accessibility of
Services, Fraud and Abuse, Information Management, Quality Management, Rights and
Responsibilities, Utilization Management and Performance Improvement Projects (PIPs). The
Managed Care health plans also submitted work plans for SFY2010.

Information to conduct the annual evaluation was gathered from the MHD internal systems,
Managed Care health plan reports submitted to the MHD, information gathered and provided
by the Department of Health and Senior Services (DHSS), information gathered and provided
by the Department of Insurance, Financial Institutions and Professional Registration (DIFP)
and the 2008 Missouri External Quality Review Report of Findings submitted by Behavioral
Health Concepts, Inc.

Legislative Changes

As a result of passage of House Bill 2011, 94th General Assembly, 2008 session, effective July
1, 2008, MO HealthNet Managed Care physician, dental, and optical rates were increased.

MO HealthNet Managed Care physician reimbursement rates that were less than 62.5% of the
Medicare reimbursement rate increased to 62.5% of the Medicare reimbursement rate. MO
HealthNet Managed Care Dental reimbursement rates increased to 38.5% of the 50™ percentile

of UCR. MO HealthNet Managed Care Optical reimbursement rates for eye exams increased
by $10.

Development, Approval and Monitoring of the QI Program

Development, approval and monitoring of the QI Program was measured by reviewing each
Managed Care health plan's quality and compliance committees, the analysis of their quality
improvement process, and the overall effectiveness of their quality improvement program
including strengths and accomplishments as well as opportunities for improvement. This
information was taken from the Managed Care health plan Annual Evaluations for SFY2009.

Strengths and Accomplishments

Health plans have implemented a variety of activities to enhance care provided to participants

such as:
» All Managed Care health plans have a variety of oversight committees to monitor and

work towards their QI program.

Improvement in 79% of the Healthcare Effectiveness Data and Information Set

(HEDIS) and Consumer Assessment of Healthcare Providers and Systems (CAHPS)

scores. Improved statewide average scores include:

e Adolescent Well-Care Visits



e Annual Dental Visits (all age ranges)
e  Asthma (all age ranges)
e  Chlamydia Screening Combined Rate
o  Prenatal and Post-Partum Care
o  Follow-Up After Hospitalization for Mental Illness within 7 and 30 Days of
Discharge

< Preventive programs to educate participants.

< Design/redesign of websites for participants and providers.

<+ Development of a comprehensive pre-certification training manual for new and existing
staff.

<+ Review of utilization data to identify under and over utilization resulted in opportunity
to improve care.

<+ Enhancement of fraud and abuse program to improve identification of potential fraud
and abuse.

<+ Development of interventions to improve coordination of care and services between
behavioral health providers and PCPs.

Opportunities for Improvement

< Continue efforts to increase EPSDT, HEDIS, and CAHPS scores.

< Review and trend data related to PCP changes to identify opportunities for
improvement.
Implement adult wellness initiatives.
Implement satisfaction surveys for participants receiving care management and disease
management services.
Continue efforts to increase network of providers.
Decrease non-urgent emergency department (ED) utilization.
Continue collaboration between the areas within QI and health plan management to
ensure interventions to improve service and clinical care.
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Population Characteristics

Population Characteristics were measured by reviewing each Managed Care health plan's
race/ethnicity, special needs, identified languages, and opt-outs reported in the annual
evaluations for SFY2009.

Across all Managed Care health plans during SFY2009 the race of participants consisted of
59.12% white, 36.49% black, 0.97% Hispanic, 0.67% multi-racial, 0.19% Asian, and 0.15%
'other'. There were also 2.41% of participants in which race/ethnicity was undetermined.
There was a slight increase of white participants (+2.2%) and a slight decrease of black
participants (-4.0%) from SFY2008 to SFY 2009.

Eastern region enrollees consisted of 50.12% black and 46.07% white; Central region enrollees
consisted of 11.88% black and 84.20% white; and Western region enrollees consisted of
31.51% black and 62.99% white.

During SFY2009 there were 10,116 individuals identified with special health care needs and
reported to the appropriate Managed Care health plan. Of these 48.96% were in the Eastern
Region, 21.66% were in the Central Region, and 29.38% were in the Western Region.



In all Managed Care health plans during SFY2009 there were 58.99% of Managed Care
enrollees whose primary language was English. Additionally, 0.63% enrollees listed Spanish
as their primary language and 39.25% of enrollees had no primary language listed. The
highest percentage of enrollees in each region who identified having a primary language
identified English as their primary language with Spanish being a distant second.

In all Managed Care health plans during SFY2009 there were 269 Managed Care members that
chose to opt-out of the Managed Care Program. This is a decrease of 50.6% from SFY2008.
Of these 87.36% were processed by the enrollment broker and 12.64% were processed by the
Participant Services Unit at MHD. Across regions, 47.96% of the opt-outs were in the Eastern
region (an increase of 12.8% from SFY2008), 27.14% were in the Central region (a decrease of
8.0% from SFY2008), and 24.91% were in the Western region (a decrease of 4.8% from
SFY2008). Of the total that chose to opt-out, 98.14% were 1915(b) Waiver participants and
1.86% were Children’s Health Insurance Program (CHIP) participants.

The top five opt-out reasons are:

Better Benefits — 34.94%

Doctor Takes Straight MO HealthNet — 18.96%

No information Provided by Enrollment Broker — 18.22%
Met Medical Opt-Out Criteria — 10.78%

SSI Eligible — 8.92%
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Of the 269 participants that chose to opt out, 84.76% opted-out after enrollment into a
Managed Care health plan; 2.23% chose to opt-out prior to enrollment into a Managed Care
health plan; and 13.01% indicated 'other".

Quality Indicators

Quality Indicators were measured by reviewing each Managed Care health plan's performance
measures, trends in quality indicators, and HEDIS indicators by Managed Care Health Plans
Within Regions, Live Births. This information was taken from the Managed Care health plan
Annual Evaluations for SFY2009.

The MHD and DHSS both gather HEDIS information from the Managed Care health plans on
an annual basis. HEDIS is a standardized set of performance measures designed to enable
purchasers and consumers to compare the performance of the Managed Care health plans. The
HEDIS measures collected by the MHD are compiled into a statewide report to provide
information back to the health plans. This enables the health plans to compare their
performance to the other health plans and to see how their performance ranks against the
statewide average.

Strengths and Accomplishments
< Educated providers in proper documenting in the medical record and accurate coding to
ensure accurate reporting of HEDIS measures.
% Identified trends and established corrective action plans.
Created focus studies and PIP's to further improve quality.

Opportunities for Improvement
< Set measurable goals.
Provide physicians with a non-compliant participant list on an ongoing basis.
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< Increase outreach and education to participants and providers.

< Continue to identify participants for case management, especially those considered high
risk.

< Continue to utilize focus studies and PIPs as tools to improve services to participants.

Accessibility of Services

Accessibility of Services was measured by reviewing the health plan's average speed of
answer, call abandonment rate, non-routine and routine needs appointments, access to
emergent and urgent care, network adequacy and provider/enrollee ratios, 24 hour access and
after hours availability, open and closed panels, cultural competency and requests to change
practitioners. This information was taken from each Managed Care health plan's annual
evaluation for SFY2009.

Strengths and Accomplishments
% Conducted workshops dealing with cultural competency to meet the unique and diverse
need of participants including military veterans and their families.
< Web access/portals for participants, providers and participant advocates.
<+ Monitoring indicates adequate average speed of answer and call abandonment rate.
< Monitoring indicates adequate appointment standards and after-hours access to
emergent and urgent care.

Opportunities for Improvement

< Monitor requests to change practitioners for trends in appointment standards, after hour
availability, provider and provider staff behavior and other provider related issues.
Monitor grievances and appeals for accessibility of services issues.
Ensure provider directories are current so that participants are provided with accurate
provider information.
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Additionally, the Missouri Department of Insurance, Financial Institutions and Professional
Registration (DIFP) evaluated access the annual access plans submitted by the Managed Care
health plans. The DIFP calculates the enrollee access rate for each type of provider in each
county the Managed Care health plans serve to determine if the average enrollee access rates
for each county and the average enrollee access rate for all counties are greater than or equal to
ninety percent (90%). The entire Managed Care population is used in the calculation for each
Managed Care health plan.

Strengths and Accomplishments

< The 2009 Network Analysis completed by the DIFP determined that all Managed Care
health plans met and exceeded the 90% standard. Six (6) Managed Care health plans
obtained an overall network score of 100%, in their respective regions, with the
remaining four (4) scoring 97% and greater.

< 9 of 10 health plans achieved 100% in the PCP distance standard per state regulation 20
CSR 400-7.095(3)(A)1.B. The remaining health plan achieved 99%.

< All health plan dentist/enrollee ratios were within the benchmark dentist/enrollee ratios
found by the MHD research.

Opportunities for Improvement
< Ongoing monitoring of the provider network for open practices/providers accepting
new patients.
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< Continuous review of the behavioral health provider network to ensure adequate
availability.

Fraud and Abuse

Fraud and Abuse was measured by reviewing each Managed Care health plan's prevention,
detection and investigation practices as well as training and education. This information was
taken from the Managed Care health plan annual evaluations for SFY2009.

Effective beginning in SFY 2006 the Managed Care health plans began using a uniform
reporting system for their quarterly reports to the MHD. When appropriate, the Managed Care
health plans report to and cooperate with the MHD Program Integrity Unit, Medicaid Fraud
Control Unit (MFCU), the Attorney General's Office, and other agencies that conduct
investigations for the purpose of exchanging information and strategies for addressing fraud
and abuse, as well as allowing access to documents and other available information related to
program violations.

Strengths and Accomplishments

+ Conducts regular reviews and audits to guard against fraud and abuse.

< Full-time staff members, special committees, and investigation units to focus on fraud
and abuse.

< Screens providers against the Office of Inspector General (OIG) debarred providers and
other national lists.

% Coordinates among health plan departments to provide comprehensive prevention,
identification, and investigation of fraud and abuse.

< Continued education to staff, providers and participants regarding fraud and abuse.

< Initiate and monitor lock-in on participants when warranted to reduce fraudulent use of
pharmacy benefits and other services.

< Claim processing edits to better identify coding irregularities that may indicate fraud
and abuse.

Opportunities for Improvement

< Ongoing research and evaluation of new ways to minimize fraudulent and abusive
activities and implement enhancements to the fraud and abuse program.

< Implement corrective action plans to strengthen internal control of fraud and abuse
activities.

< Identify new enrollees who were locked in to a previous health plan due to fraud and/or
abuse.

< Fraud and abuse should be reported timely to the MHD and other agencies when
appropriate.

< Quarterly fraud and abuse reports submitted to the MHD should be accurate and
complete.

< Monitor member and provider grievance and appeals for trends that may indicate fraud
and abuse.

< Continue to monitor claim submissions and implement additional edits to better
identify potential fraud and abuse.

< Continue health plan staff, provider, and member training in fraud and abuse prevention
and detection.



Information Management

Information Management was measured by reviewing each Managed Care health plan's claims
processing/timeliness of claims payment process, membership and provider enrollment. For
this section the MHD used information from the 2008 External Quality Review Report of
Findings submitted by Behavioral Health Concepts, Inc.

Encounter claims data are used by the SMA to conduct rate setting and quality improvement
evaluation. Before SMA encounter claims data can be used, it is necessary to establish the
extent to which the data for critical fields (e.g., diagnosis and procedure codes, units and dates
of service, member and provider identifiers, etc.) are complete (each field contains
information), accurate (the information contained in each field is of the right size and type),
and valid (the information represents actual dates or procedure and diagnosis codes). Several
critical fields for each of six claim types (Medical, Dental, Home Health, Inpatient, Outpatient
Hospital, and Pharmacy) were identified by the SMA and examined by the EQRO for
completeness, accuracy, and validity using an extract file from SMA paid encounter claims. To
examine the extent to which the SMA encounter claims database was complete (the extent to
which SMA encounter claims database represents all claims paid by Managed Care health
plans); the level and consistency of services was evaluated by examining the rate of each of six
claim types. Additionally, the representativeness (or completeness) of the SMA encounter
claims database was examined by comparing data in the SMA encounter claims database to the
medical records of members.

A random sample of medical records was used to compare the: 1) diagnosis codes and
descriptions and 2) the procedure codes and descriptions in the SMA encounter claims
database with documentation in Managed Care member medical records. The match rates
between the SMA database and Managed Care health plan medical records for claim type
procedures were 59.20%, although an increase over 2007 (52.0%), a significant decrease from
the 2006 match rate of 73.24% (see Figure 7). Medical records that did not have procedure
codes that matched the SMA encounter claims extract file were in error primarily due to
missing or incorrect information.

The match rates between the SMA database and Managed Care health plan medical records for
claim type diagnoses were 50.0%, although an increase over 2007 (47.0%), this is significantly
lower than the 2006 match rate of 70.56%. Medical records that did not have procedure codes
that matched the SMA encounter claims extract file were in error primarily due to missing or
incorrect information.



The findings of these comparisons were used to determine the completeness of the SMA
encounter claims database in regards to the medical records of members. The completeness of
the SMA paid encounter claims was then compared with Managed Care health plan records of
paid and unpaid claims. All six Managed Care health plans provided data in the format
necessary to make the comparisons. The results obtained are detailed in the results of the
Aggregate Encounter Data Validation section of this report.



Strengths

> All Dental and Pharmacy claim type fields examined were 100.00% complete, accurate
and valid for all Managed Care health plans. The SMA encounter claims data critical
fields examined for accepted and paid claims of this type are valid for analysis.

> All Managed Care health plans submitted data in the format requested, and the EQRO
was able to perform the analysis of paid and unpaid claims contained in the SMA
database.

> The examination of the level, volume, and consistency of services found significant
variability between Managed Care health plans in the rate of each type of claim
(Medical, Dental, Inpatient, Outpatient Hospital, Home Health, and Pharmacy),
however, no patterns of variation were noted by region or type of Managed Care health
plan.

> There were no unmatched “paid” encounters within all claim types (Inpatient,
Outpatient, and Pharmacy) for all Managed Care health plans.

> Unpaid claims represented less than .0001% of all claims submitted to the SMA during
the period July 1, 2008 through September 30, 2008.

Areas for Improvement
» The Procedure Code field in the Outpatient Home Health, Outpatient Hospital and
Outpatient Medical claim types included some invalid information. Most of this was
due to blank fields or fields containing “.00”.
» The Inpatient first diagnosis claim field contained incomplete, invalid, and inaccurate
fields.

Quality Management

Quality Management was measured by reviewing each Managed Care health plan's provider
satisfaction, care coordination, case management, disease management program, mental health
care management including case management, clinical practice guidelines, credentialing and
re-credentialing, medical record review, and subcontractor monitoring. This information was
taken from the Managed Care health plan annual evaluations for SFY2009.

Strengths

< Increased efforts in screening of participants attributed to increase of participation in
case management.

< Collaborative efforts with behavioral health subcontractors identify con-existing
medical and behavioral health conditions referred to co-case management services.

< Disease management programs to focus on management of chronic long term
conditions in an effort to prevent exacerbations and /or complications related to specific
diagnosis.

< Outreach to participants through mailings to provide education on a wide variety of
services, preventive care, and disease/care management.

< Credentialing and re-credentialing of providers to confirm their qualifications prior to
participation and continue once they become part of the health plan's provider network.

< Subcontractor monitoring is ongoing to ensure the quality of care and quality of
services provided on behalf of the health plan is in compliance with all requirements of
their contract with the MHD. Corrective action plans are implemented and monitored
when warranted.



Areas for Improvement
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Early identification of participants in need of case management and disease
management.

Adopt and distribute clinical practice guidelines to support optimal care outcomes to
appropriate providers.

Continue to provide health plan staff with tools to develop case management skills and
to follow State protocols.

Quality management encompasses a variety of opportunities to provide quality services
to members. Health plans should continue to strive to identify, improve and accurately
document all aspects relating to the quality of care and oversight to participants and
network providers.

Rights and Responsibilities

Rights and Responsibilities were measured by reviewing each Managed Care health plan's
member grievance and appeals; provider complaint, grievance, and appeals: and member
confidentiality practices.

The MHD used quarterly reports submitted by the Managed Care health plans regarding
member grievances and appeals: provider complaints, grievances and appeals: and information
taken from each Managed Care health plan's annual evaluations. Beginning January 1, 2006
all health plans were required to use a standardized database for reporting member grievances
and appeals and provider complaint, grievances, and appeals.

Strengths

All Managed Care health plans report member grievances and appeals and provider
complaints, grievances, and appeals via the required database on a quarterly basis.
Reported member appeals were less than 3 per 1000 participants in SFY2009 across all
health plans.

Health plans are resolving most issues during the complaint and grievance process
before reaching the appeal level.

Health plans have written policies and procedures regarding member rights which
comply with State and Federal regulations.

Areas for Improvement

9,
o

Ensure all member grievances and appeals and provider complaints, grievances, and
appeals are recorded and submitted to the MHD on the quarterly reports. This must
include issues received from MHD, state fair hearing requests, and from all other
sources with a complaint, grievance, or appeal pertaining to, or on behalf of, a member
or provider. SFY 2009 analysis revealed many complaints, grievances, and appeals
referred to health plans by MHD staff are not being reported on the quarterly reports.
Increase education and monitoring to transportation subcontractors, participants, and
providers in an effort to reduce the number of complaints, grievances, and appeals for
transportation.

Utilization management

Utilization Management was measured by reviewing each Managed Care health plan's
utilization improvement program scope including discharges, inpatient visits, average length of
stay, re-admissions, emergency department utilization, outpatient visits, over/under utilization,
inter-rater reliability, timeliness of care delivery, and timeliness of prior

9



authorization/certification decision making. This information was taken from the Managed
Care health plan annual evaluations for SFY2009.

Strengths
< A large scope of utilization management processes continuously monitor discharges,
inpatient visits, average length of stay, re-admissions, emergency department
utilization, outpatient visits, over/under utilization, inter-rater reliability, timeliness of
care delivery, and timeliness of prior authorization/certification decision making.

Areas for Improvement
< Set measureable goals.
< Continue to monitor utilization patterns and implement processes as warranted by the
patterns identified.
< Year-to-year comparisons are encouraged to measure improvements/declines.
< Increase outreach efforts to educate participants regarding appropriate use of
emergency department services.

Performance Improvement Projects (PIPs)

Performance Improvement Projects were measured by reviewing clinical and non-clinical
PIPs, as well as on-going interventions and improvements. For this section the MHD used
information from the 2008 External Quality Review Report of Findings submitted by
Behavioral Health Concepts, Inc.

For the Validating Performance Improvement Projects (PIP) Protocol, the EQRO validated two
PIPs for each Managed Care health plan that were underway during 2008. A total of 12 PIPs
were validated. Eligible PIPs for validation were identified by the health plans, SMA, and the
EQRO. The final selection of the PIPs for the 2008 validation process was made by the SMA
in December 2008. Below are the PIPs identified for validation at each health plan:

Molina HealthCare of Missouri
Members at High Risk of Cesarean Wound Infection
Improving Adolescent Well Care

HealthCare USA
Readmission Performance Improvement
Improving Adolescent Well Care

Missouri Care
Partnership to Improve WIC Participation & Increase Well Child Visit Rates
Improving Adolescent Well Care

Children’s Mercy Family Health Partners
Improving Dental Utilization Rates
Improving Adolescent Well Care

Blue Advantage Plus

Ambulatory Follow-Up After Hospitalization for Mental Health Disorders
Improving Adolescent Well Care
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Harmony Health Plan
Lead Screening
Improving Adolescent Well Care

The focus of the PIPs is to study the effectiveness of clinical or non-clinical interventions.
These projects should improve processes associated with healthcare outcomes, and/or the
healthcare outcomes themselves. They are to be carried out over multiple re-measurement
periods to measure: 1) improvement; 2) the need for continued improvement; or 3) stability in
improvement as a result of an intervention. Under the State contract for Managed Care, health
plans are required to have two active PIPs, one of which is clinical in nature and one non-
clinical.

Specific feedback and technical assistance was provided to each health plan by the EQRO
during the site visits for improving study methods, data collection, and analysis.

Access to Care
Access to care was a prominent theme throughout all of the PIP submissions reviewed.

» One specific PIP worked to impact needed improvement in access to dental care
(Children’s Mercy Family Health Partners);
Two health plans focused on the availability of appropriate aftercare when there is a
surgery or hospitalization (Molina HealthCare of Missouri, and HealthCare USA);
Five of the Statewide PIP submissions focused on improving the access to adolescent
wellcare.
All the projects reviewed utilized the format of the PIP to recognize improvements in
access to care for members.
One of the projects clearly focused on ensuring the members had adequate and timely
access to services after being hospitalized for behavioral health related issues (BA+).
One PIP focused on improving preventive services through a community partnership
that also enhanced member access to ancillary services (Missouri Care).
One PIP focused on a key aspect of prevention (Harmony Health Plan).
The on-site discussions with health plan staff indicate that they realize that improving
access to care is an ongoing aspect of all projects that are developed.

vv VvV VYV VvV 'V V

The Statewide PIP was expanded to enable each health plan to address individual approaches
to improving Adolescent Well Care. Five of these PIPs utilized interventions that informed or
educated members about the availability of these services, and encouraged increased utilization
of the health care services available.

Quality of Care
The PIPs reviewed exemplified the importance of providing quality health care to members.
This was evident in the identification of the topics chosen for the clinical PIPs.

» Molina HealthCare of Missouri: The health plan recognized that reducing the number
of members returning to the hospital with a wound infection after a Cesarean birth was
of primary importance to them and their families. Members’ risks were identified and
interventions developed to reduce these risks;

» HealthCare USA: The health plan identified the need to reducing the number of
hospital readmissions after surgery to decrease the negative impact on members and
their families. Research surrounding this issue was cited and the health plan’s response
included interventions to clearly improve the quality of care for members at risk.
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Missouri Care: The health plan chose a project, in partnership with another community
agency — the WIC program, to increase members’ utilization of this resource, while
improving the number of children obtaining Well Child Visits. The interventions
improved the quality of care for members in preventive health care and resource
availability.

Children’s Mercy Family Health Partners: This health plan attacked one of the most
difficult problems for the population they serve, which is the availability of dental
services. The PIP improved the availability of providers, and members’ knowledge and
utilization of services, which is significant in increasing their quality of care.

Blue Advantage Plus: Improving access to aftercare services when a member has been
hospitalized for a mental health disorder. The health plan employed diligent
interventions to improve the availability of aftercare services to members to ensure that
they receive appropriate outpatient treatment, including in-home services.

Harmony Health Plan: The health plan attacked one of the primary prevention services,
lead screening, in an effort to improve both physicians attention to this need, and
members’ education regarding the importance and availability of these screenings.

Each of these topics clearly focused on improving the quality of health care, as well as the
quality of life, for members. The interventions utilized focused on internal and external
processes to improve the quality and availability of health care and preventive services. These
PIPs addressed barriers to quality care and health outcomes, and were designed to positively
impact the members served. These interventions addressed key aspects of member care and
services, such as medication and treatment management; risk identification and stratification
for various levels of care; monitoring provider access and quality services; and preventive care.
These efforts exemplified an attention to quality healthcare services.

Timeliness of Care
Timeliness of care was not ignored as a crucial factor in the PIPs reviewed.

1.

Three projects directly identified the need for timely aftercare for members who
required inpatient hospitalization (Blue Advantage Plus, HealthCare USA, and Molina
HealthCare of Missouri).

The remaining three projects focused on subjects such as timely utilization of
preventive care (Missouri Care, and Harmony Health Plan), and improved access to
dental services (Children’s Mercy Family Health Partners). All of these projects
identified the need for timely access to preventive and primary health care services as
principal components for success.

The health plans related their awareness of the need to provide not only quality, but
timely services to members as motivators for these projects. The health plans reflected
this awareness in the way they addressed internal processes and direct service
improvement.

Interventions included initiation of follow-up services prior to members leaving the
hospital setting, authorization of in-home services, specific educational activities to
improve self-care, and awareness of the advantages of utilizing preventive services.
Five of the PIPs, related to improving Adolescent Well Care, stress the importance of
obtaining timely screenings in their interventions. The health plans recognize that this
is an essential component of effective preventive care.
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Conclusion

The health plans have made significant improvements in utilizing the PIP process since the
current measurement process began in 2004. Figure 1 indicates the improvements the health
plans have made in providing valid and reliable data for evaluation. An essential element in
validating these projects is analyzing the projects ability to create sustained improvement. In
2004 this measure of the PIPs submitted was rated at 20% compliant. In 2008 this measure
was rated at 100% for the projects mature enough to complete this evaluation. The health
plans also exhibit the commitment to incorporating their successful PIPs into daily operations
when the study process is complete.

Managed Care Health Plan Best Practices

For the 2008 Missouri External Quality Review Report of Findings, Behavioral Health
Concepts was requested to obtain a best practice from each health plan to be included in the
Annual Report. Below are summaries of these best practices by health plan.

Blue-Advantage Plus of Immunization Initiative — This initiative provides
Kansas City education to members regarding the need for regular
check-ups and the importance of obtaining required
immunizations.

Children’s Mercy Family Wellness and Prevention — This project synchronized
Health Partners the distribution of information to members in
coordination with local and national recognition
months for health screenings and disease management
awareness.
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Harmony Health Plan Pay for Quality Program — This project focused on
improving access to care and the delivery of quality
services to members by rewarding providers when
their individual statistics reflected their efforts to assist
in improving member education and other preventive
services.

HealthCare USA Cultural Competency Program — This program
strives to ensure that members receive appropriate care
in a culturally-sensitive environment, and further
ensures that health plan staff focus on cultural
competency at all levels.

Missouri Care Health Plan “I CAN...Help My Child Stay Healthy” Project —
The health plan partnered with the Central Missouri
Community Action Center ensure that all eligible
children in the region were enrolled in Head Start, and
that all children in Head Start obtain all preventive
health care available. The goals of the partnership
include decreased Emergency Room visits and
improved parent health literacy.

Molina Health Care of Case Management for Pregnant Women —
Missouri Beginning Another Beautiful You through
Coordination of care, Assessment, Referral and
Education (B.A.B.Y. C.A.R.E.) has been implemented
to improve obstetrical outcomes, reduce obstetrical-
related hospital admissions and decrease the incidence
of pre-term deliveries by identifying, educating and
managing members with risk factors throughout their
pregnancy.

Conclusion

Review of the SFY 2009 Annual Evaluations submitted by the Managed Care health plans
reveal areas in which improvement is evident as well as declines in measures from SFY2008.
Health plans should provide year-to-year comparison reports to measure progress/declines in
self-reported measures to determine if goals are being met or if changes are warranted to
existing processes.

Managed care health plans should only include in their annual evaluation processes and
achievements relating to Managed Care and not what they have accomplished in other states
and/or commercial lines. Health plans must also adhere to the required format and submit
required data when submitting their annual evaluation.

The Managed Care health plans have submitted detailed work plans for the next year which

outline their continued efforts in providing quality health care to participants in Managed Care
while maintaining compliance with their contract with the MHD.
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Annual Enrollment Analysis
For the MO HealthNet Managed Care Health Plans

Enrollment

On July 1, 2008, the start of State Fiscal Year 2009 (SFY09), there were 382,438 individuals
enrolled in the MO HealthNet Managed Care Program compared to 401,314 individuals enrolled
as of June 30, 2009. Enrollment in the MO HealthNet Managed Care Program increased by
18,876 individuals during SFY09. Statewide there were 850,722 participants enrolled in the
Medicaid Program as of June 30, 2009. MO HealthNet Managed Care enrollees accounted for
47.2% of the total enrollment.

There were 196,694 enrollees (49.0%) in the Eastern region, 77,296 enrollees (19.3%) in the
Central region, and 127,324 enrollees (31.7%) in the Western region at the end of SFY09.
Individuals eligible for coverage under the 1915(b) Waiver accounted for 360,655 (89.9%) of the
enrollees and 40,659 individuals (10.1%) were eligible under the Children's Health Insurance
Program (CHIP).

Enrollment in the MO HealthNet Managed Care Program increased in all three MO HealthNet
Managed Care regions during SFY09.

Please refer to Attachment #1 through Attachment #7.

Auto-Assignments

During SFY09 112,642 enrollees (28.1%) were auto-assigned to the MO HealthNet Managed
Care health plans. Of these, 90,650 (80.5%) were eligible for coverage under the 1915(b)
Waiver and 21,992 (19.5%) were eligible under CHIP. There were 45934 enrollees auto-
assigned in the Eastern region, 25,293 in the Central region, and 41,246 in the Western region
during the period July 2008 through June 2009. HealthCare USA in the Eastern region received
the majority of the random auto-assignments (14.8%) while Molina HealthCare of Missouri in
the Central region received the least amount of the random auto-assignments (1.6%).

Please refer to Attachment #8 through Attachment #10.

Member Selection

Statewide approximately 106,594 members selected a MO HealthNet Managed Care health plan
during SFY09. Of those members selecting an MO HealthNet Managed Care health plan,
49,680 (46.5%) were in the Eastern region, 22,655 (21.3%) were in the Central region, and
34,310 (32.2%) selections were in the Western region.

Individuals eligible for coverage under the 1915(b) Waiver accounted for 81,436 of the
selections and 25,248 CHIP members selected their own MO HealthNet Managed Care health
plan.

The majority of members selected HealthCare USA (25,188) in the Eastern region, HealthCare
USA (8,813) in the Central region, and Children’s Mercy Family Health Partners (11,216) in the
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Western region. Molina HealthCare of Missouri in the Western region experienced the lowest
number of member selections (1,441).

Please refer to Attachment #8 through Attachment #10.

Transfers

There were 25,417 individuals statewide that transferred between MO HealthNet Managed Care
health plans during SFY09. Of these, 11,739 individuals (46.2%) transferred in the Eastern
region, 5,661 (22.3%) in the Central region, and 8,017 individuals (31.5%) in the Western
region.

During SFY09, there were 20,152 individuals eligible for coverage under the 1915(b) Waiver
and 5,265 individuals eligible for coverage under CHIP that transferred between MO HealthNet
Managed Care health plans.

Please refer to Attachment #11 and Attachment #12.

Supplemental Security Income (SSI) Opt-Outs

During SFY09 there were 269 MO HealthNet Managed Care enrollees that opted-out of the MO
HealthNet Managed Care program. Of these, 87.36% were processed by the enrollment broker
and 12.64% were processed by the Participant Services Unit at the MO HealthNet Division.

There were 47.96% opt-outs in the Eastern region, 27.14% in the Central region, and 24.91% in
the Western region. Of the total that chose to opt-out 98.14% were 1915(b) Waiver participants
and 1.86% were 1115 Waiver participants.
The top five opt-out reasons are:
Better Benefits — 34.94%
Doctor Takes Straight Medicaid — 18.96%
No Information Provided from Enrollment Broker — 18.22%
Met Medical Opt Out Criteria — 10.78%
SSI Eligible — 8.92%

Nk W=

Statewide, 84.76% of enrollees opted-out after enrollment in an MO HealthNet Managed Care
health plan and 2.23% chose to opt-out prior to enrollment in an MO HealthNet Managed Care
health plan. There were 13.01% that fell into an ‘other’ category.

Special Health Care Needs

During SFY09 there were 10,116 participants identified with special health care needs and were
reported to the appropriate MO HealthNet Managed Care health plan. Of these 48.96% were in
the Eastern Region, 21.66% were in the Central Region, and 29.38% were in the Western
Region.

Race

Across all MO HealthNet Managed Care health plans during SFY09 the race of enrollees
consisted of 59.12% white, 36.49% black, .97% Hispanic, .19% Asian, .67% multi-racial and
.15% 'other'. There were also 2.41% of enrollees in which race/ethnicity was undetermined.
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Eastern region enrollees consisted of 50.12% black and 46.07% white; Central region consisted
of 11.88% black and 84.20% white; and Western region consisted of 31.51% black and 62.99%
white.

With the exception of HealthCare USA in the Eastern Region, where blacks accounted for
57.07% and whites accounted for 39.45% of enrollees, the majority of all other MO HealthNet
Managed Care health plan enrollees were white.

Languages Identified

In all MO HealthNet Managed Care health plans during SFY09 there were 58.99% of MO
HealthNet Managed Care enrollees whose primary language was English. Additionally, .63%
enrollees listed Spanish as their primary language and 39.25% of enrollees had no primary
language listed.

Regionally, enrollees who identified English as their primary language were at 63.26% in the
Eastern region; 53.30% in the Central Region; and 56.11% in the Western region. Enrollees who
identified Spanish as their primary language were at .33% in the Eastern region, .29% in the
Central region; and 1.27% Western region. Enrollees who did not identify a primary language
were at 35.06% in the Eastern region, 45.48% in the Central region; and 41.67% Western
Region.
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Development, Approval and Monitoring of the Quality Improvement Program

The following information was taken from the MO HealthNet Managed Care health plans' SFY
2009 Annual Evaluations:

Blue Advantage Plus of Kansas City

Quality and Compliance Committee

BCBSKC has an integrated quality and compliance system for its managed care programs.
Under the direction of the governing bodies for each managed care program, the Quality Council
is the internal committee responsible for day-to-day operations of the quality assessment and
improvement program, and for approving recommendations made by other committees relative
to the Quality Improvement Program. Other important quality management and compliance
related committees include the Delegated Oversight Committee, joint BCBSKC/New Directions
Delegated Oversight Committee, Medical and Pharmacy Management Committee, Care
Connections Advisory Council, Peer Review Committee, and the BA+ Oversight Committee.
These committees meet regularly to evaluate performance toward meeting goals, and to

address quality concerns. Minutes and other appropriate documentation are available for each
of these Commiittees.

The roles, functions, and responsibilities of each Committee within BCBSKC are included in the
Quality Improvement System Description and Committee Charter. The committee chair is
responsible for reporting and functioning of the Committee. The roles, functions and
responsibilities of the Medical Director are clearly defined in the job description and the Quality
Improvement System Description.

The Compliance Committee is chaired by the Director, Audit Services and Compliance Officer.
The Committee meets monthly to address compliance issues. The Compliance Committee acts
on reports of oversight activities from the Delegated Oversight Committee, the joint
BCBSKC/New Directions Behavioral Health Delegated Oversight Committee, and the BA+
Oversight Committee. Minutes and other appropriate documentation are available.

Analysis of Quality Improvement Process

NCQA Accreditation -BCBSKC is accredited by the National Committee for Quality Assurance
(NCQA) for certain of its health plans and programs. BCBSKC renewed its accreditation status
of “Excellent”, the highest level possible, for its commercial HMO product, Blue-Care, by the
National Committee for Quality Assurance (NCQA). The company’s Preferred-Care Blue PPO
product also renewed its accreditation, receiving “Full” accreditation, the highest level awarded
for PPO products by NCQA.

BCBSKC is also accredited by URAC for several programs, including Health Provider
Credentialing (including the BA+ network), and Health Utilization Management.

Accreditation has been found to be associated with industry best practices. Accredited

companies are more likely to measure and report quality performance.
BCBSKC'’s corporate policies and procedures, and quality assessment and improvement
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program structure, are designed to meet or exceed NCQA and URAC’s standards. This
infrastructure also supports BA+’s QA&I activities, ensuring that BA+ members and providers,
and the State of Missouri benefit from gains in managing administrative costs and improving
service and quality of healthcare that are realized from the BCBSKC Quality Improvement
Program. Achieving the highest level of quality is clearly the expectation of the BCBSKC
organization.

Our NCQA strategy for the next cycle of health plan survey requires BCBSKC to address
several significant changes. One of the top priorities in 2009 for the accreditation strategies has
been to evaluate BA+ compliance with NCQA standards. The 2009 contract for Medicaid
managed care requires BA+ to achieve first-time NCQA accreditation by October 2011, so BA+
will be brought forward with BCBSKC during the already-scheduled survey in 2011.

Overall Effectiveness of the Quality Improvement Program

Strengths and Accomplishments

During three quarters of CY2008, BCBSKC placed in the top five out of 56 Blues reporting
entities for Member Touchpoint Measures (MTM). During the third quarter of CY2008,
BCBSKC was ranked first among all Plans. Each of the ten MTM Direct Measures within the
100 point MTM index is scored separately and the scores are summed to yield the total score.
The combined score is the measure of overall operational performance. BCBSKC ended the year
with an average for 2008 of 98.8, favorable to the corporate goal of 97.5 points.

MTM also provides the majority of the key performance measurements used to evaluate the
effectiveness of the service quality improvement program and to drive service improvement
efforts. In CY2008, nine MTM and three non-MTM measures were the primary means of
quantitative evaluation of BCBSKC’s performance in the “vital few” areas of operations
performance for CY2008. These measures evaluate performance in the key process areas of
member and group enrollment; claims operations; and customer service operations.

Service performance met or exceeded goal levels on a consistent basis in eight of the twelve
service performance measures: enrollment timeliness; enrollment member accuracy; enrollment
group accuracy; claims timeliness; claims frequency accuracy; inquiry accuracy telephone
blockage rate; and telephone abandon rate.

Only four of the twelve performance measures did not meet CY2008 goals. The first, claims
(dollar) accuracy, missed the goal by only 0.04 percent, and has remained virtually unchanged
since CY2006. The second, inquiry timeliness, was 94.9 percent, which is an improvement over
CY2006 and CY2007, but does not meet the new, higher, goal of 95 percent set for CY2007.
The third, e-mail inquiry timeliness, was 51.7%, which increased by 18.2% in comparison to
CY2007. The fourth, benefit phone inquiry accuracy, was 97.6 percent, which decreased slightly
over one percent in comparison to CY2007.

During CY2008, BCBSKC continued to build out CareConnection, our comprehensive and
integrated care management model. Using the data from the Enterprise Data Warehouse
(EDW), predicted risk scores from analytical tools, and campaign engines using complex
algorithms within the care management tools in CareAdvance Enterprise (CAE), a TriZetto
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product, BCBSKC implemented significant improvements in the preventive health, disease
management and case management programs reaching our members. However, problems with
the CAE platform continued to plague the CareConnection program, to the extent that certain of

the campaigns had to be placed on hold while the technical issues were being addressed in
2009.

Also in CY2008, BCBSKC had improvement in HEDIS “Effectiveness of Care” results. For five
measures, more than any other Kansas City health plan, BCBSKC’s health plans were the “Best
in Kansas City:” These “Best in Kansas City” rates included:

Diabetes — comprehensive eye exam (also “Best in Kansas City” in 2007 and 2006);
Advising smokers to quit (also “Best in Kansas City” in 2007 and 2006);

Cervical cancer screening (also “Best in Kansas City” in 2007 and 2006);

Follow-up ambulatory visit within seven days after hospitalization for mental health
diagnosis (also “Best in Kansas City” in 2007); and

e Breast cancer screening (also “Best in Kansas City” in 2007).

In addition to the “Best in Kansas City” ratings, BCBSKC’s Blue-Advantage Plus Medicaid
managed care product was also best in the State of Missouri for Medicaid plans for two
measures: follow-up ambulatory visit within seven days, and within 30 days, after hospitalization
for mental health diagnosis.

Opportunities for Improvement

Due to the distributed nature and number of performance improvement activities across the
company, continued strong collaboration between the areas of Quality Management, Operations
Support Services, Operations Performance Improvement, Population Management, and Care
Management is needed to ensure that strong interventions to improve service and clinical care
are ongoing, meaningful to the population, and measured and documented in a way that is
acceptable to BCBSKC leadership and external reviewers. Meaningful integration of the quality
improvement program goals with those of the corporate business plan will continue to focus on
the following broad areas: improving the quality of health outcomes, decreasing healthcare
costs, and improving service.

During CY2008, BCBSKC continued to deploy new functionality and process improvements
which directly and indirectly support the pursuit of business excellence and provide resources for
the systems and processes supporting quality improvement.

Decentralization of clinical and service/operational performance improvement activities
continues to bring challenges of oversight, training, standardization of reporting, and
communication. Reduction in head count through attrition brings the challenge of managing
through contracted staff or restructuring of staff positions. The Quality Management Department
continues efforts to provide ongoing refresher education on QI principles and accreditation
standards. An important function of the Quality Management Department is to facilitate
agreement on strong interventions to improve service and clinical care that are meaningful to the
population served, and measured and documented in a way that is acceptable to BCBSKC
leadership and external reviewers.

During CY2008, additional quality skills training was conducted using curriculum developed to
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meet business needs identified in CY2005. Management and staff in Medical Services and Care
Management Divisions received training on qualitative/causal analysis, Plan-Do-Check-Act
methodology, and rapid cycle change, using the model used by the Institute of Healthcare
Improvement.

Throughout CY2008, the Quality Management Department hosted continuing education through
free and reduced-cost webinars and conference calls offered by NCQA, URAC and the BCBS
Association on topics related to accreditation, quality improvement projects, and best practices.
In CY2007, the StrengthsFinders training program was implemented at BCBSKC. During
CY2007 and CY2008 many divisions completed the StrengthsFinder training programs. The
concept of aligning individual talents and strengths with available roles has become part of the
culture within the divisions. The StrengthsFinder program has been shown to be successful on
several levels within these divisions.

Children's Mercy Family Health Partners

Quality and Compliance Committee
The Children’s Mercy Family Health Partners (CMFHP) Board of Directors has ultimate
authority and responsibility for oversight of the Quality Management Program.

1. Quality Management activities are reported as requested to the Board of Directors by the
Medical Director or appropriate staff. Credentialing material is reported quarterly by the
Medical Director or appropriate staff.

2. The Medical Oversight Committee (MOC) approves the Quality Management Plan and
substantive modifications to the plan.

The MOC has the authority and responsibility to direct the development and implementation of
the internal Quality Management Plan, provide overall direction in matters of medical
management and monitor the quality of care that CMFHP members receive. The committee
meets semiannually to provide program oversight.

The MOC does oversight of the Health Services Committees, Medical Management Committee
and Quality Management Committee, which includes the subcommittees that report to them. In
addition, the MOC reviews annual work plans, audit results, physician satisfaction surveys, risk
management issues and activities of subcommittees. MOC also periodically reviews clinical
care, quality of service, Utilization Management reports, provider and pharmacy profile reports,
service standards and other quality improvement activities.

Analysis of Quality Improvement Process

Overall Effectiveness of the Quality Improvement Program

Strengths and Accomplishments

As aresult of Children’s Mercy Family Health Partner’s review of 2008-2009 quality
performance and improvement efforts, the following strengths and accomplishments were
realized in that timeframe:
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e Developed a strategy for achieving NCQA accreditation — included hiring an
Accreditation Manager, engaging the services of a consultant, providing staff training on
NCQA standards, and implementing NCQA workgroups and a steering committee

e Developed a comprehensive Pre-certification Training Manual for new and existing staff
Completed redesign of the CMFHP website for members and providers

e Completed evaluation and began implementation of a diabetes disease management
initiative, aimed at distribution of practice guidelines, reminder systems to members,
member lists and reminders to primary care providers, a diabetic newsletter for members,
and support of diabetic education through community resources
Expanded ER Care Management program to include additional high volume facilities

e Continued expansion of disease management programs into additional offices, as well as
expanded the asthma program to central Kansas

e Completed software enhancements to the Care Management System (CARE) to support
the implementation of online medical reviews and documentation of all clinical functions
within Health Services

e Enhanced fraud and abuse program to increase involvement from Provider Relations and
Claims/Operations, as well as implemented additional trigger reports to improve
identification of potential fraud and abuse issues

e Completed pediatric and adult care management education to high volume providers in
Missouri

e Developed and implemented a lead CEU program for providers and their staff

e Began development of a depression disease management program in collaboration with
New Directions Behavioral Health, our behavioral health vendor

e Completed cross-training of staff in Prior Authorization and Utilization Review

e Expanded development and use of internal clinical criteria as guidelines for clinical staff
decision making

e Strong HEDIS measure performance related to Timeliness of Prenatal Care, Follow-up
after Mental Health Hospitalization in 30 days, Well Child in the First 15 Months of Life,
and Use of Appropriate Medications for Asthma

Opportunities for Improvement

As a result of Children’s Mercy Family Health Partners’ review of 2008 quality performance and
improvement efforts, the following opportunities for improvement were identified as initiatives
for 2010:

e Organization-wide assessment of readiness for NCQA and completion of required
processes and procedures to ensure compliance with all standards

e Update the care management documentation system (CARE) to ensure NCQA
documentation compliance with complex case management standards

e Implement satisfaction surveys for members receiving care management and disease
management services

e Analyze top diagnoses followed in care management, adopt and distribute clinical
practice guidelines to support optimal care outcomes to appropriate providers

e Identify barriers to use of spirometry in asthmatics and develop an intervention to
improve outcomes
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e Implement adult wellness initiatives (i.e. newsletter and reminders)

e Explore other medias to get education to members and providers (i.e. Twitter, online
communities, texting)

e Develop a formal inter-rater reliability process for clinical staff decision making

e [mplement monitoring system for turnaround times in clinical staff decision making
that is more inclusive than the quarterly audit process

e Implement a system to collect race and ethnicity information according to NCQA
CLAS standards

e Improve HEDIS measures for Comprehensive Diabetes Care, Breast and Cervical
Cancer Screening, Advising Smokers to Quit, Follow-up for Children with ADHD
Medications, and Childhood Immunizations Combo 2

e Continue to develop new mechanisms for detecting fraud and abuse

e Enhance delegation requirements for NCQA compliance

e Investigate barriers to diagnosing obesity in primary care provider offices

Harmony Health Plan of Missouri

Quality and Compliance Committee

Analysis of Quality Improvement Process

Overall Effectiveness of the Quality Improvement Program

Strengths and Accomplishments

Opportunities for Improvement

The purpose of the Quality Improvement Program is to establish a systematic process of
measurement, analysis and intervention to assess and improve the quality of service and clinical
care provided to Harmony Health Plan/WellCare members. The measures chosen for review are
comprehensive, including increasing preventive health services to members, improving clinical
quality of care for members, improving customer satisfaction, decreasing cost of care without
compromising quality, and decreasing administrative costs.

QUALITY IMPROVEMENT COMMITTEE

The Quality Improvement Committee is responsible for promoting the goals and objectives of
the health plan by overseeing the implementation of the Quality and Utilization Management
Programs including clinical and service quality, utilization management, credentialing,
delegation oversight, and behavioral health management. The QI Committee meets monthly but
not less than eight times per year. During 2008, the Quality Improvement Committee met ten
times. Minutes are recorded and maintained for each meeting.

The Committee is chaired by the Chief Executive Officer or his designee. Membership is
comprised of the following individuals and/or their representatives: The Medical Director,
Director of Quality Improvement, Director of Health Services, Director of Credentialing,
Director of Appeals and Grievances, and Representatives of Executive Management. The
Committee met as indicated on approved minutes. The Committee reports to the Board of
Directors.
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Committee Initiatives/Focus for 2009 — 2010
e Oversight of Local, State and Federal Regulatory Compliance

e Review and approval of QI and UM Program Description, Work plan and Annual
Evaluations

Oversight of quality measurement Performance Improvement Projects
Oversight of HEDIS performance measures

Oversight of Clinical Quality Improvement

Oversight of Service Quality Improvement

Oversight of the Credentialing and Re-credentialing Program
Oversight of Delegation Program

Oversight of the Utilization, Disease and Case Management Program
Oversight of the Behavioral Health Program

Oversight of the Appeals and Grievance Program

Oversight of the Consumer Advisory Program

MEDICAL ADVISORY COMMITTEE

The Medical Advisory Committee is the principal physician committee that oversees clinical
quality improvement, utilization management, customer service quality improvement and
appeals and grievances activities. The Committee meets quarterly but not less than 3 times per
year. The Committee met as indicated on approved minutes. Minutes are recorded and
maintained for each meeting.

The Committee is chaired by the Medical Director. Membership is comprised of the following
individuals and/or their designees: Medical Directors, Representative(s) of Executive
Management, and Physician Advisors representing primary care, surgery, obstetrics, and sub-
specialties as assigned, Director of Corporate Quality Improvement, Director of Quality
Improvement, and Director of Health Services. The committee reports to the Quality
Improvement Committee.

Committee Initiatives/Focus for 2009 — 2010
e Oversight of clinical and administrative studies (Performance Improvement Projects),
HEDIS Measure Performance, Disease/Case & Utilization Management Programs,
Member/Provider Surveys, and Medical Record Review
Oversight of Customer Service Quality Improvement Initiatives
Oversight of Appeals and Grievances Activities
Oversight of Clinical Practice Guidelines
Oversight of Preventive Health Guidelines

APPEALS AND GRIEVANCE COMMITTEE

The Health Plan’s Appeals and Grievance Committee monitors appeal trends, and appeals
overturn rates as part of the ongoing monitoring activities. They review administrative and
benefit member and provider medical necessity appeals and grievances and make final
determinations. All appeal and grievance activities are reported to the Medical Advisory and
Quality Improvement Committees. If a trend is identified of overturned denials relating to
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medical necessity or benefit coverage, an in-depth review of the utilization decision process will
be undertaken with the implementation of an intervention plan, as appropriate.

The Committee is chaired by the Medical Director. Membership is comprised of the following
individuals and/or their designees: Medical Director; Director of Appeals & Grievance; Appeals
& Grievance staff, as appropriate; Physician Advisor(s); One (1) health plan employee;
Representatives from Legal or Compliance, as necessary. Voting members include the Medical
Director, Physician Advisors, and one (1) health plan employee, all whom have been unaffiliated
with the case prior to the review.

Committee Initiatives/Focus for 2009 — 2010

e The Appeals and Grievance Committee will continue the review of member and
provider medical necessity appeals and the review of administrative and benefit
appeals.

e Continue managing workflow productivity improvements as a result of enhancements
to systems and operational processes.

e Continue focus on initiatives with Customer Service to evaluate trends related to
provider complaints, Primary Care Provider changes.

e Continue joint project with Claims to conduct root cause analysis of No Prior
Authorization Denials.

e Overturn rates will be further explored in 2010 comparing internal and external
reviews. These results will be tracked and trended. Any issues that arise from this
analysis will be targeted for root cause analysis with corrective action as needed.

e The external review process will be analyzed to determine which specialties are most
frequently used. A discussion regarding the findings will be brought to the group.
Continued upgrades to Appeals and Grievance Database

e Implementation of new technology for scanning and workflow solutions
Review appeals issues in appropriate committees accordingly

Delegation Oversight Committee

The Delegation Oversight Committee coordinates and oversees all delegated activities ensuring
that delegated agencies adhere to contractual, regulatory, and accreditation requirements. The
Delegation Oversight Committee ensures compliance with regulatory, contractual, and
accreditation standards by maintaining appropriate policies and procedures; monitoring potential
delegation activities; completing pre-delegation audits; executing delegation implementation;
completing annual delegation audits; monitoring agencies on corrective action; monitoring
vendor reporting and data submission.

The Delegation Oversight Committee coordinated compliance with regulatory, contractual, and
accreditation standards for 15 delegated entities by maintaining appropriate policies and
procedures; completing pre-delegation audits; executing delegation; completing annual
delegation audits; monitoring vendors on corrective action; monitoring vendor data submission
and performance reporting. There were six delegated entities terminated.

Committee Initiatives/Focus for 2009 - 2010
e Maintain appropriate policies and procedures.
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Monitoring potential delegation activities.
Completing pre-delegation audits.

Executing delegation implementation.
Completing annual delegation audits.

Monitoring agencies on corrective action.
Monitoring vendor reporting and data submission.

PHARMACY AND THERAPEUTICS COMMITTEE

The Pharmacy and Therapeutics Committee is the keystone for maximizing rational drug use and
managing the complexities surrounding their safe and effective use for WellCare Health Plans.
The purpose of the Committee is to function in an advisory, educational, and quality
improvements capacity as it relates to drug use. The objective of the committee is to improve the
quality of care by: promoting appropriate prescribing and drug selection, establishing and
adopting standards of care practices, and managing the cost of pharmaceutical care.

The Committee met as indicated in meeting minutes.

Committee Initiatives/Focus for 2009 — 2010

e Recommending or assisting in the selection of drugs for the Preferred Drug List

e Recommending/assisting in the adoption of, or formulation of broad professional policies
regarding evaluation, selection and therapeutic use of drugs

e Participating in the development, implementation and review of clinical pathways for
medications

e [Initiating and/or directing Medication Use Evaluation (MUE) studies and reviewing the
results of such activities. Advise on potential problems related to the over utilization or
inappropriate utilization of drugs.

e Assisting in the quality improvement program designed to detect possible or potential
issues

e Providing a forum for the review, revision, and approval of policies and procedures,
guidelines, standards, etc.

CUSTOMER SERVICE QUALITY IMPROVEMENT WORK GROUP

The Customer Service Quality Improvement Work Group functions as a multidisciplinary work
group to identify opportunities for improvement in the customer service provided to our
members and providers. The Customer Service Quality Improvement Work Group met as
indicated in official meeting minutes.

The Director of Customer Service chairs the work group. Membership includes, but is not
limited to, Representatives from Operations, Health Services, Provider Relations, Legal Affairs,
Quality and other ancillary departments as identified. Minutes are recorded and maintained for
each meeting. The work group reports to the Medical Advisory Committee

The committee reviews data relevant to member and provider grievances and appeals to ensure

that individual member and provider issues are addressed, resolutions are appropriate and timely,
and that the process is compliant with regulatory standards. Dedicated to the continuous quality
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improvement process, the committee facilitates open and consistent communication among
members, providers, the QIC and other company departments.

Committee Initiatives/Focus for 2009 — 2010

e Enhance the process to review and trend grievance and appeal data to identify
opportunities for improvement.

e Enhance the process to review and trend data related to Primary Care Providers changes
to identify opportunities for improvement.

e Enhance the process to review and trend member satisfaction data to understand root
causes, process issues (e.g., claims, process issues, plan responsiveness to customer
needs/expectations) to identify opportunities for improvement.

e Utilize dis-enrollment codes to identify trends and opportunities for improvement in
customer satisfaction and retention.

¢ Continue to increase service levels and quality (e.g., grade of service, abandonment, and
average speed of answer).

HealthCare USA

Quality and Compliance Committee

Quality Management Committee (QMC)

The QMC is delegated by the governing body and administration to prioritize and coordinate all
organization wide quality and utilization/performance improvement activities in accordance with
the approved Quality Improvement Program Strategy. In addition to the Board of Managers, a
review of and recommendations related to quality improvement activities are received from the
Executive Quality Committee, the Physician Advisory Council and other departments and
committees of HealthCare USA.

The QMC is comprised of HealthCare USA leaders, the Medical Director, and at least five
network physicians, credentialed by either HealthCare USA or a delegated entity. The Medical
Director, Vice President of Health Services, provider relations and other physicians recommend
physicians from the community for participation on the committee. The Medical Director,
serving as the chairperson, makes final selection decisions.

The QMC meets at least quarterly, or more often at the call of the Chair. Business is conducted
by written agenda, which is maintained on file with the minutes of each meeting.

The QMC oversees the quality and utilization/performance improvement function organization
wide, as well as all key processes associated with successful implementation and outcomes.
Specifically, the QMC shall:

e Develop, modify, and approve the Quality Improvement Program Strategy prior to approval
by the Board of Managers.

e Approve quality and utilization management initiatives based on organization strategic
priorities, the QI strategic plan and available resources.
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e Prioritize quality and utilization management initiatives and other quality improvement
projects based on actual or potential impact on improving outcomes of care and service,
member safety, increasing membership, decreasing costs and, review of data and review of
organization priorities and objectives.

e Oversee and support cross-functional, interdisciplinary teams; facilitate the involvement of
various settings, departments, and/or services in support of team activities.

e Contribute to the plan and design of organizational mechanisms and methodologies to
support cross-functional, interdisciplinary quality and utilization management/performance
improvement activities.

e Review aggregated data/information feedback from customer satisfaction surveys, utilization
management processes, adverse/sentinel events, and other data/information impacting
organizational performance.

e Review periodic data and outcome summaries from quality and utilization performance
improvement initiatives.

e Oversee a confidential peer review process whereby all practitioner-specific issues are
referred to the appropriate peer review committee or manager.

e Determine and support the education and training needs of the organization related to quality
and utilization performance improvement.

¢ [Evaluate the effectiveness of the quality and utilization/performance improvement activities
of the departments.

e Provide timely summary information concerning improvements in organization performance
to all involved.

Compliance Management Committee

Regulatory Compliance staff report all activities, policies, and compliance updates and issues to
the Compliance Management Committee (CMC). The Manager of Regulatory Compliance
chairs the CMC and is responsible for the plan’s overall compliance with applicable Federal and
State and regulations. The Manager of Regulatory Compliance chairs the CMC and acts as the
plan’s key contact for monitoring and maintaining policies and procedures and marketing
distributions, tracking annual approval of these documents, as well as state submissions. The
Manager of Regulatory Compliance reports directly to the CEO and the CMC reports directly to
the Board of Managers.

Within these positions, maintaining and monitoring Health Insurance Portability and
Accountability Act (HIPAA) compliance and managing business associate agreements with
physician consultants, other subcontractors and vendors is administered. Regulatory QI staff and
Finance Department staff monitor and maintain the Medicaid fraud and abuse program as
described in the fraud and abuse policies and procedures. All fraud and abuse cases, as well as
coordination, prevention and detection activities, are reported quarterly to the CMC and annually
to the State agency. All functions within the Regulatory Compliance department and all fraud
and abuse activities are incorporated into the health plan’s Compliance Plan. This Plan adheres
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to the seven elements of a Compliance Plan, consistent with the Office of Inspector General
(OIG) compliance elements.

Education for all compliance standards is provided to employees, members and providers via a
variety of different avenues in order to ensure understanding. Education is key to administering
compliance and lessening deficiencies. Regulatory Compliance staff conduct internal audits to
ensure compliance with all applicable regulations and requirements, including but not limited to
the code of federal regulations (CFRs), the code of state regulations (CSRs), HIPAA
requirements and the deficit reduction act (DRA). All findings are presented to the CMC to aid
in setting compliance standards, the identification of vulnerable areas and associating risk (low,
medium, or high) and to monitor ongoing compliance accordingly. The CMC is responsible for
initiating corrective action plans as deficiencies are detected.

The CMC reports summary activities at least annually to the Quality Management Committee,
the Executive Quality Committee, and at least annually to the Board of Managers. Annually, the
CMC evaluates the impact of the Compliance Plan using audit results and oversight information.
This information is presented to and approved by the Quality Management Committee (QMC),
as delegated by the Board of Managers.

Executive Quality Committee & Physician Advisory Council

HealthCare USA developed an Executive Quality Committee and a Physician Advisory Council
(PAC) in 2007. The Executive Quality Committee reviews, makes recommendations, and
approves the activities of the Quality Management Committee, the Credentialing Committee,
Peer Review Committee, Complaints, Grievances and Appeals Committee, and the Compliance
Management Committee, including non-clinical issues related to regulatory compliance,
corporate compliance and fraud and abuse. The Committee meets at least quarterly and includes
members of senior leadership and the Senior Executive. The committee is responsible for
reviewing the activities and providing feedback to the individual committees.

The purpose of the PAC is to provide advice and guidance in areas such as physician services,
plan activities affecting physician providers in the community, medical and pharmacy
management and specialty programs. The PAC was expanded in 2009 to have a PAC in each
region. The Medical Director(s) appoints at least eleven (11) community physician members to
reflect a balance of viewpoints, education and experience representing physician practice in rural
areas, underserved and urban areas. The PACs meet at least bi-annually and reports to the QMC.

Analysis of Quality Improvement Process

HealthCare USA implemented the rapid cycle methodology in 2007 and continues to use of this
methodology to identify, prioritize and accelerate improvement processes and to maintain a
focus on targeted improvements. This methodology identifies, implements and measures change
to processes. This methodology is flexible in the ability to incorporate lean, six sigma and other
performance improvement tools and methods. With the rapid cycle methodology, an overall
project goal or aim is defined with specific process and outcome measures. Improvements occur
through small rapid PDSA (Plan, Do, Study and Act) cycles or tests of change identified and
implemented by a multi-disciplinary team. Decisions to expand, revise or stop a test of change
are based on review of data collected, analyzed and reviewed at team meetings.
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The PDSA cycle of change involves four steps. A Plan for a test of change is set based on theory
and best practice. Do, on a small scale, a test to determine effectiveness without wasting
resources. Study the outcomes of the small scale implementation and Act by applying the
change to a larger population, stopping the change or revising the change. Outcomes of small
tests of change can be seen in real time or a nearly immediate basis, which allows numerous
cycles of tests of change to occur in a short period of time. There are often several PDSA cycles
for each improvement project implemented.

This quality improvement process has allowed HealthCare USA to more efficiently manage,
evaluate and track clinical and operational quality improvement projects. The on-going
education and evaluation of the program helps HealthCare USA improve and maintain best
practices in managed care, as well as practices that are consistent with evidenced based clinical
practice guidelines and national quality improvement standards.

Overall Effectiveness of the Quality Improvement Program

HealthCare USA’s Quality Improvement Programs have been effective in meeting and
exceeding many of the goals set for individual projects and organizational objectives. Through
the analysis and evaluation of past outcomes and current data, the plan has been able to
implement multiple improvement projects, workgroups and task forces to improve outcomes of
care and service, safety, satisfaction and costs across all three (3) regions of Missouri.

HealthCare USA continues to meet the needs of our diverse membership, expanded services and
established strong partnerships with agencies and organizations dedicated to improving the lives
of the general population, minority cultures and other disparate populations in Missouri.
HealthCare USA continues to strengthen partnerships in rural communities to help prevent
avoidable out-migration of care and provide the best services for this population.

In 2008 and 2009, the EPSDT/HEDIS work group implemented additional improvements to
focus resources and coordinate efforts across functional areas of the organization. Changes
implemented with a multi-disciplinary team reduced duplication of efforts and focused resources,
resulting in implementation of many interventions and an overall improvement in measures from
calendar year 2008 and again in 2009, without an increase in resource utilization. The most
significant improvements have been seen in adherence to asthma medications, timeliness of
prenatal care, adolescent well care, Chlamydia and cervical cancer screening, mental health
follow up after hospitalization and annual dental visits. HealthCare USA will continue this
approach in achieving the HEDIS National Medicaid 75th percentile or higher for all HEDIS
measures.

HealthCare USA’s 2008 and 2009 Child CAHPS member satisfaction survey rates continue to
improve in most areas as compared to previous years. The results for Health Plan Overall for
Eastern and Central regions were significantly above the 2007 and 2008 Medicaid averages. The
HealthCare USA Overall rate significantly improved in the Western region in 2008 and 2009. In
2009 the Adult CAHPS survey was completed statewide to establish a baseline for the survey
required for NCQA accreditation. HealthCare USA will continue to strive to meet and exceed
the needs of membership and improve satisfaction with the Plan.
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The HealthCare USA provider network has remained appropriate for the membership.
HealthCare USA members had 100 percent access to Primary Care Providers in Central, Eastern,
and Western regions in Missouri. The appointment availability and after hours access study
revealed appropriate access. Results of surveys and audits are used by the Provider Relations
Department to educate providers identified as not adherent to the standards individually and
through newsletters and the provider web site with for all providers. Provider Relations staff
also complete closed panel investigations and do secret shopper surveys to verify that providers
are adherent to access standards.

HealthCare USA continues to support a robust Fraud and Abuse Program. A “lunch-n-learn”
staff education program and monthly regulatory compliance on-line quizzes were provided in
addition to periodic updates and reminders in newsletters and other employee communications.

HealthCare USA maintains a focus on ensuring effective and efficient processing of data in the
claims, membership, and provider software systems. Data tracking and reporting for each of
these areas continue to meet or exceed company and state standards. HealthCare USA continues
to assess processes to identify opportunities and implement activities to improve information
systems.

Overall provider satisfaction with HealthCare USA and the Customer Service Department has
continued to improve since 2007. HealthCare USA continued the provider seminars in 2008 and
2009, to improve communication and collaboration with providers in each region. In 2009, over
15 seminars were held across all three regions of Missouri. Physician Management Advisory
Councils (PMAC) continue to meet routinely for on-going provider education, to help increase
provider office staff knowledge about new programs, processes and projects, as a forum for
provider office staff to identify and discuss barriers and challenges they are encountering, and to
make suggestions for improvements in our programs, processes and projects.

Within Health Services, opportunities to improve clinical, functional, cost, safety and satisfaction
outcomes through utilization management, case management and disease management programs
were identified. Changes, resulting in improvements and additional opportunities, have been
implemented. Details of various clinical and operational performance improvement projects are
included in the detailed sections of the annual evaluation.

To improve communication, coordination, consistency and on-going education, daily in-patient
rounds, combined case management and disease management rounds twice a week, and grand
rounds with the Medical Directors, Concurrent Review, Case and Disease Management staff
continued. Staff from MHNet began co-locating in 2009 to improve ease of communication and
coordination. HealthCare USA social work continue assist in resolving social issues that impact
medical outcomes. Routine care management rounds with one of the high volume FQHCs
continue and additional face to face routine care management meetings have been started with
other providers.

Health Services staff continue to asses the needs of members identified by the state health risk
assessment and refer to appropriate services within the Plan. In addition, a standardized process
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for adult and child health risk assessments was implemented using a national vendor, SynCare.
Data from this health risk assessment is transferred to the clinical staff, where individual
members identified as having elevated risk levels are referred for additional assessments,
identification, and resolution of specific resource needs. Diagnosis specific clinical and
functional health risk and member-defined needs assessments have been implemented as part of
the High Risk OB, Asthma and NICU Disease Management programs. These are also being
developed for implementation in the Sickle Cell Disease Management program and the revisions
to the Diabetes program.

Review of utilization data, including hospital readmissions, emergency department (ED),
prenatal care and pharmacy data to identify under and over utilization resulted in identification of
an opportunity to improve early identification and intervention for members at risk for post
partum depression and for members diagnosed with ADHD. Focus studies in collaboration with
MHNet were implemented and will continue in 2010.

In addition to improving communication, coordination and collaboration with HealthCare USA
clinical staff, MHNet continued to focus improvement efforts on ambulatory care and family
therapy for children and adolescents. MHNet has an ongoing ambulatory follow-up performance
improvement project (PIP) to address the needs of patients following discharge for a mental
health illness. HEDIS 2008 and 2009 data analysis show significant improvement in measures
of Follow-Up After Hospitalization for a Mental Illness both at the 30 days interval and at 7 days
post-discharge.

MHNet has also continued to implement interventions to improve coordination of care and
services between behavioral health providers and primary care providers. A variety of strategies
have been implemented focusing on members receiving family therapy for children and
adolescents and members receiving pharmacotherapeutic interventions for behavioral health
diagnoses.

The Quality Management Committee continued the annual review and approval of all evidence
based clinical practice guidelines (CPGs) and review and approval for adoption of new CPGs. A
list and summary of the content of the guidelines are available on the HealthCare USA provider
website and in the provider manual. Direction about how to obtain written copies of complete
CPGs electronically and in writing are included on the website, in denial letters and periodically
in the newsletters and in new provider packets.

For every project, where evidence-based clinical practice guidelines and best practice protocols
are available, they are reviewed by the QMC and PAC, adopted, and incorporated as the basis for
member and provider education and other interventions. Other evidence-based clinical practice
guidelines, such as the American Diabetic Association guideline for diagnosis and treatment of
diabetes and the guidelines for assessing and managing obesity, have been adopted and are the
basis for projects related to these topics.

HealthCare USA continues to effectively manage the credentialing and re-credentialing needs of

the provider network. New providers continue to be added to the network and existing providers
are re-credentialed at least every 36 months. The credentialing department function was moved
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to the provider relations department in November of 2008. The 15 delegated credentialing
entities have continued to pass annual on-site oversight evaluations and routine reporting
requirements. Monthly calls with the Credentialing Verification Organization (CVO) continue to
improve ongoing coordination and collaboration between the CVO and Provider Relations staff
working in this area. In September of 2009, fifty files were reviewed by the URAC on-site
surveyor and found to be adherent to all credentialing and re-credentialing standards.

In 2009, the quality improvement team changed the process for on-going provider monitoring
on-site visits and medical record reviews to complete an audit of a random sample of 5-10% of
provider with clean and green files and 100% of providers who do not have a clean and green file
in the credentialing or re-credentialing process. Quality improvement staff will continue to do
complete investigations when a quality of care issue or safety issue is identified that cannot be
resolved with a documentation request and discussion with the provider involved. The chart
audit tool has been enhanced to not only assess for EPSDT, HEDIS elements, general
documentation guidelines, and adherence to evidence based clinical practice guidelines, but to
also assess the provider site for adherence to safety standards. Claims are reviewed for
consistency between documentation in the clinical record and claims data submitted to
HealthCare USA. On-going provider education is completed with each visit.

While very few providers scored less than 80% during 2008 and 2009, a plan of correction and
schedule to re-audit continues to be completed for those who do score less than 80%. The most
frequent issue identified with the addition of claims review is a lack of claim/encounter filing for
services provided. All issues identified during on-site audits and medical record reviews were
resolved without additional progressive action being required.

Improving coordination of care and services with subcontractors and other providers through
improved communication and collaboration continued to be an area of focus in 2008 and 2009.
Mental health services are contracted to MHNet, dental services to Doral Dental, transportation
services to MTM, pharmacy adjudication through October 1, 2009, to Caremark Pharmaceuticals
and the 24 hour nurse line to McKesson. In addition to routine attendance and reporting to the
QMC, co-locating behavioral and medical care management and combined rounds as described
earlier, MTM and Doral Dental participate in rounds on an ad hoc basis. Both actively
participate and report activities at QMC meetings each quarter and participate in other on-going
performance improvement activities. In addition to the corporate oversight and routine
reporting, daily member call logs are provided by McKesson for review and follow up by
HealthCare USA clinical staff.

Provider complaints, grievances and appeals and member grievances and appeals have been an
area of focused improvement since 2007, on-going through 2008 and 2009. A multi-
disciplinary, interdepartmental team focused efforts on decreasing the rate of complaints,
grievances and appeals received. The team also monitors overturn rates and timeliness on an on-
going basis. Data is reviewed at department meetings related to accuracy to identify trends,
complete barrier analyses related to interventions tested and define new interventions or tests of
change. Complaints and grievances are also screened for potential quality of care issues and
referred when appropriate.
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The utilization management staff and medical directors monitor performance data including
number of calls received, turn around times, denial rates, overturn rates, and the outcomes of
inter-rater reliability and documentation chart audits. New resources have been dedicated to
increasing current and new employee knowledge through participation in InterQual® train-the-
trainer education programs and implementation of a revised process and a tool for on-going
member files reviews and interactive case presentations and discussions. A performance
improvement project focused on improving UM decision making and documentation to reduce
variability and improve documentation was started in 2009. We anticipate continuing this as we
complete preparations for the NCQA accreditation survey process.

Strengths and Accomplishments

In 2008 and 2009, HealthCare USA continued to collaborate and share best practices with
national resources, subject matter experts and with local community based partners and
stakeholders to more efficiently and effectively implement programs to continue to improve
clinical, functional, cost, satisfaction and safety related outcomes of care and service.

In addition to programs focused on member and provider services and assuring on-going contract
compliance, HealthCare USA maintained compliance with URAC standards, as evidenced by the
outcome of the 2009 on-site interim monitoring survey. “URAC is a not-for-profit organization
that promotes continuous improvement and efficiency of health care management through
process of accreditation, education and measurement” (URAC, 2007). The accreditation process
evaluates quality procedures, operations and accountability for health care organizations through
nationally recognized, publicly available standards, thus increasing transparency for consumers,
providers and regulators. HealthCare USA continues to prepare for achievement of NCQA
accreditation by the end of 2010.

As a result of our commitments and efforts, in addition to URAC accreditation, the following
lists examples of some of the successes HealthCare USA achieved during 2008 and 2009 in
improving member access to quality healthcare, improving outcomes of care, services, safety,
satisfaction and reducing costs:

e Expansion of the Balanced Scorecard for on-going tracking and comparison to goals for key
clinical, operational, safety and satisfaction measures resulting in earlier identification of
opportunities for improvement and successes achieved. Measures to specifically assess
health care disparities are being added.

e Selection by the National Initiative for Children’s Healthcare Quality (NICHQ) for poster
presentations of the Asthma and High Risk OB Disease Management Programs at the 4th
National Forum for best practices.

e Enhancement of employee knowledge including:

o The State contract, fraud and abuse, HIPAA and national URAC and NCQA
standards throughout the Plan.

o Completion of InterQual® train-the-trainer program and implementation of the
InterQual® inter-rater reliability testing and on-going education.

o Completed implementation of the CLAS standards for cultural competency by end of
2nd quarter, 2009 and including implementing multiple opportunities for staff and
provider participation in training.
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Improved collaboration, coordination, and information sharing with providers, subcontractors
and members through:

o Expansion of PCP on-site visits, care management meetings and on-going routine
PMAC meetings for education in areas such as: documentation, communicable
disease reporting, mental health access, medical record management, access
standards, 24-hour availability requirements, HEDIS and EPSDT, evidence based
clinical practice guidelines, and HealthCare USA requirements.

o Successful completion of peer to peer educational baby showers incorporating
mentoring of high risk OB members by members who delivered, but had high risk
pregnancies in each region in 2009; implementation of the CODE BEAR programs in
Eastern region and Western region in 2009.

Improvement in EPSDT participation ratios, HEDIS measures and CAHPS scores through:

o On-going provider education.

o On-going member incentive programs for pregnant member’s adherence to prenatal
and post partum visits and for asthmatics adherence to NAEPP asthma guidelines for
PCP visits, medication refills and identification of a rescue person.

Continued expansion of interdepartmental and cross care settings, multi-disciplinary
performance improvement teams to address over and under utilization and patient safety
including (but not limited to):

o Non-urgent/avoidable ED performance Improvement project

Hospital readmissions performance improvement project
Synagis utilization performance improvement project
Post-partum depression focus study
Obesity reduction performance improvement project
o Cultural competency/the reduction of healthcare disparities
Continued evaluation and improvements in the special needs processes.
Continued development of new and enhancement of existing strategic community
partnerships in all regions to improve equitability as evidenced by:

o Successful community health fairs providing physicals, dental screenings and other
services in the local communities of all three regions.

o Successful implementation of a student nurse internship program, medical record
abstractors and coder’s externship program and implementation of an MPH internship
program in collaboration with St. Louis University School of Public Health.

o Selection by NCQA as one of five field test sites nation wide for child measures.
Other plans nation-wide that were selected include Americgroup, Kaiser Permanente,
Promedica and Community Partners of Louisiana.

Improved processes to assess member and provider satisfaction and to identify needs and
gain subject matter expertise by:

o Implemented a revised process for program specific satisfaction surveys to increase
the member response rate.

o Expanded active participation on the High Risk OB Task Force and Asthma Task
Force, the NICU team and the Sickle Cell Disease Management program
development to include external subject matter expertise from across all three regions.

o O O O

HealthCare USA believes the following have been key to our success:
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Support of an organizational framework for quality improvement that encourages on-going
active learning, knowledge sharing, team work and open communication.

Development and enhancement of technologies to identify actionable opportunities and track,
trend and report clinical and non-clinical service, safety and satisfaction metrics.
Commitment to collaborate and align incentives with members, stakeholders and other
organizations for performance improvement activities focused on improving outcomes of
care, service, safety and satisfaction to maximize timeliness, efficiency, effectiveness,
patient-centeredness and equitability.

Commitment to continuously improving organizational and administrative capacity to assure
that enrollee’s protection remains the focus of our work.

Opportunities for Improvement

Continue efforts to increase our network of appropriate providers, particularly specialists, to
continue to improve equitability and timeliness, and reduce out-migration, as evidenced by both
access and availability metrics pediatric mental health and pediatric dental services in particular,
but for all services covered under the current contract and any future expansions.

Continue efforts to improve monitoring mechanisms that support the ongoing evaluation of
our network and ensure that all services covered are available and accessible to members
while avoiding unnecessary out-migration of services.

Continue to improve clinical and non-clinical outcomes for safety, efficiency, effectiveness,
timeliness and patient-centeredness by increasing the number of members screened, enrolled
and actively participating in appropriate well care activities, case management or disease
management services and programs.

Continue to identify opportunities to improve member adherence to treatment and
preventive/well-care guidelines, by testing different interventions to eliminate real and
perceived barriers to care and services, with success evidenced by improved EPSDT
participation ratios and HEDIS rates and decreases in over and under utilization of services.
Continue to collaborate with the State regarding screening data on members with special
health care needs, lead screening and other processes that impact care and services for all
Medicaid managed care members across the state.

Continue to evaluate and refine member outreach educational activities and mechanisms to
improve safety, efficiency and effectiveness, and patient-centeredness of outreach activities.
Continue to monitor and improve information management and transparency through on-
going internal and external data reporting, record reviews, and review of provider and
member feedback processes.

Continue to improve the processes and tools utilized to assess and measure key aspects of
quality of care, quality of services, and safety.

Continue to partner with community stakeholders and the Cultural Competency Committee
to identify and decrease disparities in healthcare across Missouri.

Continue to improve working relationships and coordination internally and with providers
and members by seeking input and feedback to align incentives, improve quality of care,
quality of service, as measured by CAHPS and program specific satisfaction surveys.
Continue to seek input and feedback from and collaborate with members to reduce barriers to
care and services and continue to improve member satisfaction.
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e Identify gaps in care and continue to address collaboration with the behavioral health vendor
to improve continuity of care across settings and through transitions for members with
behavioral health needs and co-morbid medical conditions.

e Continue to assess and identify opportunities to improve utilization management decision-
making.

e Institute a regular, on-going, interdepartmental and interdisciplinary forum for patient safety
concerns and projects.

Missouri Care

Quality and Compliance Committee

Several committees oversee the Missouri Care Quality Improvement Program. The structure of
the committees is presented in Figure 1. All quality committees report up through the Quality
Management Oversight Committee (QMOC), which has ultimate accountability for the quality
management program. The following is a description of each of the quality committees, their
roles and key issues identified through these committees in SFY 09.

Figure 1: Missouri Care Quality Committee Structure

Medical Quality Management Committee (MQOM)

The MQM Committee advises and makes recommendations to the Senior Medical Director and
to the QMOC on matters pertaining to the quality of care and services provided to members. The
committee is made up of a diverse body of providers from the Missouri Care network. The
Committee uses the peer review process to evaluate and address specified care, service, or
utilization issues arising from the activities of health care professionals or providers in order to
improve the quality and appropriate utilization of health care available to members.
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During SFY 09 the MQM Committee met quarterly. The committee reviewed five potential
quality of care cases that were elevated to the committee by the CMO. After reviewing the cases,
the committee determined four were assigned a Severity Level 1 and one was assigned “track
and trend” status with an action plan. Severity Levels assigned by the committee designate the
seriousness of quality of care or utilization issues and inform options for further action. All levels
of severity are tracked and any further action documented in the file of the health care
professional or provider.

The committee also advised Missouri Care on HEDIS performance measure improvement
initiatives and Performance Improvement Projects. In November 2008 the committee approved
the 2008 Annual Evaluation, the 2009 Quality Improvement Plan/Work Plan, and the 2009
Utilization Management Plan. All of these plans were updated for the new 10/1/2009 contract
and the revised plans were approved in August 2009. Also approved in August were Missouri
Care’s new Cultural Competency Plan and Work Plan, and the development of a new
Community Outreach Advisory Council on Health (COACH).

Credentialing Committee

The Credentialing Committee advises the Senior Medical Director on the credentialing and
recredentialing of health care providers in the Missouri Care provider network. In 2009 this
Committee was merged with the MQM Committee. In November 2008 Missouri Care partnered
with Aetna’s credentialing verification organization, At Credentials, Inc (ACI), to provide
primary source verification services for credentialing and re-credentialing. The committee met
four times in SFY 09. During this period, 321 providers were presented to the committee for
initial credentialing and 146 were presented for re-credentialing. The committee recommended
approval of 319 of the initial credentials and 146 of the recredentials. ACI presented 6 denials to
the committee for initial credentialing. The recommended denials, with the exception of two,
were later recommended for approval. The committee also reviewed the annual audit reports of
the 7 delegated credentialing organizations. No corrective action was taken for any of the
delegates.

Pharmacy and Therapeutics (P&T) Committee

The Senior Medical Director is responsible for directing and overseeing management of Missouri
Care’s pharmacy services with the advice and participation of the Pharmacy and Therapeutics
Committee (P&T). Missouri Care contracts with Express Scripts, Inc. (ESI) for pharmacy
benefits management. ESI administers the pharmacy benefit through a network of pharmacy
providers. However, Missouri Care is responsible for oversight of pharmacy activities, utilization
and quality concerns, resource management, and complaints.

The P&T and ESI Committees met three times in SFY 09, and accomplished the following:
formulary review, clinical pharmacy reviews (requests for prior authorization and non-formulary
medications), and tracking high volume, high cost drugs. The Preferred Drug List was reviewed
and submitted to the state for approval in SFY 09. The committee developed a transition process
to ensure a smooth transition to pharmacy benefit coverage by the state effective 10/1/09.
Missouri Care’s pharmacy generic fill rate increased from 78% in SFY 08 to 82.1% in SFY 09.
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ESI continued to work on decreasing the price of single-source brand prescriptions; fulfilling its’
contractual obligations to Missouri Care as the pharmacy benefits manager.

Service Improvement Committee (SIC)

The SIC advises and makes recommendations to the QMOC and Missouri Care’s management
team about member and provider service concerns. During SFY 09, 79 issues were brought to
committee and all were reviewed and resolved. The major concerns for this time period were
dental access and pharmacy issues. Formulary questions were forwarded to Missouri Care’s
Senior Medical Director for peer-to-peer education, while cases suggestive of substance abuse
were referred to case management. Missouri Care was well aware of the dental issues facing our
members, and continues to work closely with Doral Dental to increase access.

Quality Management Oversight Committee (QMOC)

The committees previously described and the Compliance Committee report to the QMOC. The
QMOC integrates quality management activities throughout the health plan and provider
network. The committee is made up of the Missouri Care management team. The team met
quarterly during SFY 09. The committee reviews the minutes and issues from the other quality
committees. Additionally, each department manager reported on his or her own internally
developed measures of quality. Examples include NICU admission rates, percent of claims
received through EDI, and member and provider appeals. The content and completeness of the
measures were reviewed during SFY 09 and revised as appropriate.

Compliance Committee

The Missouri Care Compliance Committee meets in conjunction with the QMOC, and is
comprised of the same voting members of the QMOC. During compliance meetings, issues are
discussed that include, but are not limited to, HIPAA issues, policies and procedures, state
notifications, state reporting requirements, and fraud and abuse. The Compliance Committee
tracked 21 issues in SFY 09. Most of the reported issues were resolved within the same month.
All issues can be identified by one of the following four categories:

Reportable Compliance Items

Reportable compliance items include search warrants, interviews/investigations, risk
management issues, reports to the compliance hotline or exit interviews. There were two
reportable compliance items reported in SFY 09 in which a phone number for Doral Dental was
made available to members before it was activated. Law enforcement requested one member’s
record.

Suspected Fraud and/or Abuse

Suspected fraud and/or abuse items include concerns related to providers, members, employees
or subcontractors. There were three suspected fraud and/or abuse items reported in SFY 09. The
first case was a request from MHD for information regarding a particular provider. The second
case involved a pharmacy which allegedly and inappropriately charged members’ a dispensing
fee. The third case was a request from MHD for claims data and information regarding DME
equipment and supplies.
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Security Incidents
A security incident may involve issues related to human life and safety, systems and data, or
facilities. There was one incident where records were inadvertently destroyed by the records
storage contractor.

Privacy Incidents

Privacy issues encompass reviews of proposed disclosure, requests for records, and accidental
disclosures or complaints. There were 14 privacy incidents reported in SFY 09. They included
seven accidental disclosures of PHI -- four via inadvertent faxes, two RAs sent to the wrong
provider, and one member identification (DCN) number printed on an envelope. There were
also six requests for a copy of member records and one request to review a proposed disclosure
of patient records. Lastly, one member claimed that Missouri Care revealed her DCN before she
identified herself Compliance issues can be reported verbally or in writing to the compliance
officer or any member of management. Members, providers, employees or others may report
issues anonymously via Missouri Care’s compliance hotline.

Analysis of Quality Improvement Process

Missouri Care’s process of quality improvement is one of constant evaluation. Missouri Care
annually reviews its Quality Management Plan to identify any needed changes to the plan.
Changes may include improvements in quality initiatives or follow-though in any instances in
which Missouri Care did not adhere to the plan. Missouri Care also develops a quality
improvement work plan each year. (See Appendix B for the 2010 Quality Improvement Work
Plan). The plan is used to set priorities and to guide new or continuing initiatives. It is referenced
and updated as needed throughout the year. The plan is also used at the end of the year to
identify quality processes that were successful and processes that need to be changed or replaced
in the next year. The Quality Department is responsible for the overall quality plan, but Missouri
Care strives to have a quality program that is integrated across departments. Missouri Care also
relies on its provider network to evaluate and make recommendations to its’ quality
improvement process.

Overall Effectiveness of the Quality Improvement Program

Strengths and Accomplishments

Below are the highlights of Missouri Care successes in delivering quality services to members
and network providers in SFY 09.

Quality Indicators

* Missouri Care exceeded the National Committee on Quality Assurance’s (NCQA) 75th
percentile benchmark for Medicaid Managed Care Plans on the following HEDIS measures:
Cervical Cancer Screening; Timeliness of Prenatal Care; Postpartum Care; and Well Child
Visits in the First 15 months of Life.

* Effectiveness of Care. Over the past four years, the health plan significantly improved in, or
maintained top state performance in five out of six Effectiveness of Care measures. There
were significant rate improvements in Childhood Immunizations (CIS) Combo 3, Follow-up
After Mental Health Hospitalization (FUH 7- and 30-day), and Use of Appropriate
Medications for People with Asthma (ASM).
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* In SFY 09 Missouri Care’s performance on two Effectiveness of Care measures remained
best-in-state: CIS Combo 3 and Cervical Cancer Screening (CCS). Performance on the CIS
Combo 3 measure has steadily improved to 66.23% in HEDIS 2009. Although the CCS rate
dipped over the past measurement year to 70.25%, it still matches the national NCQA
Medicaid 75th percentile.

* Missouri Care also significantly improved its’ Follow-Up After Hospitalization for Mental
Health — 7 Day rate, from 30% in HEDIS 2008 to 39.34% in HEDIS 2009.

* Access and Availability of Care. Over the past four years, the health plan significantly
improved in, or maintained top state performance in two out of three HEDIS Access and
Availability measures. Missouri Care’s HEDIS 2009 rate for Timeliness of Prenatal Care
(TOPC) was 92.08%, which is statistically equivalent to the national NCQA Medicaid 90th
percentile. The HEDIS 2009 Post-Partum Visit (PPV) rate placed the health plan in the top
75th percentile of all Medicaid health plans.

* Use of Services. Since HEDIS 2006, Missouri Care has performed at or above the national
75th percentile on Well Child Visits In the First 15 Months of Life (W15; six or more visits).
The HEDIS 2009 rate was 66.93%, which was far above the statewide average of 50.26%.
During the same time period, the health plan maintained best-in-state performance on
Adolescent Well Care (AWC); in HEDIS 2009 the rate was 43.06%.

» Ambulatory Care is another HEDIS Use of Services measure. Outpatient visits per 1000
member months increased by 17%, or 75 visits per 1000 between HEDIS 2006 and HEDIS
2008, but decreased slightly in HEDIS 2009 (456/1000). During the same period, emergency
department visits per 1000 member months have remained relatively unchanged (76/1000).
This ratio indicates that ED visits are declining as a percentage of all ambulatory care visits.
Although Missouri Care did not observe a significant decrease in ED utilization, an upward
trend in use has been avoided for four years.

* Member Satisfaction. For CAHPS 2009, Missouri Care exceeded the CAHPS 2008 MO
HealthNet statewide average on all overall performance ratings except Rating of Specialist,
for which there was no significant variation. Attesting to the strength of Missouri Care’s
provider network, members were significantly more likely than the survey vendors’ other
national plans to report that their PCP spent enough time with their child (Mean rating 91.3%
vs. 84.5%). Members also rated Missouri Care highly in the areas of Getting Needed Care
and Getting Care Quickly.

Accessibility of Services

* Maintained average speed of answer for phone calls for Prior Authorization, Behavioral
Health, and Member Solutions, at 18 seconds, 18 seconds, and 13 seconds respectively. This
is below the goal of 30 seconds.

* The average abandonment rate during SFY 09 for Prior Authorization, Behavioral Health and
Member Services Departments, was 1.97 percent, 3.69 percent and 1.32 percent,
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respectively. All were well below the industry standard of 5 percent.

* Missouri Care has steadily grown its provider network. By June 2009, the network had
grown to 678 PCPs, 2.377 specialists, and 644 behavioral health professionals.

* To monitor appointment availability within the provider network, Missouri Care conducts an
annual telephonic survey of PCPs and behavioral health professionals. In the most recently
completed survey from 2008, 100% of PCPs and 93% of behavioral health providers were
found to be compliant with appointment availability standards.

Fraud and Abuse

* The Fraud and Abuse team met state standards in monitoring provider and member
complaints, as well as delegation activities. In SF 09 Missouri Care received no state
sanctions.

Quality Management

* Biopsychosocial Case Management. Medical Management continued to increase efforts
towards integration. Complex cases were presented to an interdisciplinary team consisting of
medical and behavioral health professionals. Core biopsychosocial trainings were provided
to all clinical staff. Trainings included:

- Introduction to Behavioral Health

- Medication Adherence

- Introduction to Substance Abuse

- Traumatic Brain Injury

- The Biopsychosocial Model

- The Major Psychiatric Disorders

- Engagement and Retention

- Presenting a Complex Case

» Maintained NCQA accreditation of Missouri Care’s disease management program.

* Provider Training. Partnered with the University of Missouri’s Clinical Simulation Center to
provide an educational opportunity to community physicians to improve brief screening and
treatment techniques in substance abuse. Each provider assessed four simulated patients and
then participated in a debriefing with fellow colleagues.

Performance Improvement Projects (PIPs).

* In SF 09 Missouri Care implemented seven PIPs to improve member health care and
outcomes. Four clinical PIPs addressed member adherence with medical recommendations:
1) Medication adherence of members diagnosed with persistent asthma, 2) WIC participation
impact on well-child visits, 3) Chlamydia screening, and, 4) Lead screening. Non-clinical
PIPs targeted use of services and access to care, including: 1) Adolescent well care visits, 2)
Follow-up appointments within 7 and 30 days of mental health hospitalization, and 3)
Reduction of inappropriate emergency room visits. Significant improvements in care and
service were documented.

43



Opportunities for Improvement

The following are opportunities for improvement for SFY 10:

* Successfully implementing and reporting effectiveness of Missouri Care’s East-West
expansion

* Improving EPSDT participation rates

» Improving dental access/annual dental screening rates

* Improving well child visits for members three, four, five, and six years of age

* Increasing lead testing rates

* Decreasing non-urgent emergency department utilization

* Implementing an enhanced Cultural Competency program

Molina Healthcare of Missouri

Quality and Compliance Committee

The Molina Healthcare of Missouri (MHMO) Board of Managers has the ultimate authority and
responsibility for the quality of care and service delivered by MHMO. The Board of Managers
is responsible for the direction and oversight of the Quality Improvement (QI) Program and
delegates authority to the Quality Improvement Committee (QIC), under the leadership of the
Chief Medical Officer (CMO) and the plan President.

MHMO’s QIC is responsible for the implementation and ongoing monitoring of MHMO’s QI
program and meets at least quarterly or more if needed. Through the QI sub-committees, the
QIC policy decisions, analyzes and evaluates the progress and outcomes of all quality
improvement activities, institutes needed action and ensures follow-up. The QI sub-committees
include the following:

e Utilization Management Committee (UMC)
Professional Review Committee (PRC)
Clinical Quality Improvement Committee (CQIC)
Member/Provider Satisfaction Committee (MPSC)
Delegated Oversight Committee (DOC)

The QIC sets the strategic direction for all quality activities at MHMO. The QIC receives
reports from all QI sub-committees, advises and directs the committees on the focus and
implementation of the QI program and work plan. The QIC reviews data from QI activities to
ensure that performance meets standards and makes recommendations for improvements to be
carried out by sub-committees or by specific departments.

The QIC is chaired by the CMO and co-chaired by the plan President. It is composed of the
Directors and Managers of key health plan functions. The QIC confirms and reports to the
Board of Managers that plan activities comply with all state, federal, regulatory and National
Committee for Quality Assurance (NCQA) standards. The QIC reports to the Board of
Managers any variance from quality performance goals and the plan to correct the variance. The
QIC develops and presents an annual QI Program description, work plan and prior year
evaluation, as well as quarterly summaries of activities to the Board of Managers.
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The plan President and CMO are responsible to plan, design, implement and coordinate QI
activities. Their combined responsibilities include but are not limited to:
e Reporting to the Board of Managers at the quarterly meetings
e Demonstration and promotion of the QI Program through communication, practice
and resource allocation
Achievement of organizational goals
e Direct involvement in QI activities to include:
= Analysis of Utilization Management and QI data
= Serve as chair of QI committees
= Ensure effectiveness of quality activities and allocate resources

The plan President is responsible for:
e Co-chairing the QIC
e  Working with the CMO in the monitoring of the effectiveness of the QI Program,
relative to the safety and health status of MHMO members

The CMO is responsible for:

e Supervision of all of Healthcare Services including operational oversight
responsibility for the QI, Utilization Management, and Credentialing departments

e Act as the Co-chair of the QI, UMC, CQIC, DOC, PRC and MPSC
Oversight of development, dissemination, implementation and evaluation of clinical
practice guidelines, preventive health guidelines and benefit interpretation guidelines

e Communication of information and decisions to network practitioners and providers,
and follow-up on corrective action plans implemented for issues regarding quality of
care, patient safety, or service

The Director, QI is under the direction of the CMO, leads the QI function and is responsible to:

e Promote and maintain quality as a priority and guiding principle throughout the
organization

e (Co-Chair of the PRC

e Make available administrative support for planning, oversight, and allocation of
resources to establish and maintain an organization wide system of QI

e Serve as a resource for planning, implementation, and evaluation of the QI Program

e Provide operational oversight of the QI Program and annual work plan, Health
Education, Healthcare Effectiveness Data and Information Set (HEDIS), Disease
Management, Delegation Oversight, Credentialing, and other clinical measurement
processes

e (Coordinate health service activities to provide for measurement and analysis,
obtaining needed expertise as needed

e Coordinate the organization’s NCQA Accreditation preparation
Coordinate and oversee, with the CMO, annual External Quality Review
Organization (EQRO) survey and all Performance Improvement Projects (PIPs)
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Analysis of Quality Improvement Process

The QIC delegates QI functions to specific sub-committees. Each of these sub-committees is
guided by a description that outlines its composition, meeting frequency, standards and
responsibilities. All MHMO Quality Sub-committees meet at least quarterly or more as needed
and keep contemporaneous minutes using a standard format.

The following Sub-committees report to the QIC:

e UMC
e Overall purpose: Develop and maintain the Utilization Management Program
e PRC

e Overall purpose: Establishment and maintenance of a NCQA compliant
credentialing program
e CQIC
e Overall purpose: Provide clinical oversight of programs such as emergency
room utilization as well as monitor PIPs and clinical measures
e MPSC
e Overall purpose: Monitor member and provider satisfaction issues as
identified through various avenues such as the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) survey and provider satisfaction
survey
e DOC
e Overall purpose: Ensure fulfillment of clinical and contractual obligations by
all delegated contractors and compliance with all state and NCQA standards.

To provide for overall quality functioning as a managed care plan, MHMO continuously
monitors important aspects of care. These aspects or activities of care/service include, but are
not limited to:
e Access/Availability
Continuity/Coordination of Care
Disease Management Programs
Under/Over Utilization
Behavioral Health Care
Chronic/Acute Care
Member Safety/Error Avoidance
High-Risk/High-Volume/Problem-Prone Care
Preventive Care and Services
Member and Practitioner Satisfaction/Dissatisfaction
Guideline Management; Clinical Practice and Preventive Guidelines
Health Plan Service Standards
Quality of Care Complaint Review and Clinical Case Review

QI is a data driven process. MHMO utilizes multiple data sources to monitor, analyze and
evaluate the QI program and planned activities. These sources include, but are not limited to the
following:

e Encounter data

e C(Claims data
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e Pertinent medical records (minimum necessary)

Utilization reports and case review data

Provider and member complaints through call tracking, UM, Provider Services and
other sources

Provider and member satisfaction survey results

Complaint, Grievance and Appeal data

Statistical, epidemiological and demographic member information
Authorization and denial data

Enrollment; regional, disenrollment trends

HEDIS and EQRO survey results

Behavioral Health data

GeoAccess provider availability data and analysis

A cyclic, continuous and systematic process is used to improve performance and communicate
clinical and service quality issues. This process is used throughout the organization to help
individuals improve procedures, systems, quality, cost and outcomes related to their areas of
responsibility. The model includes the following steps:
e Establish standards and benchmarks
Identify areas to be measured
Collect data
Analyze data and determine performance levels
Identify opportunities for improvement
Prioritize opportunities
Design and implement interventions
Measure effectiveness via data collection
Implement successful interventions as policy and/or work processes

Overall Effectiveness of the Quality Improvement Program

MHMO’s QI Program has proven its effectiveness through the achievement of Healthcare
Effectiveness Data and Information Set (HEDIS) scores, the results of the Performance
Improvement Projects (PIPs) and the measurement of performance indicators. The Quality
Improvement Committee (QIC) continues to play a positive role in guiding the focus of the QI
Program to effectively measure the quality of care and services provided to MHMO’s members.

Strengths and Accomplishments
The strengths and accomplishments of MHMO’s QI Program throughout the fiscal year include:
e Completion of clinical and non-clinical PIPs
e Continued improvement of HEDIS scores
e Organizational efforts towards achieving state and local regulatory compliance and
NCQA accreditation in 2011
e Implementation of programs to address the priority needs associated with the major
high-risk, acute and chronic illnesses faced by plan members
e These programs include preventive health, health education, and disease
management guidelines
e Utilization of multi-disciplinary and multi-dimensional teams to address process
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improvements that can enhance care and service, including primary, specialty and
behavioral health practitioners as appropriate

Opportunities for Improvement
MHMO’s QI Program will focus on the following opportunities for improvement:
e Continue to monitor performance measures
e Continue efforts to increase HEDIS scores in areas of cervical cancer screening,
childhood immunizations and adolescent well care visits

e Continued effort to increase CAHPS scores
Continued effort to increase Provider Satisfaction ratings

e Ongoing development and evaluation of PIPs through an analysis of adverse events,
member population characteristics, and risk factors
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Population Characteristics

The following information was taken from the MO HealthNet Managed Care health plans' SFY

2009 Annual Evaluations:

Race/Ethnicity

Blue Advantage Plus of Kansas City

BA+ is sensitive to the ethnic composition of its members. The following table illustrates the
members self-reported race. BA+ does not vary in cultural and ethnic membership compared to
the general population demographics of the Kansas City Metro Area.

% of % of % of
[(s::'::g;} et (SC;::S;] [ [3:‘33;} R

Race (SFY07) (SFY08) (SFY09)
White (Non-Hispanic) 16,869 | 60.0% | 16,851 59.0% | 17,302 | 58.8%
Black (Non-Hispanic) 10,090 | 36.0% | 10,230 | 35.8% | 10,567 | 35.9%
Asian or Pacific Islander 220 1.0% 49 0.2% 71 0.2%
Hispanic 327 1.0% 411 1.4% 394 1.3%
Other/Unidentified 780 3.0% 1,025 3.6% 1,098 3.8%
TOTAL 28,286 100% | 28,566 100% | 29,429 100%

Membership in regards to race and ethnicity has remained virtually unchanged since SFYO07.

Special Needs

Introduction

The BA+ Special Programs Coordinator coordinates the flow for referrals made by the MO
HealthNet Division for members with Special Health Care Needs, Lead Case Management and
Consent Decree. BCBSKC has policies and procedures that outline the processes followed. The
process has been enhanced by incorporating reporting and assessment protocols that identifies
more information about the special needs member. There are several attempts to reach the
members on the list to screen them for potential case management needs. If they meet
BCBSKC/BA+ case management criteria, they are further evaluated for case management.
Screening tools are included in the policy and procedure. This process is followed by the
BCBSKC/BA+ Case Management department. Referrals are made as needed to New Directions
Behavioral Health, the High Risk Prenatal program and the Asthma Disease Management
program. In addition, PCPs are informed in the Physician’s Office Guide that BA+ will assist in
coordinating necessary case management services for BA+ members.

BA+ makes it a priority for all members with special health care needs to obtain the services
needed. Services can range from seeing a specialist, to entering care management or a disease
management program. BA+ has implemented several processes to reach members with special
needs. The BA+ Member Handbook informs members to contact BA+ if they have special health
care needs. It is a requirement of MHD that BA+ review the special health care needs reports on
a monthly basis and refers members to case management as necessary. The table below indicates
the special needs statistics for SFY07, SFY08 and SFY09.

49



SPECIAL NEEDS STATISTICS

Members in Lead Case SEYD7 SFEYD8 SEY09
Management

Lead Level 0-14 36 17 15
Lead Level over 15 0 5] (4]
Consent Decree | 869 NA* 976

Special Health Case
Meeds Children
Mumber on list hB2 85 573
Mumber referred for care

management assessment 14 36 3

* Family Support Division offices were converting fo a new reporting system during this
measurement period.

The BA+ Special Programs Coordinator coordinates the flow for referrals made by the MO
HealthNet Division for members with Special Health Care Needs, Lead Case Management and
Consent Decree. Utilizing the Special Health Care Needs data to identify members with Special
Health Care Needs is a requirement of MHD. BCBSKC reviews claim data to identify other
members that might require case management services for Special Health Care Needs. BCBSKC
continually reviews the screening tool and makes revisions to questions as deemed necessary.

LEAD TESTING

BA+ recognizes that in order to maintain and improve a healthy environment among the BA+
population, intervention is important. BA+ utilizes various interventions to make sure parents of
young members of BA+ are educated and informed about elevated lead levels and lead
screenings. Details of interventions include:

1. PrevenTrac — BA+ mails out reminder letters to parents of BA+ children to remind them of
their upcoming EPSDT exam. One of the screenings that is included in the EPSDT exam
is the lead screening. In addition, an appointment planner is sent to all PCPs informing
them of members that are due for their annual EPSDT exam.

2. Well-Aware — Four times annually, BA+ sends out a publication titled Well Aware to BA+
members. In this publication, BA+ periodically includes educational information on lead
poisoning in an attempt to raise awareness of lead poisoning and to provide parent
education. Articles included in Well Aware during SFY09 include:

e Well Aware (Summer 2008) — Lead Poisoning: Protect your child
o Well Aware (Spring 2009) — Keep Children Safe From Lead

3. Physician Office Guide — BCBSKC distributes a Physician’s Office Guide (POG) to the
office managers of providers with whom we contract. This Guide serves as a reference
manual for BCBSKC practitioners. This Guide contains information that discusses the
requirement of lead screening and treatment for Medicaid members and the childhood
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blood lead testing and follow-up guidelines. The POG also contains maps of lead testing
areas in Missouri, Kansas City, and Jackson County.

Health Risk Assessments (HRA) from State When a new BA+ member indicates on this HRA
they require help getting lead screening, the Health Information Coordinator will create a case
and assign to the appropriate case manager and save as a potential, initial referral to case
management.

In addition, the Special Programs Coordinator sends educational materials on lead are sent to the
member. The approved information that members received include:

a. Leadosaurus says...be alert Lead Can Hurt (Activity Book)

b. Leadosaurus says: Spin the wheel see where lead may be hiding
c. Lead Flyer

d. Lead Packet Letter

e. Protect your family from lead in your home — pamphlet

BA+ adds a supplemental question to the annual CAHPS® survey to measure PCPs discussions
with parents/guardians of children under the age of six, regarding lead poisoning and testing.

If child is under the age of 6, PCP has
discussed lead poisoning and testing
(Y Responding "Yes")
i, i,
80.00% 67.10% 74.70%
58.40%
60.00% -
40.00% -
20.00% A
0.00%
CY2007 CY2008 CY2009

While CY20009 result (74.7%) indicates more PCPs have discussed lead poisoning and testing,
there has not been any significant change in comparison to CY2007 (58.4%) and CY2008
(67.1%) results.
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PCP offered lead testing as part of well-
child exam
(Y Responding "Yes")
80.00°% 70.40%
T ] 54.60% 59.50%
60.00% ~
40.00% A
20.00% ~
0.00% T T
cY2007 cY2008 CY20039

The number of PCPs offering lead testing as a part of well-child exams increased significantly in
comparison to CY2007 and CY2008.

Languages Identified

During the BA+ enrollment process with the state, each member’s primary language is
selfreported. This information is updated into FACETS. This informs any BCBSKC staff who
communicates with the member, the preferred language of the member. BA+ provides
interpretative services to assist members in communicating with BA+. The use of the AT&T
language line provides an alternative for communication when language differences exist.
Ongoing monitoring of the language line usage provides a mechanism for evaluating significant
differences in BA+ member’s needs.

Measurement is conducted on a quarterly basis to determine what languages are spoken by
members. The following is an analysis of the information provided through the State Eligibility
File transmission. Even though we have not exceeded the contract requirement of 200 members
or five percent of membership who speak a single language other than English as a primary
language (contract requirement 2.8.2), BA+ does provide some materials in Spanish.
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Language Spoken

3008 | 4008 | 1Q08 | 2009
Blank 12373 | 12,359 | 12,362 | 9,153
American 10 10 15 2
Arab -
Chinese 1 1 1 2
English 14790 | 15011 | 15,341 | 17 157
No -
Response
Other a7 a0 102 425
Folish 1
Fussian 1 1 1 1
Spanish 98 154 195 131
Vietnamese 17 19 20 168
LAOT 1 1 0 0
Total 27,389 | 27 646 | 28 036 | 26,889

Opt-Outs
According to the termination information provided by the State of Missouri MO HealthNet
Division, two members opted out of BA+ for SSI in SFY2009.

Children's Mercy Family Health Partners

Race/Ethnicity

Race and ethnicity are data elements that we just began receiving in our data from the State;
therefore we are unable to report on race and ethnicity for 2009 fiscal year. We will however
add this to a list of things to follow up on and work on obtaining from the state data as well as
with member interactions.

Special Needs
CMFHP has a dedicated full-time Outreach Coordinator to identify and screen our Special
Health Care Needs population.

In Fiscal year 2009, through monthly excel spread sheets from the State, Children’s Mercy
Family Health Partners Special Health Care Needs Outreach Coordinator identified the following
number of individuals within our membership that had special health care needs:

Identified @ Number of SHCN | Number of SHCN Number in
SHCN members already members Consent Decree

members in CM when screened
identified
FY 2009 1188 46 906 236
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The Special Health Care Needs Coordinator identifies members who are not already in Case
Management, attempts to screen the member through outreach phone calls or letters.

If Case Management services are indicated, the member is referred to a CMFHP Pediatric or
Lead Care Manager, Asthma Health Coach or Health Lifestyles Health Coach.

Languages Identified

Children’s Mercy Family Health Partners membership consists of individuals who have a variety
of primary languages. The following is a breakdown of our membership in 2008 and 2009 and
the primary languages spoken:

Language FY 2008 Members FY 2009 Members
American Sign 26 21
Arabic 17 41
Bosnian 1 2
Chinese 8 4
Cambodian 1 0
Danish 0 4
English 46,732 52,611
French 0 1
Gujarathi 0 1
Haitian 0 1
Hmong 0 1
Korean 2 1
Laotian 0 3
Polish 0 1
Romanian 2 6
Russian 1 1
Somali 0 3
Spanish 1,194 1,585
Tagalog 42 181
URDU 0 9
Vietnamese 48 50
Other 95 92
TOTAL 48,169 54,619

Summary by language of translation services:

Based on the numbers above, CMFHP has a large Hispanic population. 30% of the CMFHP
Customer Service representatives speak Spanish who are available from 7am to 6pm Monday
through Thursday and 7am to 6pm on Friday to assist the Hispanic community. CMFHP also
employs two full time Hispanic Community Outreach Representatives who answer questions and
provide outreach activities to those who are prospective members. These representatives can
also provide back-up to Customer Service in answering questions for members if needed.
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CMFHP also has access to a language line that can be used to assist non-English speaking
members with translation services. CMFHP contracts with Propio Language Services, a local
corporation, for member and provider translation services. Along with this agreement, we
secured translators for languages that were not available with a previous vendor.

In Fiscal Year 2009, CMFHP did not identify anyone who needed communication
accommodations outside of the services described above.

Summary of services to members with visual or hearing impairments or disabilities:

Children’s Mercy Family Health Partners members have access to a toll free TDD line. When
requested, copies of printed materials are available and provided via cassette, CD or in large
print versions. In addition, upon request, CMFHP has a list of sign language interpreters who are
available if needed to assist members in provider offices.

Inventory by language of member materials translated:
The following materials are provided in English and Spanish:
= Quarterly member newsletter the “Connection”
= Quarterly Teen newsletter “Your Space”
= Member brochures
* Non-Emergency Transportation brochure
=  Member Handbook
= CMFHP
= First Touch OB Case Management brochure
= Urgent care brochure
= Disease management brochures

Inventory of member materials available in alternative formats:

CMFHP utilizes access to a toll free TDD line. When requested, copies of printed materials are
provided via cassette or in large print versions. In addition, an audio version of our member
handbook is available on line.

Audio Podcasts:
In order to increase communication with members and educate them on how to lead healthier
lives, CMFHP recorded several podcast with information on the following topics. These
podcasts are available on a CD and on the CMFHP website at www.thp.org. These podcasts also
assist in providing education for members who need assistance with health literacy.

= First Touch Maternity Care

= HeLP (Healthy Lifestyles Program) for health and physical education with

Health Coaching

= Lead Care Management

= Non-Emergent Medical Transportation (NEMT)

= Asthma Care Management and Health Coaching
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Opt-Outs
In FY 2008, CMFHP had 17 members opt out of managed care. In FY 2009, we had 37
members opt out of managed care. The following describes the types of “Opt Outs” for these 2

years:

FY 2008 FY 2009
DSS Opt-Out 1 1
Alternative Care Opt-Out 12 6
SSI Opt Out 24 14
Total 37 21

Harmony Health Plan of Missouri

Race/Ethnicity
Harmony Health Plan has the ability to report the number of members by sex, age and area however due
to reporting constraints and validity of State file data relative to ethnicity HHP does not have the ability to

report by ethnicity at this time.

Harmony has identified this as an area of opportunity for 2009-2010.

Special Needs
It was estimated that 18 million children in the United States have special health needs. In

Missouri, the number of children with special health care needs was around 300,000 or 21%
(data from 2007, Kids Care Data Center). For Harmony the number of special health care needs
children identified in 2009 was 322.

Harmony Health Plan of Missouri
Children with Special Health Care Needs Enrollment Report

Jul09 | &uz09 [Sept0? | Oct09 | Mow0? [Dec09 | Jan09 | Feb 09 | Wlar 09 [ Apr09 | Way 09 | Jun 09

Starting Cersus 9 14 14 20 20 22 23 37 41 18 56 4G
Referrals 2 32 T 5 7 49 87 68 54 128 4 52
Opened Cases ) 3 ) 4 ) 4 22 23 3 43 24 0
Closed Cases 8 5 1 4 5 3 8 19 26 5 34 26
Ending Census 16 14 20 20 22 23 37 41 13 56 4G 20
Differences by Gender

According to Kids Care Data Center males are more likely than females to have special health
care needs (in 2005). Fifty-three percent of Harmony’s special care needs population was male
while 47% were female.

Differences by Age

According to Kids Care Data Center children ages 6 to 11 and 12 to 17 were about twice as
likely as young children ages 0 to 5 to have special health care needs (16 and 17 percent versus 9
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percent, in 2005). Harmony’s data showed that children ages 0-5 and 6-11 had about the same
percentage of children with special health care needs while children ages 12-17 had a slightly
higher percentage than the two younger age groups.

Harmony'’s Special Health Care Needs Population by Age Group
Age 0-5 6-11 12-17 18-21
Rate 23% 27% 36% 13%

Languages Identified

Harmony identified three languages (Arabic, Spanish and Vietnamese) other than English that
were primarily spoken by our members. However the percentage of members primarily speaking
non-English languages was less than 1 percent of the Harmony’s total membership. The grid
below shows the languages and percentage of members who primarily use a language other than
English. There was very little change in primary languages spoken compared to the 2007-2008
contract year.

Languages | 2007-2008 | 2008-2009
Arabic 0.23% 0.12%
English 99.03% 99.08%
Spanish 0.67% 0.71%
Vietnamese| 0.07% 0.10%
Opt-Outs

Harmony Health Plan received 3 approved opt outs from DSS from July 1, 2008 through June
30, 2009, significantly lower than the previous year. The opt outs covered 4 members. The
reasons for opting out of the Plan were to return to the fee-for-service plan and “no reason
given”. We believe opportunities exist to further reach out to members and providers to educate
them on the benefits of the MO HealthNet managed care program and, more specifically
Harmony.

HealthCare USA
HealthCare USA’s population has continued to increase through FY 2009, with about 7000
additional members added. The expansion counties increased membership about 4000 members,

with the additional 3000 members slowly being added over the first half of 2009, most likely a
reflection of the economy.

57



HealthCare USA Membership
Data Source: HealthCare USA Enrollment from CDW
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Race/Ethnicity

HealthCare USA has established strong partnerships with agencies and organizations dedicated
to improving the lives of minority cultures and disparate populations in Missouri. Some of the
agencies are: Black Health Care Coalition, Hispanic Chambers of Commerce, Mexican
Consulate, Urban League of Metropolitan St. Louis, 27" Ward Infant Mortality Reduction
Initiative, Maternal Child and Family Health Coalition, Minority Health & Health Equity
Committee, Teen Pregnancy Prevention Partnership, Minority Health Alliance Eastern Region,
Big Brothers Big Sisters of Eastern Missouri, Boys and Girls Clubs and Caring Communities.

Some of the largest ethnic events that HealthCare USA has either sponsored or participated in
include:

11"™ Annual Male Leadership Conference (African American)

Sai Medical Camp (Hispanic)

Bike Safety Rodeo (Hispanic)

Fiesta in Florissant (Hispanic)

Binational Health Fair (Hispanic)

Take Your Loved One to the Doctor Day (African American)

Kansas City School District Double Dutch Contest (African American)
Guadalupe Center Health Fair Cinco de Mayo (Hispanic)

Multicultural Fall Festival (All)

Cole County Hispanic Family Fun Day (Hispanic)

Pettis County Back to School Fair (Russian and Bosnian)

Parents as Teachers Spring Carnival (Hispanic, Asian, Bosnian, Russian)

Not only do we recognize and support ethnic communities within our regions, but we also
acknowledge the differences between urban and rural communities. We have strengthened our
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partnerships in many rural areas by regularly attending monthly community action agency
meetings and participating in their local events such as:

e Cole County Back-to-School fair

Boone County Back-to-School Fair

Jefferson County Back-to-School Fair

Pike County Back-to-School Fair

Warren County Dental Fairs

Special Needs

Members with special needs continue to be identified primarily by MO HealthNet at the time of
enrollment. The majority of members identified are less than 21 years old. Others are identified
and referred through sources such as readmissions data, outcomes of the internal SynCare health
risk assessment, concurrent review, PCP referrals and even member self-referrals.

Members Flagged As Requiring Screening for Special Needs
Data Source: NavCare Report, Members Identified by MO HealthNet
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The Eastern region comprises the bulk of the referrals, consistent with membership. While it
appears as if there was a significant increase in the volume on the special needs disc from MO
HealthNet in the Eastern region during the second quarter of 2009, this is not the case. One of
the special needs coordinators was unexpectedly out for an extended period of time and the
remaining coordinators were not able to complete discharges from the system during this time,
which makes the run chart appear as it does during this quarter. All members received the
services they needed during this time. The issue was a data entry issue.

Languages Identified

HealthCare USA membership is comprised of individuals who may declare a language other
than English as their primary language (upon their enrollment) and those members with visual or
hearing impairment. The principal languages as defined by the State contract are English and
Spanish. Other languages with a significant membership include, Arabic, Vietnamese, Chinese
Mandarin, and Russian. Bosnian is not a choice for the State enrollment language declarations
and is grouped as “undetermined.”
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Members’ Declaration of Primary Language Spoken

Language Count Rate
English 128, 914 65.27%
Undetermined 65,043 32.93%
Other 2,229 1.12%
Spanish 967 .48%
Arabic 120 .06%
Viethamese 95 .05%
Russian 70 .04%
Chinese 34 .02%
Cambodian 4 .00%
Romanian 4 .00%
Polish 3 .00%
Sign 2 .00%
Tagalog 1 .00%

This diverse membership requires both translation of written materials and oral interpreter
services. HealthCare USA employs Spanish speaking staff in the customer service department.
HealthCare USA provides telephonic interpretation services through Language Line and face-to-
face services throughout all three regions by contracting with the following agencies: Language
Access Metro Project (LAMP), Jewish Vocational Services, International Institute, A-Z
Translating Services, and AAA Translation. Interpreter services for hearing impaired members
are provided through Deaf Inter-Link, Deaf Expression, Inc. and DEAF Way. Some documents,
including the member handbook, are made available in Braille upon request. In the first six
months of 2009, there were 1660 requests for face-to-face language assistance services. The
number of requests in the last six months of 2008 was 1265. A breakdown of face-to-face

language service requests is shown below.

Face to Face Language Service Requests
Language Q3/Q4 2008 Q1/Q2 2009
Arabic 66 132
Boshian 104 110
Burmese 31 47
Chinese 5 22
Dari 60 53
French 3 7
Hindi 0 0
Portuguese 0 2
Kunama 0 2
Russian 43 42
Somali 93 130
Romanian 0 1
Spanish 786 991
Swabhili 7 11
Turkish 0 0
Uzbek 3 9
Urdu 0 2
Vietnamese 67 97
Nepali 0 1
Kirundi 2 1
Bengali 1 0
Persian 1 0
Total 1265 1660
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HealthCare USA contracts with Language Line for telephonic language assistance services. The
following languages were requested in order of frequency through August 2009: Spanish,
Arabic, Burmese, Vietnamese, Somali, Chinese, Bosnian, Russian, Nepali, Karen, Korean, and
Albanian.

HealthCare USA’s 24-hour nurse line employs bilingual staff supplemented as needed by a third
party language assistance service. They also support members needing TDD/TTY services via a
local TTY access number.

Upon request, HealthCare USA offers the member handbook and other member materials in
other languages to meet the needs of our non-English speaking members. “Noodle Soups”, one-
page educational handouts targeting specific health-related topics, are distributed to members
through events and meetings. Our current topics translated in Spanish include:

e Laimportancia de Lavar tus manos (Importance of Hand Washing)
Sea sabia(o), vacune a sus hijos! (Be Wise, Immunize)
Controlando el peso de su nino (Controlling Your Child’s Weight)
Despues de las vacunas (After vaccinations)

Servicios De Un Ineprete (Language Access Services) Also available in Bosnian
(Prevodilia Ke Uslage)

Other HealthCare USA translated materials are Los Ninos Saludables Son Nuestro Negocio
(Healthy Kids Are Our Business), Servicios de un Interprete Prevodila Ke Usluge (Language
Assistance Services), and Las primeras semanas de su bebe (Baby’s First Weeks). A lead
poisoning prevention coloring book is written in Bosnian.

HealthCare USA’s website offers interactive educational health and wellness-related program,
Kid’s Health®, to anyone with access to a computer. Kid’s Health® offers a variety of
physician approved articles such as: Managing Home Health Care for Children in Wheelchairs,
Camping for Special Needs Children, Bullying, Everyday Illness and Injuries, and Dealing with
Feelings. There are special sections dedicated to parents, teens and younger children. The site
contains hundreds of timely, age appropriate articles, interactive games and healthy recipes. In
addition, there are 1325 articles translated into Spanish.

In accordance with our Oct. 1, 2009 contract, a language block has been added to all member
literature. This block reads: To receive a translated copy of this document, call Member
Services at 1.800.566.6444. Para recibir una copia traducida de este documento, llame al
servicio para miembros al 1.800.566.6444.

To meet the needs of our speech, hearing and visually impaired members the member handbook
is also offered in Braille and audio upon request. There have been no requests in the past four

quarters for these alternative versions.

There have been no grievances related to language services submitted over the past year.
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Opt-Outs

Members requesting to opt out from the plan are forwarded to HealthCare USA from MO
HealthNet. A HealthCare USA case manager contacts the member to inquire about their request
to opt out. They then assist the member in solving the barriers leading to the opt out request. A
few examples include finding a PCP or specialist, securing therapy visits, and/or assisting with
filling medications. A member may be enrolled in case or disease management if needed. All
members receive a follow-up visit to make sure their healthcare needs are being met.

Members Requesting Opt Out From HealthCare USA

Data Source: Reports from MO HealthNet
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There was a spike in opt out requests at the beginning of 2008 because of the First Guard
membership acquisition. Since that time the count has continued to trend down.

Missouri Care

Race/Ethnicity

The State provides Missouri Care with race and ethnicity data on enrolled members. Missouri
Care does not fully utilize this information because it is not captured in QNXT, our data
management system. This will be a primary area of focus in 2010, as Missouri Care enhances its’
cultural competency initiatives. Currently, the health plan’s case managers address cultural needs
on a one-to-one basis.

Special Needs

Missouri Care’s services for children with special health care needs are available to all enrolled
Title XIX members from birth to age 21. Missouri Care recognizes the challenges that families
of children with special health care needs (CSHCN) confront when navigating the health care
system. These children often have complex physical and/or behavioral health care needs and
multiple social issues requiring professional assistance from an array of specialists, subspecialists
and community-based organizations. Missouri Care has partnered with the Thompson

Center for Autism and Neurodevelopmental Disorders at the University of Missouri since its
launch in 2005. Missouri Care refers our members with suspected developmental disabilities to
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the Thompson Center, which provides families with diagnostic, assessment and treatment
services for children, youth and young adults. Our care managers work with their staff to
emphasize individualized services that are comprehensive, coordinated, and caring.

In conjunction with the University of Missouri Hospitals and Clinics, Missouri Care contracts
with specialists capable of providing an effective health care home for CSHCN. Missouri Care’s
services for CSHCN promote the early identification of physical, behavioral and developmental
problems; preventive health services; and outreach and education, in accordance with MO
HealthNet program requirements. Our goal has been, and remains, to improve the quality and
cost effectiveness of Medicaid managed care, particularly for vulnerable and high need
populations.

Missouri Care recognizes the critical importance of maintaining the continuity of medically
necessary physical, occupational and speech therapy for CSHCN. To this end, we coordinate
service delivery with the public school systems and therapy providers through the Individual
Family Service Plan (IFSP) and Individual Education Plan (IEP) processes. This entails
assembling all staff involved in the member’s care to review medical necessity and prioritize a
plan of care, thereby improving the chance that the child and family will receive seamless care
coordination services across all relevant agencies.

The system of care for children and young adults with special health care needs involves:

* An expeditious and coordinated process for identification and referral of children and
young adults with special health care needs for assessment and development of a plan of
treatment

* Having specialists serving as the child’s PCP, if acceptable to the child’s caregivers

* Active involvement of the child’s PCP and specialists in the treatment planning process

* Specialized prior authorization procedures

* Direct access to a specialist(s), as appropriate

* Ongoing assessment to identify any special conditions that require a course of treatment or

regular care monitoring Missouri Care’s services for children with special health care needs are

available to all enrolled Title XIX members from birth to age 21.

In 2003, Missouri Care began collaborating with the Missouri Partnership for Enhanced Delivery
of Services (MO-PEDS), a project of the University of Missouri based on a health care home
model of care, to help identify and coordinate the services and support for families of CSHCN.
The objective was to improve quality of care by increasing the availability of comprehensive
care coordination in 18 counties in central Missouri. A key feature of this program was the
MOPEDS family support specialist, who partners with the member and family, primary care
provider, specialists and Missouri Care’s nurse case manager to ensure the timely and efficient
delivery of needed physical, behavioral and social support services.

Parents and families served by the partnership report significant increases in satisfaction with
care coordination and access to behavioral health services. They also note improvements in
family burdens, caregiver strain, and parents’ missed days at work, children’s school absences
and the utilization of ambulatory services.2 In SFY 09 Missouri Care continued to provide
financial support for the program (now known as the Family Resource Services program) in
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collaboration with the University Of Missouri Department Of Child Health, and the Thompson
Center for Autism and Neurodevelopmental Disorders. The Thompson Center is the only autism
center in the Missouri and currently the home of Family Resource Services. In CY 08, Missouri
Care and Family Resource Services cocase managed 75 children with special health care needs.

2 Farmer, JE, Clark, MJ, Sherman, A, Marien, W.E., & Selva, TJ, “Comprehensive Primary Care for Children with
Special Health Care Needs in Rural Areas,” Pediatrics 116 (2005): 649-656.

Identification of Children with Special Health Care Needs
In addition to the identification of CSHCN through the Title V program, Missouri Care employs
a variety of additional strategies:

Health Risk Assessments

In 2008 Missouri Care conducted 1,693 health risk assessments with children that MO HealthNet
identified as CSHCN. Following completion of the assessment and the identification of any gaps
in the children’s care, the health plan enrolled 588 of these children in our pediatric case
management program.

Predictive Modeling

Missouri Care employs a proprietary risk assessment application called Predictive Pathways™, a
proven technology for identifying members who currently have or are at risk of developing
complex and/or chronic health care needs. Predictive Pathways™ accomplishes this task through
an internal diagnostic grouping process that evaluates over 15,000 ICD-9 codes and identifies
specific chronic and acute conditions having long recovery timeframes (such as spinal cord
injuries) or commonly recurrent conditions (such as respiratory infections). The grouping logic
ranks members according to the type of claim, the frequency of the diagnosis, the provider
specialty and other relevant data. The goal is to accurately identify a primary condition for each
member.

Member Outreach

Missouri Care sends materials to all enrolled members that provide detailed information about
services available to CSHCN, including member newsletters, the Member Handbook, EPSDT
and other preventive health reminders, and case and disease management materials. In addition,
Missouri Care’s Welcome Call service informs caregivers with special needs children about
available programs, provides assistance in accessing needed services, and refers caregivers or
members to case management for follow-up. Caregivers are also encouraged to call Missouri
Care’s Member Services Department if they have a child in need of such services or suspect they
may have a need.

Network Providers

Missouri Care’s network providers are active partners in identifying and managing the care of
CSHCN. We educate our providers about CSHCN through newsletters and special educational
forums, including information about the referral process and the responsibility of the provider in
caring for these members.

Missouri Care also makes a focused effort to include specialists with particular medical expertise
and interest in caring for CSHCN in our provider network. The health plan provides covered,
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out-of-network specialty services, as appropriate, for the member’s condition and identified
needs. This includes coordinating transportation (if necessary) and supporting the member and
the member’s caregiver during the process.

Languages Identified

Missouri Care tracks the number of members who speak a language other than English. During
SFY 09, approximately 2% of members were identified as speaking a language other than
English. The majority of these members, 80%, identified Spanish as their primary language.
Interpreter services are available for all members regardless of their native language, and written
materials are available to members in Spanish. Members are informed of these options in the
member handbook. Missouri Care also attempts to call all new members. If during a new
member call, a member or household identifies Spanish as his/her primary language, a Spanish
translated member handbook is mailed to the member.

Opt-Outs
During SFY 09, five opt outs were reported to the health plan by the Department of Medical
Services (MO HealthNet). The reasons for disenrollment were non-classified.

Molina Healthcare of Missouri

Race/Ethnicity

All members will be treated equally, fairly and provide covered services without regard to race,
color, creed, sex, religion, age, national origin, ancestry, marital status, sexual preference, health
status, income status, program membership, or physical or mental disability, except where
medically indicated.

Special Needs

Members with special needs are identified through various avenues. One of those avenues is
through the monthly state Special Needs list. Members that are in foster care, who have applied
for or are receiving SSI (disability), or have mental health issues may be identified on this report.
Molina Healthcare of Missouri’s (MHMO) Utilization Management Specialist attempts to
contact every member on the list to evaluate their current needs, ensure members are connected
with community resources, and make members aware of the benefits available through MHMO.
Some of the community resources shared with members include: WIC, Parents as Teachers, First
Steps/IFSP/IEP, MPACT, and the Regional Centers. The Specialist also attempts to connect the
members with major support groups for any identified disease processes if needed. If ongoing
needs are identified at the time of the evaluation, the member is referred to the Complex Case
Managers for further assessment, intervention and evaluation. Special Needs Resource letters
are also sent out to these members regarding community resources.

Other members with special needs are identified through durable medical equipment (DME) and
therapy requests. Depending on the severity of the case, members may be transitioned to a
Complex Case Manager for coordination of services required beyond their DME and therapy
needs. Special Needs Resource letters are sent out to the families of these members when
appropriate. The Utilization Management Specialist and Complex Case Manager communicate
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the member’s current needs and pertinent medical history to all caregivers involved, including
their primary care provider (PCP), specialists, therapists and parent/guardians, in order to help
determine any needs identified and assist in transitioning them through the continuum of care.

Another method of identifying children with special needs is via the MHMO Clinical Case
Management staff. Hospitalized children who develop special needs through illness, injury or
premature birth are identified by Clinical Case Managers and referred to the Complex Case
Management staff. The intent of this program is to identify members with special needs,
coordinate services, ensure that quality care is provided and initiate case management services.
The Complex Case Managers are responsible for the evaluation and management of complicated
medical cases, high risk social situations and those members with unique medical needs.

Languages Identified
Access to care is a key component of creating positive health outcomes. MHMO has
implemented the following to eliminate barriers to care:

e Member Services bi-lingual translators — Bosnian and Spanish
o Community Outreach and Education services such as:

e  MHMO hosts baby showers, back to school fairs, and educational
presentations in highly populated Hispanic and Bosnian communities. MHMO
has developed its Germbusters and health and fitness presentations in Spanish.

e MHMO has a Hispanic outreach representative who is present at community
events to assist with language barriers and also rotates throughout the
Federally Qualified Health Centers (FQHC), Rural Health Clinics (RHC) and
other high volume clinics to provide health education and answer frequently
asked questions about the health plan. These efforts allow MHMO to
effectively communicate the services provided by MHMO to its members who
do not speak English as their primary language.

e Translators through Language Access Metro Project (LAMP) on site and
Language Line via the telephone. MHMO members who do not speak
English as a first language can visit their PCP with confidence that their needs
will be communicated through LAMP on site translators. MHMO utilizes
LAMP for providing these services. All appointments are coordinated in
advance and the translator arrives at the physicians or specialists office to
effectively communicate on behalf of the member. New MHMO members
have called to express their gratitude for this extra service. Often times our
Spanish and Bosnian speaking members are unfamiliar with the MO
HealthNet Division processes and need some extra assistance understanding
their benefits while at their appointments. The translators used by LAMP are
familiar with the MO HealthNet Managed Care program and can relay
information to the providers to ensure members have a clearer understanding
of the services they are receiving.

e Spanish and Bosnian prompts are part of the telephone in bound queues and members
are given the option of speaking with a representative in their primary language.
Member Services representatives who speak English as their primary language have
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been trained to offer to transfer members to a Spanish or Bosnian speaking
representative using a phrase in the requested language.

e Marketing and educational materials translated into Spanish and Bosnian. Members
can request member materials printed in their primary language. MHMO currently
stocks Spanish and Bosnian marketing and educational materials, but can order and
expeditiously receive materials printed in other languages upon members’ request.

MHMO examines opportunities for continuously improving multilingual services offered to its
members with English language barriers. MHMO tracks data on the volume of members who
have been identified as speaking a language other than English. On June 1, 2009, MHMO’s
membership reports reflected a total of 670 eligible members who speak Spanish and 167 who
speak Bosnian. Incorporated into MHMOQO'’s practitioner orientation program is education on
processes to access interpreters for members.

| Foreign Primary |

Language 06/01/2009

% of
Primary Total Total

Language Members Members Membership

ASL 2 0.003% 77582
Arabic 72 0.093% 77582
Bosnian 167 0.215% 77582
Chinese 47 0.061% 77582
Hindi 2 0.003% 77582
Laotian 1 0.001% 77582
Other 411 0.530% 77582
Romanian 3 0.004% 77582
Russian 28 0.036% 77582
Spanish 670 0.864% 77582
Tagalog 1 0.001% 77582
Turkish 2 0.003% 77582
Vietnamese 115 0.148% 77582
Totals: 1521 1.961% 77582

Opt Outs

The data below reflects the members who were approved for opt out from MHMO as reported to
MHMO by the MO HealthNet Division. MHMO will continue to track and manage the member
opt out information.

Opt 3QFYO08 | 4QFY08 | 1QFY09 | 2QFY09 | FYTD
Outs

14 27 16 17 74
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Community Outreach/Marketing

MHMO’s Community Outreach Department provides the community served with quality
education, information and necessary resources. The Community Outreach Department is
committed to educating the community on managed care, healthy behaviors, use of benefits,
access to PCPs, and other health information, through health presentations, resource fairs, and
health focused events. In an effort to maintain visibility to both members and potential
members, the Community Outreach Department always represents MHMO visually and verbally
in and throughout the community. MHMO prides itself in making sure its members know about
the care that they can receive through MHMO.

Below is an overview of activities that the Community Outreach Department offers:

e MHMO Health Presentations
o Germbusters (hand washing)
Dental Hygiene
Bicycle Safety
Health & Nutrition (with Hip-Hop workout)
Lead Awareness
Head Lice Prevention
Stranger Danger
MHMO sponsored events
Baby Showers
Back to School Fairs
Safety Days
e MHMO informational sessions
o Department of Health
o Family Support Division
o FQHCs
o Parents as Teachers
e MHMO’s “Dr. Cleo’s Cool Cat Club”
o Gift Cards for Good to Progressive Report Cards & Purrfect Attendance
o Treats for Birthdays
o School, Camp, Daycare Appearances with Dr. Cleo the cat

O O O O O O O 0 0 o0

From July 2008 to June 2009, MHMO has participated in over 300 events throughout the state of
Missouri.

Region Number of Events
Eastern 203
Central 42
Western 93
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Below are events that MHMO have sponsored or participated in, to provide the community with
awareness about several health initiatives.

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
e Dr. Cleo’s Guide to Health and Nutrition Presentations
o Food and Activity Log
e Jennings School District “Healthy Kids Days”
o Providing BMI, height, vision, hearing screenings
e Pecople’s Health Center: Healthy Cooking Family Days

Childhood Immunization
e Immunization Days with FQHCs
o EPSDT Community Health Initiatives at Health Care for Kids Myrtle Hilliard
Davis Back to School Health Fair
o People’s Health Center Back to School Fair
o Lane Tabernacle Health Fair
Lead Screenings
e Mpyrtle Hilliard Davis Comprehensive Health Center Back to School Fair
MHMO and St. Louis Housing Authority Job and Wellness Fair
Healthy Baby Fair
MHMO and Alpha Phi Alpha Back to School Fair
St. Louis University Health Resource Center Health Fair
MHMO Launch Event
St. Louis Housing Authority and MHMO Back to School

Cancer Awareness
e RYP Missions & Cancer Health Fair
e Prostate Cancer Rally Breast Cancer Lunch and Learn
e People’s Health Center PSA testing day
Dental Hygiene Awareness
e Dental Fair with Bridgeport Dental
e Give Kids a Smile Day
Cultural Awareness
e Festival of Nations Hispanic Festival
Bi- National Fair (St. Louis and Kansas City)
Guadeloupe Church Health Information Day
St. Cecilia Health and Career Fair
Day of the Child (St. Louis and Kansas City)
Cinco de Mayo educational day (St. Louis and Kansas City)
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Outreach Activities July 2008 —

June 2009

School Presentations 154
Students Reached 11,491
WIC Presentations 25

WIC Sit- Ins 60
Cultural Festivals 30

OB Presentations 25

Baby Showers 11

Women'’s Shelters and 25
Group Homes
# of high volume on-site | 22
delivery locations
FSD presentations 36

New Mom QOutreach

In addition to educating the community through various programs and events, the MHMO
Community Outreach Department has an entire program dedicated to the new mothers that are
members of the plan. Through MHMO’s BABY CARE program, mom’s can be assured that they
have the help they need to start off their new venture. Once a new mom delivers a baby, she
receives personal contact from a MHMO Outreach Coordinator. This is either by a new mom
visit from a BABY CARE coordinator or telephonically from a Member Services
Representative. When the new mom is contacted, she receives pertinent information that insures
her and her baby receive quality healthcare and resources.

New Mom Report
July 2008 — June 2009
Month # of Deliveries New Moms
Visited

July 429 237
August 449 254
September 462 283
October 415 214
November 378 240
December 373 181
January 311 176

February 320 89
March 384 122

April 395 80
May 357 197
June 348 180
TOTAL 4621 2253
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Partnerships

Strong relationships with community facilities, organizations, and agencies anchor MHMO to
the communities that we serve. These agents recognize the need for dual partnerships for the
purposes of recruitment as well as the efforts involved to inform, and educate the community,
and assess and address the needs. MHMO’s main goal for developing partnerships throughout
the community is to have MHMO represented even when there is not an Outreach Coordinator
present. When MHMO develops strong relationships with complimenting agencies, MHMO
educate their clients, members, and populations about benefits and resources.

Partnerships in the Eastern, Central, and Western Regions include the following:
e FQHCs

RHCs

Departments of Health

Boys and Girls clubs

Clinics

School Districts

Hospitals

FSD offices

Churches

Unemployment agencies

WIC offices

Jobs Corps agencies

SIDS agencies

Father’s Support Center, St. Louis

Get Healthy DeSoto

St. Louis Housing Authority

Linwood YMCA

Samaritan Center

Youth in Need

Women’s Safe House

Lincoln University

March of Dimes

Hispanic Chamber of Commerce

North East Community Action Agency (NECAC)

Missouri Community Action Agency (MOCAA)

Community Council of St. Charles County

Kingdom House

“Let’s Start”

Jammaa Learning Center

Heat Up/Cool Down St. Louis

Community Giving
MHMO is proud of its commitment to donating not only nominal resources, but also employee
volunteer time. Through a “Helping Hands” initiative, MHMO volunteers choose to invest time
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and energy with local organizations. Over the past year MHMO has volunteered its time with
numerous organizations such as: Habitat for Humanity, Heat Up / Cool Down St. Louis, March
of Dimes, Youth in Need, and the Samaritan Center. On “Make a Difference Day,” MHMO
provided 60 coats to the Youth and Family Center after school program for children.

MHMO Community Champion Awards

MHMO relies heavily on its community relationships. Therefore MHMO has established an
award to acknowledge its partners for all of their dedication to the community that MHMO
serves.

MHMO solicits nominations from different community organizations of the “unsung heroes”
across the state of Missouri. These “heroes” can be volunteers, service providers, or employees
who demonstrate selfless dedication to improving the quality of life in the community they serve.
Each year, a recognition dinner is held to honor the Community Champion Award winners and a
$1,000 donation is made to each winner’s agency of choice. During MHMO'’s first event MHMO
awarded over a total of $10,000 for the awardees to present to their respective agencies.
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Quality Indicators

The following information was taken from the MO HealthNet Managed Care health plans' SFY
2009 Annual Evaluations:

Blue Advantage Plus of Kansas City

Performance Measures

Trends in Missouri Medicaid Quality Indicators

Effectiveness of Care - Childhood Immunization Status

Childhood immunizations are one of the earliest preventive measures that can be done to

greatly reduce illnesses such as polio, hepatitis, tetanus, chicken pox, whooping cough,

measles, and meningitis. The HEDIS Combo 2 measure includes IPV, Hep B, DTaP, MMR, Hib,
and VZV and is the measure that counts for NCQA points. It is expected that in the future
Combo 3, which includes the addition of the pneumococcal vaccine, will replace Combo 2.

Interventions
*  On Track at Two — An immunization reminder program for members 2 years old and

younger. The goal of this program is to increase the rate at which our members are
receiving the complete series of childhood immunizations. An introductory letter is sent
to the parents of the identified member welcoming them to the Program. Reminders are
then sent to the parents at 4, 6 and 12 months to advise them that recommended
immunizations are due. If we do not have record of the child receiving the appropriate
immunizations at 21 months, an additional letter is mailed identifying the child as being
tardy for recommended immunizations. A final program completion letter is mailed when
the member reaches 24 months of age and has completed all the recommended
vaccinations.

* PrevenTrac BA+ mails out reminder letters to parents of BA+ children to remind them of
their upcoming EPSDT exam. The letter includes the immunization schedule for the
recommended ages. In addition, an appointment planner is sent to all PCPs informing
them of members that are due for their annual EPSDT exam.
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Outcomes

In CY2009, there was no statistical change in comparison to CY2008. In CY2009 BA+
ranked 7w out of 10 state MO HealthNet Plans (consideration provided for those plans who
are in multiple regions).

Cervical Cancer Screening

According to the American Cancer Society (2009) it is estimated that there will be 11,270 new
cases of cervical cancer and 4,070 deaths in 2009. The Pap test is a simple procedure to detect
cervical cancer. This measure reflects the percentage of women between the ages of 21 and 64
who had a Pap test within the last three years.

Interventions

* All women between the ages of 18 and 69 receive an annual mass mailing containing
educational material related to cervical cancer and encouragement to the member to get a
Pap test.

* The PCP physician profile reports the percentage of their patients that are compliant with
having a Pap test in the last three years. A list of women that need a Pap test is included
in the profile. Physicians are encouraged to report compliance for which BCBSKC has no
data for inclusion in the EDW as a pseudo claim.

Outcomes
* In CY2009 BA+ ranked 2nd out of 10 state MO HealthNet Managed Care Plans
(consideration provided for those plans who are in multiple regions).
*  In CY2009, there was significant statistical change (favorable) in comparison to CY2008.

Chlamydia Screening for Women

Chlamydia is a common sexually transmitted disease (STD) caused by a bacterium which can
damage a woman's reproductive organs. Even though symptoms of Chlamydia are usually mild
or absent, serious complications that cause irreversible damage, including infertility, can occur
"silently" before a woman ever recognizes a problem. Chlamydia is the most frequently reported
bacterial sexually transmitted disease in the United States. In 2006, 1,030,911 Chlamydia
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infections were reported to CDC. (CDC, 2009)

Outcomes
* In CY2009, there was statistical improvement on the Chlamydia Screening Rate in
comparison to CY2008.

* In CY2009 BA+ ranked 4 among MO HealthNet Managed Care Plans in Missouri.

Follow-up After Hospitalization for Mental Illness (FUH)

The success of the member after a behavioral health hospitalization is to connect with a
behavioral health provider within a week of discharge. FUH measures the percentage of
members that completed a visit with a behavioral health provider within 7 days and 30 days of
discharge.
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Interventions
* New Directions Behavioral Health has a mature on-going performance improvement
project for BA+ members to meet the 7- and 30-day timeframes for this measure. NDBH
works with facility staff to set an appointment prior to discharge; members are contacted
by NDBH clinical staff; and/or home visits are arranged through their Personal Transition
Services program.
Outcomes
* In CY2009, there was no statistical change in rates in comparison to CY2008.
*  BA+ranked Istamong all MO HealthNet Managed Care Plans for 7-Day and 30-Day
Followup.

Use of Appropriate Medications for People with Asthma (ASM)

Asthma is a chronic lung disease that inflames and narrows the airways and affects more than
22 million people in the United States (NIH, 2009). Appropriate treatment of the members with
asthma includes prescribing a medication that controls or helps to prevent symptoms. This
measure reports the percentage of members between 5-56 years of age who were appropriately
prescribed a controller medication.
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Outcomes
* In CY2008, there was no statistical change in the ASM rate in comparison to CY2007.
* BA+ did not report the ASM rate in CY2009 due to programming priorities.

Access/Availability of Care - Prenatal and Post-Partum Care (PPC)

The American College of Obstetricians and Gynecologists (ACOG) establish guidelines for the
care of women during pregnancy and after delivery. Prenatal and post-partum visits help to
ensure the health of the fetus and the mother. PPC measures the percentage of women who
have received at least one prenatal visit within the first trimester and a post-partum visit at least
forty-two days after delivery.

Outcomes
* In CY2009, BA+ experienced an increase in the postpartum care rates.
» There was no statistical change in the prenatal care rate.
*  BA+ ranked last among all MO HealthNet Managed Care Plans.
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Annual Dental Visit
The percentage of members 2 — 21 years of age who had at least one dental visit during the
measurement year is the requirement for the Annual Dental Visit measure.

Outcomes
* In CY2009, there was no statistical change in rates in comparison to 2008.
* BA+ ranked 5t out of 10 state MO HealthNet Plans (consideration provided for those
plans who are in multiple regions).

SATISFACTION WITH THE EXPERIENCE OF CARE

Below is a table providing responses to the Child CHAPS survey questions for CY2004 through
CY2009. In CY2009, there were no statistical improvements in any of the results in comparison
to CY2008. There was a statistical significant decrease in one measure: Rating of Health Care.

(H) CAHPS 2009| 2008| 2007| 2006 2005 | 2004
9|Child Survey

Getting Needed Care* 75%| 82%| 80% ] 81% | 84% | 81%

Getting Care Quickly™* 90%| 79%]| 78% | 80% | 79% | 79%

How well Doctors Communicate | 90%| 90%| 89% | 92% | 90% | 90%
Courteous and Helpful Office

Staff NA | 91%| 90% | 92% | 91% | 90%
Customer Service* B4%| 74%| 64% | 77% | 77% | 72%
Rating of Personal Doctor 79%| B3%| B0% | 78% | 78% | 79%
Rating of Specialist 78%| B1%| 79% | 77% | 86% | 80%
Rating of Health Care 74%| 84%| 82% ] 80% | 76% | 82%

* Composite not trendable to 2008 due to changes in question wording and/or response choices of component

questions in 2009.
*Component questions were added to and/or deleted from the composite calculations as defined by NCQA in

2009
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Use of Services - Well Child Visits
The following table provides the HEDIS rates for Well Child Visits and Adolescent Well Care

Visits for CY2007 through CY2009.

2007 | 2008 | 2009

(H) Well Child Visits in the First 15
Months of Life (W15)
0 visits | 2% 2% 3%
1 visits | 4% 4% 4%
2 visits | 5% 6% 6%
3 visits | 8% 9% 10%
4 visits | 15% [ 16% | 14%
Svisits | 23% | 23% | 23%
6 or more visits | 40% [ 39% | 39%
(H) Well Child Visits in the Third, | 56% |56% | 56%
Fourth, Fifth, and Sixth Year of Life
(W34)
(H) Adolescent Well-Care Visits (AWC) [ 33% [ 34% | 35%

Interventions
* PrevenTrac - BA+ mails out reminder letters to parents of BA+ children to remind them
of their upcoming annual well child exam. In addition, an appointment planner is sent to
all PCPs informing them of members that are due for their annual well child exam.

Outcomes
* In comparison to 2007 and 2008, there has been no statistical change in all three
measures.

* BA+ranked 1stin 5 Well Child Visits and 8 in 6 or More Well Child Visits among all
MO HealthNet Managed Care Plans (considering Plans who are in multiple regions).
* BA+ ranked 5t in Adolescent Well Care Visits.

Mental Health Utilization

2007 2008 2009

(H) Mental Health Utilization — Percentage of | Not Not Mot
Members Receiving Inpatient, Intermediate | Reported | Reported | Reported
Care and Ambulatory Services (MPT)

Identification of Alcohol and Other Drug Services (IAD)
Below is table providing the HEDIS rates for Identification of Alcohol and Other Drug Services

for CY2007 through CY2009
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. ) Inpatient Chemical Intensive
(H) Identification of Ah_:ohol and pDependency Outpatient/Partial Outpatient/ED
Other Drug Services Servi L
ervices Hospitalization

CY2007 Number | Percent | Number | Percent | Number Fercent

132 0.51% 0 0.00% 194 0.75%

CY2008 Number | Percent | Number | Percent | Number Percent

158 0.60% 17 0.06% 233 0.88%

CY2009 Number | Percent | Number | Percent | Number | Percent

121 0.45% 5] 0.02% 265 0.98%

Outcomes

* In comparison to the CY2008 result (0.60%)), there was a statistical decrease in
inpatient chemical dependency services for 2009 (0.45%).
* There was a decrease in the CY2009 inpatient outpatient/partial hospital result (0.02%).
In comparison to CY2008 (0.06%), the decrease is statistically significant.

* The CY2009 outpatient/ED rate (0.98%) also increased significantly in comparison to

CY2008 (0.88%).
Ambulatory Care
Below are three tables that indicate the HEDIS rates for Ambulatory Care for FY2007 through
FY2009.
':H]' Observation Room
Ambulatory Ambulatory Care Emergency Room Ambulatory Stays Resulting in
Care (AMB) {Total) Outpatient Visits \isits Surgery/Procedures Discharge
2007 Wisitsd Wisits/ Procedures Stays/
1000 1000 11000 1000
Member Member Member Member member
Age Months | Visite | Months | Visits | Monthe |Procedures| Months Stays Months
=1 23498 | 19428 | 82679 | 2,126 90.48 102 434 36 1.53
1-9 132,581 38707 | 291585 | 5922 44 &7 440 332 43 0.32
1019 ] 97431 | 18994 | 194585 | 4220 43.3 211 217 106 1.09
2044 ) 52769 | 15,383 | 291.52 | 55848 110.82 550 10.42 419 7.94
45--64 | 3660 1,367 3735 295 80.6 72 19.67 4 1.09
B5--74 4 4 1,000 ] ] 1 250 ] 7.64
7554 ] ] MA ] MA 1] MA 1] 1.09
B5+ ] ] MA ] MA 1] MA 1] 0.00
Unknow
n ] ] ] 1] 1]
Total | 309943 93883 | 3029 | 18411 594 1,376 4.44 B0& 1.96
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(H)

Observation Room

Ambulatory Ambulatory Care Emergency Room Ambulatory Stays Resulting in
Care (AMB) {Total) Outpatient Visits Visits Surgery/Procedures Discharge
2008 isits! Wisits/ Procedures Stays/
1000 1000 /1000 1000
Member Member Memkber Member member
Age | Months| Visits | Months | Visits | Months |Procedures| Months Stays Months
=1 25217 | 209599 | 83273 | 2564 101.68 131 5.19 55 218
1-9 |138392] 41,786 | 301.94 | 6945 | 5018 564 4.08 77 0.56
10-19 | 99,652 ) 20,077 | 20147 | 45821 48.38 338 3.39 172 1.73
2044 | 50819 ] 14,110 | 27765 | 6503 | 127.96 568 11.18 453 B.91
4564 | 3,080 1,224 | 35740 242 111.04 71 23.05 14 455
65--74 13 11 846.15 5 384 62 0 0.00 0 0.00
T5--B4 2 2 1,000.00 1] 0.00 0 0.00 1] 0.00
A5+ 1] 0 MA i] MA 0 MA i] MA
Unknnm'.' 0 7 0 0 0
Total (317,175 98,216 | 30966 | 21,180 6678 1,672 5.27 771 243
':H} Observation Room
Ambulatory Ambulatory Care Emergency Room Ambulatory Stays Resulting in
Care (AMB) (Tatal) Qutpatient "Visits igits SurgenyiProcedures Discharge
2009 Wisits/ Visits! Frocedures) Stays/
1000 1000 ! 1000 1000
Member Member Member Member member
Age | Months| Visite | Months | Visits | Months |Procedures] Months Stays Months
=1 26,729 20,791 | 7i7.84 | 3,083 11534 222 8.231 46 172
1-9 |145436| 42677 | 29344 | 8580 5006 887 6.1 84 0.58
10-19 |1 100,426] 21,251 | 21161 | 5316 52.93 584 8.8 212 21
2044 | 45896 | 16,716 | 33502 | 6,835 | 136.98 1,803 3614 47 10.96
4564 | 2923 1,226 | 41943 254 BE.9 61 2087 B 274
6574 1 0 0.00 i] 0.00 0 0.00 0 0.00
75584 4 ] 0.00 1] D.00 ) 0.00 ] 0.00
85+ 1] 0 MA i M 0 MA 0 MA
U"k:m 0 0 0 0 0
Total |325415| 102,661] 31548 | 24077 73.99 3,857 11.85 BG7 276
Outcomes

Year-over-year results for ambulatory care appear to be trending upward in the following

categories.

* Outpatient Visits

*  Emergency Room Visits
* Ambulatory Surgery/Procedures
* Observation Room Stays Resulting in Discharge
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Quality Indicators

2007 2008 Significant
Birnths | Percent | Binths | Percent | Change
Birth weight {grams) — total number of births by weight
category for each live birth
= 1500 Grams 15 1.30% 10 0.80% Mo
1500-2499 Grams 3 0.30% 1 0.10% Mo
2500+ Grams 1141 958.40% 1255 90 10% Mo
Total 1159 1266
Gestation Age (Weeks)
< 33 weeks 35 3.40% 28 2.20% Mo
33-36 weeks 31 2.70% 33 2.60% Mo
Tofal 70 61
Method of Delivery
C-Section 1435 959 60% 1417 90 60% Mo
VBAC il 0.40% 7 0.40% Mo
Birth to Mothers < 18 years of age 24 7.20% 86 6.80% Mo
Births to mothers aged 35 or more 45 4 20% 62 4.90% Mo
Number Rate Number | Rare Change
Asthma Admission under age 18, Inpatient admission 56 2.08 ils] 24 Mo
rate per 1000 Population
Asthma admission 4-14 Inpatient admissions Per 1000 35 1.3 36 1.3 Mo
Population
Asthma emergency room visits 0-3 a4 1 - a4 | - ] No |
Asthma emergency room visits 4-17 191 | - 214 | - | No |
Asthma admissions age 18 — 64 Per 1000 Population g | o0a3 7 | o3 ] Mo |
Emergency room visits age 0-19 per 1000 Population 14,330 | 54 4 | 16,988 | 623 | Yes |
Emergency room visits age 20 — 64 Per 1000 Population 6,845 127 7,089 1342 Yes

Outcomes

* In comparison to 2007, BA+ has not seen any significant changes in the majority of the

BA+ Quality Indicators listed above.

* BA+ experienced significant change in both of the Emergency Room quality indicators:
1) Emergency room visits age 0-19 and
2) Emergency room visits age 20-64.
* ER utilization for BA+ is increasing significantly. BA+ has implemented several one-on-
one interventions and population wide interventions to decrease ER utilization. (See
Attachment 13 for details on the BA+ ER Pilot project.)
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HEDIS Indicators by MO HealthNet Managed Care Health Plans Within Regions, Live Births

Significantly
different from 2007
2007 | 2006 | 2005 MEDICAID | State Total
Managed
Indicator Name Rate” | Rate* | Rate” Care Rate | Number | Deliveries
Cesarean Sections 235 230 233 Low Low 435 1,849
Vaginal Birth After Cesarean (vbac) 96| 152 4.8 bl el 17 177
Adequacy Of Prenatal Care +B0.6| B40| 868 Mo Low 1,385 1,736
Early Prenatal Care ¥r| 77| BT No Low 218 206
Low Birth Weight (Ibw, Less Than 2500 G) 10.8]| 124 72 No MNo 30 2
Low Birth Weight (lbw, Less Than 2500 G) Delivered In Level
li/lii Hospitals B54| 858 | B40 No No 137 155
Very Low Birth Weight (vibw, Less Than 1500 G) Delivered In
Level Ii/li Hospitals 76.9| 906 767 Lo Low 20 26
Smoking During Pregnancy 274 302| 284 Mo High 06 1,848
Spacing Less Than Eighteen Months A21.0| 158]| 159 High High 215 1,024
Births To Mothers Less Than 18 Years ha ha [N | Mo High 108 1,848
Repeat Births To Teen Mothers (Less Than 20 Years) 44 34 38 No High a2 1,849
Prenatal WIC Participants 78| 77.7| 748 High High 1,435 1,845
*Per/1000
¥ Indicates a significant decrease from 2006 rate.
# Indicates a significant increase from 2006 rate
Outcomes
* The majority of the HEDIS Indicators (CY2007) listed above for BA+ has remained
unchanged.

» Compared to previous years, BA+ experienced a decrease in the -Smoking during
Pregnancy” HEDIS indicator (30.2 to 27.4).

* There was also improvement in rates for all three =ow Birth Rate” HEDIS indicators.

* The CY2007 rate for the Very Low Birth Rate” HEDIS indicator was decreased (90.6 to
76.9)

» There was significant increase in the —Spacing Less Than Eighteen Months” indicator.

*  CY2007 -Adequacy of Prenatal Care” indicator was significantly different (unfavorable)
than CY2006.

Children's Mercy Family Health Partners

Performance Measures
HEDIS (Healthcare Effectiveness Data & Information Set)

Trends in Missouri Medicaid Quality Indicators

Program Review

Children’s Mercy Family Health Partners (CMFHP) actively measures, monitors, and reports
HEDIS Quality Indicators as part of our overall quality improvement program. All reportable
HEDIS measures are presented to the Administrative Oversight and Medical Oversight
Committees (AOC/MOC) and the Board of Directors (Governing Body). In addition, the
measures are reported annually to the State of Missouri in accordance with the state contract.
HEDIS rates are plotted over time and compared with State and National benchmarks. The
trends and comparative results are shared with both the AOC and the Health Improvement
Committee for oversight and improvement recommendations.
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Data and Trends
The following graphs demonstrate how CMFHP trends and monitors our HEDIS performance.
In the following graphs, several abbreviations are used:

CMFHP Children’s Mercy Family Health Partners
HP Healthy People 2010
RFP MO HealthNet Contract - Request for Proposal

All vertical axis numbers represent the percentage of the population receiving services, except
for the Ambulatory Care Measures which are per 1000 member months.
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Analysis

Considering all measures, CMFHP’s HEDIS rates compare favorably to the Missouri State
averages on the most recent comparison available. Of the eleven Effectiveness of Care measures
presented, CMFHP rates higher than the State Average on eight; of the three that were below, all
of the CMFHP rates improved in the subsequent year. Regarding Access to Care and Dental
Visits, CMFHP again rated higher than the State Average.

When the comparison shifts to National Averages, however, CMFHP rates higher on only 5 of
11 Effectiveness of Care measures presented; in addition, CMFHP also rates lower on the Dental
Visit measure. As part of the overall quality improvement program, the National benchmarks
will become more prominent comparison points for evaluating our progress.

Strengths

CMFHP does well with Cervical Cancer and Chlamydia Screenings, Appropriate Medication for
Asthma, Mental Health Follow-up (30 days), and Well Child Visits (0-15mths). CMFHP tends
to be above National and State averages for these measures. CMFHP has also made significant
improvement over time with the Timeliness of Prenatal Care measure which now exceeds the
State Average and is very close to the National Average.

Weaknesses

CMFHP is lagging the National Average in Childhood Immunizations (Combo3), Mental Health
Follow-up (7 days), and Postpartum Care. For Dental Visits and Well Child Visits (3-6 years),
we are below the National Average but above the State Average.
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Opportunities
Improvement initiatives implemented based on Children’s Mercy Family Health Partners’
HEDIS Indicator results included:

Yearly wellness reminders and schedules are mailed to members for children, adolescents,
women and men (including Breast Cancer and Prostate Cancer screening reminders). These
reminders are also posted on our website. In addition, Newborn Cards (0-11 mths) and Birthday
Cards (1-11 yrs) are being sent to members and include Immunization Periodicity, Lead
Screening, Dental Visit, and Well Child Visit schedules.

Cervical Cancer and Chlamydia screening letters were sent to identified members and their
providers to promote increased screening rates.

Plan-level Performance Improvement Project (PIP) for annual dental visits was completed. A
dental QI team is in place and the Statewide Dental PIP activity has begun.

A periodic Teen Newsletter has been developed which specifically addresses adolescent health
concerns and encourages well care visits as part of a healthy lifestyle. The information is also
available on our website under the —yourspace teen magazine”.

Coordination and collaboration with behavioral health subcontractor to assess decreased rates
and improve rates in the Mental Health Follow up in 7 and 30 days post-hospitalization
measures.

HEDIS Indicators by MO HealthNet Managed Care Health Plans Within Regions, Live Births
HEDIS Indicators MO HealthNet Maternal Outcomes for Western Region

Children” Mercy Family Health Partners (CMFHP) actively participates in the State of Missouri,
MO HealthNet Division’s Managed Care Quality Assessment and Improvement Advisory Group
(QA & I). The purpose of the QA&I is to impact service utilization through collaborative
monitoring and continuous quality improvement activities. The Missouri Department of Health
and Senior Services calculates and reports Maternal Health Indicators based on data from birth
certificate information annually to the QA & I. The Maternal Health Indicators were distributed
to CMFHP via the QA&I. The outcomes were reviewed and trended to past reports. After
analysis the indicators were reported to the Health Improvement Committee for oversight and
recommendations.

Data and Trends

Please see the following graphs for demonstration of CMFHP tracking and trending of maternal
health indicators.
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Maternal Health Indicators
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Analysis

CMFHP’s trended cesarean sections indicator demonstrates a statistically significant lower rate
compared to both the State Medicaid Managed Care and the Western Region averages. The
DHSS reported rate of 27% is comparable to CMFHP’s ongoing tracking of cesarean section
rates. CMFHP’s indicator for vaginal birth after cesarean has a denominator too small to
calculate with statistical significance.

CMFHP’s trended adequacy of prenatal care indicator demonstrates no statistically significant
change compared to both the State Medicaid Managed Care and the Western Region averages.
CMFHP’s trended early prenatal care indicator demonstrates a statistically significant lower rate
compared to both the State Medicaid Managed Care and the Western Region averages. CMFHP
compared this rate to our Healthcare Effectiveness Data and Information Set (HEDIS) and note
that this self-reported birth certificate data is lower than our HEDIS prenatal care rate which is
83.9%.

CMFHP’s trended low birth weight indicators demonstrate no statistically significant changes
compared to both the State Medicaid Managed Care and the Western Region averages. CMFHP
speculates that the higher incidence of low birth weight infants may indicate adverse selection by
members with high risk pregnancies.

CMFHP’s trended smoking during pregnancy indicator demonstrates no statistically significant
change compared to both the State Medicaid Managed Care and the Western Region averages.
The 2008 incidence of members smoking during pregnancy is less than both the State Medicaid
Manage Care and the Western Region averages.

CMFHP’s trended spacing less than eighteen months indicator demonstrates no statistically
significant change compared to both the State Medicaid Managed Care and the Western Region
averages.

CMFHP’s trended births to teen mothers indicator demonstrates no statistically significant
changes compared to both the State Medicaid Managed Care and the Western Region averages.
CMFHP theorizes the higher incidence of members with births to mothers less than 18 years of
age may indicate adverse selection by members with high risk pregnancies.

CMFHP’s trended prenatal participants in Women, Infants and Children’s (WIC) indicator
demonstrates a statistically significant higher rate compared to both the State Medicaid Managed
Care and the Western Region averages.

Strengths
CMFHP’s lower rate of cesarean sections should also correlate to lower post-delivery surgical
complications.

CMFHP’s outcome for delivery of very low birth weight babies in Level II/III hospitals is 100%.

This increases the opportunity for highest level of care for at risk infants and decreases the
likelihood for unexpected death.
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CMFHP’s rate of women smoking during pregnancy although not statistically significant is
mathematically lower than both the State Medicaid Managed Care and the Western Region
averages. A lower rate of women smoking during pregnancy increases the likelihood that more
infants will be born at average birth weights and at expected gestational age.

CMFHP’s trended prenatal participants in Women, Infants and Children’s (WIC) indicator
demonstrates a statistically significant higher rate compared to both the State Medicaid Managed
Care and the Western Region averages. This higher rate demonstrates the consistent intervention
for health promotion from CMFHP’s OB Care Management Program and increases the numbers
of women and children receiving the nutritional support required for growth and development.

Weaknesses

CMFHP’s trended indicator, percent of births to mothers less than 18 years of age, compared to
both the State Medicaid Managed Care and the Western Region averages although is not
statistically significant, it is mathematically higher.

Opportunities
Improvement initiatives implemented based on CMFHP’s Maternal Health indicator results
include:

e Outreach to members and providers to increase the rate of prenatal care initiation in the
first trimester of pregnancy,

e Targeted OB Education to high volume provider offices to increase the rate of prenatal
care initiation in the first trimester of pregnancy and notification to the health plan for
assessment and case management services,

e Continued targeted OB care management to outreach to high risk pregnant women for
improved birth outcomes,

e Continued OB care management to all members regarding: community services; WIC
services; risks of smoking during pregnancy and risks related to second hand smoke;
risks of drug and alcohol use; risks of lead exposure; signs and symptoms of premature
labor; primary care providers for mother and infant; anticipated well child visits for
infants and children; child birthing classes; behavioral health access and benefits;
transportation options; nurse line access; advance directives; Parents as Teachers; and
patient safety.

e Continued post delivery care and education to all members regarding: family planning;
birth spacing; contraception; folic acid supplements prior to next pregnancy; and
initiation of early prenatal care for future pregnancies.

Harmony Health Plan of Missouri

Performance Measures

Trends in Missouri Medicaid Quality Indicators

In an effort to support Missouri HealthNet quality initiatives, ensure network quality compliance,
improve overall plan satisfaction and support network relationships, provider and member
outreach activities continue to be focused on achieving statistically significant HEDIS results
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with a focal point on achieving results in equal to or greater than the 75™ percentile on the
National Committee for Quality Assurance Benchmarks.

Missouri Medicaid HEDIS Results

|BHEDIS 2008 CHEDIS 2009 |

Analysis

There are thirty-eight HEDIS® an HEDIS like measures being reported in this evaluation.
Harmony Health Plan had a goal to achieve statistically significant improvement in a net of 33%
of all reported HEDIS® measures for Missouri Medicaid. Of the thirty-eight measures, eleven
were not measured in 2008 due to insufficient plan membership size and are not available for
year to year comparison.

Of the remaining twenty-seven measures, twenty-two (81%) showed improvement when
comparing HEDIS 2009 to HEDIS 2008 results. Statistically significant improvement was
observed in six of these twenty-one measures. One measure showed a statistically significant
decrease when comparing HEDIS 2009 results to HEDIS 2008.

Thirty seven measures are available for comparison to the NCQA HEDIS benchmarks. Lead
Screening is a HEDIS like measure and does not have a benchmark for comparison. The
majority (77%) of these thirty six measures fall below the 50™ percentile in comparison to
NCQA benchmarks. Four of the six measures that fall above the 50™ percentile are for Well
Child Visits 15 months.

Rate Rate

HEDIS Measure 2008 2009 | % Change | Sig
Adolescent Well Care Visits 25.06% 28.71% +3.65% NS
Annual Dental Visits: 2-3 Years N/A 6.99% N/A N/A
Annual Dental Visits: 4-6 Years N/A 18.82% N/A N/A
Annual Dental Visits: 7-10 Years N/A 30.31% N/A N/A
Annual Dental Visits: 11-14 Years N/A 25.19% N/A N/A
Annual Dental Visits: 15-18 Years N/A 20.92% N/A N/A
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Annual Dental Visits 19-21 Years N/A 9.90% N/A N/A
Annual Dental Visits: Combined Total N/A 20.68% N/A N/A
Use of Appropriate Medications for People with

Asthma 5-9 years old N/A 83.33% N/A N/A
Use of appropriate Medications for People with Asthma

10-17 Years Old N/A 75.00% N/A N/A
Use of Appropriate Medications for People with

Asthma 18-56 Years Old N/A 75.00% N/A N/A
Use of Appropriate Medications for People with

Asthma : Combined All Ages N/A 77.78% N/A N/A
Cervical Cancer Screenings 40.20% 45.01% +4.81% NS

Childhood Immunization Status: DTP 36.36% 61.34% +24.98 SSI

Childhood Immunization Status: IPV 52.27% 78.15% +25.88 SSI

Childhood Immunization Status MMR 70.45% 82.35% +11.9 NS

Childhood Immunization Status: HIB 56.82% 82.35% +25.53 SSI

Childhood Immunization Status: HEP 56.82% 81.09% +24.27 SSI

Childhood Immunization Status: VZV 63.64% 73.95% +10.31 NS

Childhood Immunization Status: Pneumococcal

Conjugate 36.36% 53.36% +17.0 SSI
Childhood Immunization Status: Combo 2 34.09% 53.78% +19.69 SSI
Childhood Immunization Status: Combo 3 27.27% 42.86% +15.59 NS

Chlamydia Screening in Women 16-20 years 57.28% 57.49% +0.21% NS

Chlamydia Screening in Women 21-25 years 57.43% 62.59% +5.16% NS

Chlamydia Screening Combined 57.5% 59.80% +2.45 NS

Follow-Up for Hospital for Mental Illness (FUH) — 7

Days 33.33% 24.66% -8.67 NS

Follow Up for Hospitalization for Mental Illness (FUH)

30 Days 37.04% 39.73% +2.69 NS

Lead Screening in Children 50.00% 62.18% +12.18% NS

Timeliness of Prenatal Care 86.51% 78.83% -7.68 SSD
Postpartum Care 55.56% 57.66% +2.1% NS

Well Child Visits in First 15 Months: 6 or more visits 41.86% 43.75% +1.89 NS

Well Child Visits in First 15 Months: 5 visits 16.28% 15.89% -.039 NS

Well Child Visits in First 15 Months: 4 visits 10.47% 17.97% +7.5% NS

Well Child Visits in First 15 Months: 3 visits 9.30% 8.07% -1.23% NS

Well Child Visits in First 15 Months: 2 visits 2.33% 5.99% +3.66% NS

Well Child Visits in First 15 Months: 1 visits 8.14% 2.34% -5.8% SSD
Well Child Visits in First 15 Months: 0 visits 11.63% 5.99% -5.64% NS

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

Years of Life 48.18 53.53 +5.35 NS

Harmony Health Plan supports Department of Health and Senior Services 2009 Quality Targets
in measures that specifically represent the HHP Medicaid population demographic. Targets for
improvement include:

e Effectiveness of Care
o Childhood Immunization Status
Cervical Cancer Screening
Chlamydia Screening in Women
Follow-up After Hospitalization For Mental Health Disorders (FUH)

¢
O
¢
o Use of Appropriate Medications for People with Asthma
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e Access/Availability of Care
o Prenatal and Postpartum Care
o Annual Dental Visit
e Use of Services
o Well Child Visits in the First 15 Months of Life
Well Child Visits in the third, fourth, Fifth and Sixth Year of Life
Adolescent Well-Care Visits
Ambulatory Care
Mental Health Utilization — Percentage of Members Receiving Inpatient,
Intermediate Care and Ambulatory Services
o Identification of Alcohol and Other Drug Services
e Satisfaction with the Experience of Care
o CAHPS 4.0H Child Survey

o O O O

Opportunities for improvement remain in all measures, however, year over year improvements
were noted in  Adolescent Well Care, Cervical Cancer Screenings, Childhood Immunization
Status, Chlamydia Screenings, Lead Screenings in children, Well Child Visits in the First 15
Months (6 or more visits) and Well Child Visits in the Third, Fourth, Fifth and Six Years of Life.

Effectiveness of Care Measures
In the Effectiveness of Care category, four of seven measures (57%) showed improvement when

comparing 2009 to 2008 results and one measure had a statistically significant increase.

Childhood Immunizations

P

Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
CIS Childhood
Immunizations Combo
2 16 44 34.09% | 128 | 238 | 53.78% | 4.5085 | 0.0337 SSI
CIS Childhood
Immunizations Combo
3 12 44 2727% | 102 | 238 | 42.86% | 3.7449 | 0.0530 NS

The 2009 HEDIS® Childhood Immunization Status (CIS) combo 2 measure had a statistically
significant 19.69% increase in comparison to the 2008 rates. Similarly, CIS combo 3 results
increased 15.59% in comparison to the 2008 rates. Both of these measures rank below the tenth
percentile in comparison to the National Committee for Quality Assurance (NCQA) HEDIS®
Benchmarks.

104



Missouri Medicaid HEDIS Results Childhood Immunizations

100%

80%

60% -

40% -

20% -

0% -
DTP PV MMR HiB HEP B vzv P”ecirgl‘m Combo 2 | Combo 3
2007 | 36.36% | 52.17% | 70.45% | 56.82% | 56.82% | 63.64% | 36.36% | 34.09% | 27.27%
m2008 | 61.34% | 78.15% | 82.35% | 82.35% | 81.09% | 73.95% | 53.36% | 53.78% | 42.86%

02007 @2008

Well Woman Care — Cervical Cancer and Chlamydia Screening

P
Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
CCS Cervical Cancer
Screening 119 | 296 | 40.20% | 185 | 411 | 45.01% | 0.4963 | 0.4811 NS
CHL Chlamydia
Screening in women 117 | 204 | 57.35% | 183 | 306 | 59.80% | 03036 | 0.5871 NS

Cervical Cancer Screening

The 2009 HEDIS Cervical Cancer Screening (CCS) measure had a non statistically significant
increase of 4.81% in comparison to the 2008 rate. This result ranks below the 10™ percentile in

comparison to NCQA HEDIS Benchmarks.

Chlamydia Screening in Women (CHL)
The 2009 HEDIS Chlamydia Screening in Women (CHL) measure had a non statistically
significant increase of 2.45% in comparison to the 2008 rate. This result ranks between the 50"

and 75" percentile in comparison to NCQA HEDIS Benchmarks.
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Missouri Medicaid Measures
70.00
60.00
50.00
§ 40.00
€  30.00
20.00
10.00
0.00 - : : : ,
Cervical Cancer Screening Chlamydia Screening (Combined)
@ HEDIS 2008 40.20 57.35
@ HEDIS 2009 45.0 59.8
E HEDIS 2008 ®m HEDIS 2009

Follow-Up After Hospitalization for Mental Health Disorders (FUH)

Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
FUH Follow Up After
Hospitalization for
Mental Health
Disorders — 7 days 9 27 | 33.33% 18 73 | 24.66% | .07527 | 0.3856 NS
FUH Follow Up After
Hospitalization for
Mental Health
Disorders —30 days 10 27 | 37.04% 29 73 | 39.73% | 0.0599 | 0.8066 NS

The 2009 HEDIS Follow-Up After Hospitalization for Mental Health Disorders (FUH) results
for 7 days showed a non statistically significant decrease of 8.67% from 33.33% to 24.66% in
comparisons to the 2008 rates. The measure for 30 day follow up showed a 2.69% slight
increase from 37.04% to 39.73%. Both of these results rank below the 25" percentile in
comparison to the NCQA HEDIS Benchmarks.
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Missouri HEDIS BH Measures

45.00
40.00
35.00
30.00
25.00
20.00
15.00
10.00

5.00

0.00

Rates

Follow -up After Hospitalization for Mental | Follow -up After Hospitalization for Mental
liness - 7 days liness - 30 days

O HEDIS 2008 33.33 37.04
@ HEDIS 2009 24.7 39.7

O HEDIS 2008 B HEDIS 2009

Use of Appropriate Medications for People with Asthma (ASM)

P
Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
ASM Use of
Appropriate
Medications for People
with Asthma N/A | N/A N/A 14 18 | 77.78% | N/A N/A N/A

The combined rate for the 2009 HEDIS measure Use of ApproEriate Mediations for People with
Asthma (ASM) was 77.78%. This result ranks below the 10" percentile in comparison to the
NCQA HEDIS Benchmarks. These results were not measured by Harmony Health Plan of
Missouri in 2008 and therefore, there is no data to complete a year to year comparison.
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OHEDIS 2009

Missouri Asthma Measures
84.0
82.0
80.0
§ 78.0
©
12 76.0
74.0
72.0
70.0 Asth
Asthma - Age | Asthma - Age | Asthma - Age N ma )
Combined
5-9Years |10-17 Years | 18 - 56 Years
Rate
BHEDIS 2009 | 833 75.0 75.0 77.8

Access/Availability of Care

Of the three HEDIS measures falling under the category of Access/Availability of care, one
measure, Post Partum Care had a statistically significant increase. Timeliness of Prenatal Care
had statistically significant decrease. The membership of the plan was not large enough to report
Annual Dental Visits in 2008; therefore, that measure is not trend able year over year.

Prenatal Care and Post Partum Care

P
Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
PPC: timeliness of
Prenatal Care 327 | 378 | 86.51% | 324 | 411 | 78.83% | 8.0390 | 0.046 SSD
PPC Postpartum Care 210 | 378 | 55.56% | 237 | 411 | 57.66% | 0.3565 | 0.5504 NS

Prenatal Care

The rate for the 2009 HEDIS measure Timeliness of Prenatal Care was 78.83%, which represents
a statistically significant decrease of 7.68% from the 2008 results of 86.51%. This result ranks
below the 50™ percentile in comparison to the NCQA HEDIS Benchmarks.

The rate for the 2009 HEDIS measure Frequency of Ongoing Prenatal Care less than 21% of
expected visits had a statistically significant increase of 7.17% in comparison to 2008 results. In

this category, a smaller number is desired

The rate for the 2009 HEDIS measure Frequency of Ongoing Prenatal Care 81% or more of
expected visits was 55.96%, which represents a 10.65% statistically significant decrease in
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comparison to 2008 results. This results ranks below the 50™ percentile in comparison to the
NCQA HEDIS Benchmarks.

Post Partum Care

The rate for the 2009 HEDIS Postpartum care was 57.66% representing a non-statistically
significant change of 2.10% in comparison to 2008 results. This result ranks below the 50™
percentile in comparison to the NCQA HEDIS Benchmarks.

Missouri Medicaid Pregnancy Measures

100.0

80.0

60.0

40.0 -

20.0 —

0 - 0 requency Ol ngoin: renata requency ol ngoin: renatal
Freq éa:ei;%g P tal | Freq ycaf:;:%f; P tal Timeliness of Prenatal Care Postpartum Care
|oHEDIS 2007 59 50.0 853 471
‘lHEDIS 2008 7.67 65.87 86.51 55.56
‘DHEDIS 2009 14.8 56.0 78.8 57.7
OHEDIS2007  MHEDIS 2008

Annual Dental Visits

The rate for the 2009 HEDIS measure Annual Dental Visits — Combined was 20.86%. This rate
results ranks below the 10™ percentile in comparison to the NCQA HEDIS Benchmarks. These
results were not measured by Harmony Health Plan of Missouri in 2008 and therefore, there is
no data to complete a year to year comparison.

P
Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
ADYV Annual Dental
Visit N/A | N/A N/A 729 | 3525 | 20.86% N/A N/A N/A
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Missouri Medicaid Annual Dental Visits

35
30
25
20 —

10 —

Annual Dental [Annual Dental [Annual Dental [Annual Dental |Annual Dental [Annual Dental [Annual Dental
Visits 2-3 Visits 4-6 Visits 7-10 | Visits 11-14 | Visits 15-18 | Visits 19-21 Visits

|El 2009 6.99 18.82 30.31 25.19 20.92 9.9 20.68

Use of Services
All measures falling under the category of Use of Services showed a non statistically significant
increase in 2009 when compared to 2008 results.

Well Child Visits
P
Measure Num | Den 2008 Num | Den 2009 Chi Value Sig
WCV Well child Visit in
the First 15 months of
Life (6 or more visits 36 86 | 41.86% | 168 | 384 | 43.75% | 0.1021 | 0.7493 NS
W34 Well child Visits in

the Third, Fourth, Fifth
and Sixth Years of Life 198 411 | 48.18% | 220 | 411 | 53.53% | 2.3559 | 0.1248 NS
AWC Adolescent Well
Care 103 411 | 25.06% 118 | 411 | 28.71% | 1.3925 | 0.2380 NS

Well child Visits in the First 15 Months of Life (W15)

The rate for the 2009 HEDIS measure Well Child Visits in the First 15 Months of Life (W15) six
or more visits was 43.75%, which represents a 1.89% non statistically significant increase in
comparison to 2008 results. This results ranks below the 25™ percentile in comparison to the
NCQA HEDIS Benchmarks.

Well child Visits in the Third, fourth, Fifth and Sixth Year of Life (W34)

The rate for the 2009 HEDIS measure Well child Visits in the Third, Fourth, Fifth and Sixth
Months of Life (W34) was 53.53%, which represents a 5.35% non statistically significant
increase in comparison to 2008 results. This results ranks below the 25™ percentile in
comparison to the NCQA HEDIS Benchmarks.
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Adolescent Well Care
The rate for the 2009 HEDIS measure Adolescent Well Care Visits (AWC) was 28.71%, which

represents a 3.65% non statistically significant increase in comparison to 2008 results. This
result ranks below the 25 percentile in comparison to the NCQA HEDIS Benchmarks.
Missouri Medicaid Well Child Visits
60.00
50.00
40.00
30.00
20.00
0.00
Well-Child Visits First 15 Well-Child Visits First 5 |Well-Child Visits Third, Fourth,
months (zero visits)* months (6 or more visits) Fifth, and Sixth Year of Life Adolescent Well Care
= HEDIS 2008 1163 4186 48.18 25,06
O HEDIS 2009 23 438 535 28.7
B HEDIS 2008 O HEDIS 2009
Ambulatory Care
Ambulatory
Surgery Observation | Observation
Outpatient ED Procedures | Room Stays | Room Stays
Visits/1000 Visits/1000 | Ambulatory | per 1000 Resulting per 1000
Outpatient | Member ED Member Surgery Member In member
Visits Months Visits Months Procedures Months Discharge Months
2008 14380 191.85 5717 76.27 169 2.25 140 1.87
2009 28961 215.58 11062 82.34 687 5.11 163 1.21

In the category of Ambulatory Care, the overall number of Outpatient visits, Emergency
Department Visits, Ambulatory surgery Procedures and Observation Room Stays Resulting in
Discharge increased when comparing HEDIS 2008 to HEDIS 2009 data. This is consistent with
the increase in growth of the plan. Furthermore, the total member months increased 79% from
74,955 to 134,343.

Mental Health Utilization

Intensive Intensive
Any Any Outpatient/Partial | Outpatient/Partial
Services | Services | Inpatient | Inpatient | Hospitalization Hospitalization | Outpatient/ED | Outpatient/ED
Number | Percent | Number | Percent Number Percent Number Percent
2008 186 2.98% 19 0.30% 9 N/A 174 2.79%
2009 564 5.04% 97 0.87% 13 0.12% 508 4.54%
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For Mental Health Utilization, the overall number of Inpatient visits, Intensive Outpatient/Partial
Hospitalization and Outpatient /Emergency Department Visits increased when comparing
HEDIS 2008 to HEDIS 2009 data. This is consistent with the increase in growth of the plan.
Furthermore, the total member months increased 79% from 74,955 to 134,343.

Identification of Alcohol and Other Drug Services Total

Intensive Intensive
Any Any Outpatient/Partial | Outpatient/Partial
Services | Services | Inpatient | Inpatient | Hospitalization Hospitalization | Outpatient/ED | Outpatient/ED
Number | Percent | Number | Percent Number Percent Number Percent
2008 95 1.52% 39 0.62% 2 N/A 67 1.07%
2009 155 1.38% 82 0.73% 4 0.04% 92 0.82%

The overall number of Inpatient visits, Intensive Outpatient/Partial Hospitalization and
Outpatient /Emergency Department Visits for Identification of Alcohol and Other Drug Services

increased when comparing HEDIS 2008 to HEDIS 2009 data. This is consistent with the
increase in growth of the plan. Furthermore, the total member months increased 79% from
74,955 to 134,343.

Barriers

Member Barriers:

Lack of knowledge of needed testing and treatment.

Transportation issues.

Lack of understanding of the value and long term benefit of preventative health services and
screenings.

Lack of knowledge of the frequency and necessary follow up regimens.

Value immediate access to care and do not want to wait for services that are scheduled in the
future.

Physician Barriers:

Lack of knowledge of transportation assistance for members.

Members do not necessarily keep appointment that is made during outreach.
Difficulty outreaching to members due to telephone and address changes.
Time constraints.

Health Plan:
Non-compliant member outreach lists are not provided to physicians on consistent basis.

Recommendations:
Continue interventions listed on the HEDIS 2009-2010 Work Plan.

More concentrated efforts for one-on-one with the Harmony QI Nurses will occur with focus on
discussing results, providing information on physician performance, clinical practice guidelines

and the member outreach (non-compliant list).
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Satisfaction with the Experience of Care

The Consumer Assessment Healthcare Providers and Systems Report provides information on
member’s satisfaction with the Health Plan. The information reported in this section relates to
the 4.0H Child Satisfaction Survey. Performance Improvement Plan is to improve Member
Satisfaction with the Health Plan.

Consumer Assessment of Healthcare Providers and Systems
Missouri Medicaid
100%
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80%

70% + 1

60%
o))
£ 0
£ 50% 1
14
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30% 4+

20% 4
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0,
0 /0 Rating of the Getting Needed Customer Service Rating of Health | How Well Doctor | Shared Decision Rating of Coordination of
Health Plan Care Care Communicates Making Personal Doctor Care
‘02003 71.20% 67.60% 86.10% 73.00%
‘.2009 65.50% 64.50% 76.90% 72.00% 90.40% 72.70% 79.90% 62.00%
Measures
02008 @2009

Analysis/Results: The results reported by The Meyer Group include information on the trending
between current and previous year’s results and significance testing is performed at the 95%
confidence level. On the 2009 survey, four measures had non-significant decreases and four
were untrendable due to a significant change in responses on the CAHPS Survey tool.

Significant Increase (Sl),
Baseline Decrease (SD) or No
CAHPS Measures Rate CY 2008 Rate CY 2009 Difference (NSD)
Rating of the Health Plan 71.2% 65.5% NSD
Getting Needed Care N/A 64.5% Not Trendable
Customer Service N/A 69.2% Not Trendable
Rating of Health Care 67.6% 72.0% NSD
How Well Doctors Communicate 86.1% 90.4% NSD
Shared Decision Making N/A 72.7% Not Trendable
Rating of Doctor 73.0% 79.9% NSD
Coordination of Care N/A 62.0% Not Trendable
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Barrier/Root Cause:
Member:
Member knowledge of what to expect during interaction

Physician:
Physician knowledge of CAHPS rates, member satisfaction.

Health Plan:
QI department without key personnel to complete tasks.

Plans for 2009/2010: Based on the above findings there are significant opportunities to improve
all CAHPS areas. Harmony implemented revised interventions for all key CAHPS drivers. For
example, the physician education programs now place special emphasis on education related to
CAHPS rates and interventions for improving areas that are less than the tenth percentile.
Additionally, physicians will be educated on referrals for case management for better
coordination of care. The one-on-one meetings with physicians will be more robust and include
specific detailed information about CAHPS rates and member satisfaction. Furthermore,
Harmony staff will utilize Member newsletters and welcome packets to educate on what to
expect at visits and encourage partnership with physicians.

HEDIS Indicators by MO HealthNet Managed Care Health Plans Within Regions, Live Births
Overview of the HEDIS Indicator Summary: 2008 Live Births
Although our membership has grown, Harmony Health Plan did not have enough members in
several categories to be valid for comparison. These categories are:

e Vaginal births after Cesarean Section

e Low birth weight

e Very low birth weight delivered in a level 11/111 hospital

However, in the categories where our membership was adequate for analysis, our rates in general
were not statistically different from the Mo Health Care Managed Care rate for the majority of
the indicators.
Our rate was not statistically different from the Mo Health Net rate in the following categories:

e (-sections as a percentage of total births

e Early pre-natal care

e Spacing less than eighteen months

e Births to mothers less than 18 years

e Repeat births to teen mothers
In all of these categories the rate was also not statistically different from the State rate except for
the category of early pre-natal care.

Our network and the impact of our Harmony Hugs program are the keys to our high rate of low
birth rate babies being delivered in level 2 or level 3 hospitals.
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On the other hand, the Plan’s low rate of adequacy of pre-natal care (although it has increased
each year) and WIC participation in our Plan compared to other MCOs is a surprising area of
opportunity. We anticipated that these rates would be the highest rate given our one-on-one
outreach and interaction with our pregnant members. Our Harmony Hugs program, described
below, counsels all pregnant women on the importance of adequacy of pre-natal care and WIC
participation. These are big components of the program and the focal point of the interventions.
We call members at least quarterly to help ensure they are making all their appointments and
remove any barriers. We inform them how and where to obtain WIC services. We will continue
to monitor these rates.

Overview of the Harmony Hugs Program:

Purpose: Harmony Hugs is a support and education program for pregnant Harmony Health Plan
members in Missouri. Harmony Hugs is designed to improve care management of pregnant
women by starting early in their pregnancy providing educational information and support. The
program will also identify members with potential risk factors that may adversely affect the
outcome of their pregnancy. Hugs will encourage pregnant women to practice good prenatal care
through direct mailings of educational materials, availability of a Harmony Hugs social services
specialist for questions and concerns who also advocates for consistent follow up with their
provider, and appropriate referral into OB case management.

Goals: The Harmony Hugs Program goals are to identify all pregnant members, more
specifically the high risk members, and identify these members early in pregnancy. Harmony
Hugs will outreach and enroll these members into the Harmony Hugs Program. Once identified,
the program will advocate, intervene, coordinate services and educate members through
comprehensive follow ups based on pregnancy risk level regarding their prenatal, peri-natal and
postnatal states. The Hugs program will contribute toward improving pregnancy outcomes
through coordination of care, education, and appropriate referrals to OB case management for
members with high risk medical complications.

Program Benefits to Member:

e Educational materials and advise regarding fetal development, breastfeeding,
substance use and pregnancy, teen pregnancy, child development, nutrition as
well as other pregnancy related topics.

e Follow-up at least once per trimester or as needed, with a short assessment to
identify any new concerns or needs

e Home visits for moderate or high risk members or upon request of the
member.

e Information on WIC and other community resources and important Harmony
numbers

e Coordination of care with PCP, OB provider, Medical Group, OB case
management staff for high-risk pregnancies

e Support through pregnancy and post delivery

e Upon delivery, conducts post partum and well-child visit reminders to Hugs
member, conducts the Edinburgh Postnatal Depression Screening (EPDS) and
makes appropriate referrals based on the depression score

e Diaper bag upon enrollment and nursery kit upon delivery
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Program Benefits to Physician/Medical Groups

Better outcomes for their patients

Support in managing pregnant patients

Appropriate and timely utilization of medical services

Pay for Quality incentives based on achieving HEDIS targets

The Harmony Hugs program has increased our effectiveness in achieving better birth outcomes.
See the summary of the Hugs program under case management.

HealthCare USA
Performance Measures
HEDIS
HealthCare USA continues to calculate the MO HealthNet Managed Care Performance Measures
as required by the State contract. The measures are calculated and reported in accordance with
NCQA specifications. Reported measures are calculated using NCQA certified software and
results are audited by an NCQA certified auditor. HEDIS rates are reported for Central, Eastern,
and Western Missouri.

HEDIS reports are used as a means to identify opportunities for improvement related to services
for our members and identify successful interventions intended to improve HEDIS measures.
The goal has been to achieve the HEDIS Medicaid mean or better for each measure. Having
achieved this for many measures, the goal in 2010 was increased to the HEDIS National
Medicaid 75™ percentile or better for each measure.

HealthCare USA utilizes an interdepartmental committee that meets monthly to discuss EPSDT
and HEDIS measures. The committee analyzes results and brainstorms ideas to improve each
indicator, including revising educational information and implementing incentive programs for
our membership to increase adherence to well care and preventive services and educational
programs for providers about HEDIS measures and what they can do to help improve the reports.

HEDIS results and initiatives are also reported to the Quality Management Committee,
Executive Quality Committee and Board of Managers. Feedback from these committees, which
includes network providers, is requested.

HealthCare USA recognizes the unique membership and outcomes in each region. The results
are analyzed for each region independently for variations and particular challenges within each
region. All rates are compared for statistically significant change from the previous year using a
chi-square analysis. Rates are also compared to the goal, the NCQA Medicaid 50" percentile.

In anticipation of NCQA Accreditation, HealthCare USA added a —fourth region” for State-Wide
HEDIS results. This region includes the entire eligible population of HealthCare USA, and is
not a combined average of the three regions. Therefore, medical record review took a sample
across all three regions. The measures required for NCQA Accreditation have some crossover
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with State required measures, but many are reported and analyzed for the first time by
HealthCare USA. Medical record review was completed for the State-Wide measures Childhood
Immunizations, Prenatal/Postpartum Care, Controlling High Blood Pressure, and Comprehensive
Diabetes Care. No trending is available because these are first year measures for the State-Wide
region.

Childhood Immunizations
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
Immunization Submeasures 2008 2009 2008
Dtap 80.50 75.69 79.86
IPV 90.00 90.74 90.97
MMR 91.90 88.19 89.35
Hib 90.70 94.91 91.67
Hep B 90.30 92.59 92.59
vzv 90.00 89.12 89.82
PCV 76.40 75.23 77.78
Combo 2 75.40 71.30 ¥ 77.08
Combo 3 68.60 65.28 v 72.45
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Combinations 2 and 3 both declined a statistically significant amount but remain within 95% of
goal. Overall, Central region has the best results for immunizations, with all being within 95%
of goal. In addition, Central region’s Well Child Visits in First 15 Months of Life is also
substantially above the other regions and the goal. An increase in adherence to 6 or more well
child visits for those 2 and under in the other 2 regions may lead to a concurrent increase in the
immunizations as well. Dtap and PCV are the two immunizations that declined, resulting in the
decline in the combos 2 and 3. It is unclear at this time what caused or contributed to the decline
in these two immunizations. Additional investigation is underway.

Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results
Immunization Submeasures 2008 2009 2008
Dtap 80.50 2 .14
IPV 90.00 84.95 85.88
MMR 91.90 91.90 M 88.66
Hib 90.70 93.52 N 86.11
Hep B 90.30 85.19 87.73
vzv 90.00 87.73 86.34
PCV 76.40 67.13 68.98
Combo 2 75.40 B 612
Combo 3 68.60 B 5
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

117



Combinations 2 and 3 declined from the previous year’s rates, but not significantly. However,
both combinations 2 and 3 are less than 85% of goal. Dtap, IPV, Hep B, and PCV all declined.
HiB and MMR increased, the Hib increasing a significant amount.

Western Region

NCQA Medicaid
50" Percentile HEDIS Results
Immunization Submeasures 2008 2009 2008
Dtap 80.50 I 5001
1PV 90.00 84.03 88.89
MMR 91.90 85.65 88.90
Hib 90.70 [SoR7V I ss.88
Hep B 90.30 [Eglga 89.35
vzv 90.00 83.56 87.50
PCV 76.40 2 R
Combo 2 75.40 61.11 65.05
Combo 3 68.60 B s
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Combinations 2 and 3 both declined from 2008 results, but not significantly. Combo 2 is within
85% to 94% of goal, and combo 3 less than 85% of goal. All immunizations declined, IPV a
significant amount, except for the Hib (change in specifications).

State-Wide
NCQA Medicaid 50"

Immunization Submeasures Percentile 2009 State-Wide Rate
Dtap 80.50 71.06
IPV 90.00 811
MMR 91.90 8912
Hib 90.70 szl
Hep B 90.30 8727
vzv 90.00 8704
PCV 76.40 70.37
Combo 2 75.40 64.58
Combo 3 68.60 5787
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Combination 3 is less than 85% of the goal. DtaP, PCV, and combination 2 are all 85-94% of
goal.
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Overall

There are some patterns in immunizations. Hib increased in all three regions, significantly in
two. NCQA changed the HEDIS technical specifications for this one immunization from 3 to 2
by 2 years of age in response to a shortage in the vaccine. Dtap decreased in all 3 regions, with
Eastern and Western regions less than 85% of goal. The polio vaccine remained fairly stable,
except in the Western region where it decreased a significant amount. Eastern and Western
regions are 85-94% of goal.

Interventions include member reminders for well visits with immunization information sent on
the birthday month. HealthCare USA uses MOHSAIC and the hybrid method to increase
completion of the data. In addition, immunization records are collected during on-site provider
audits and from hospital discharge summaries.

Breast Cancer Screening

State-Wide
NCQA Medicaid 50
Percentile 2009 State-Wide Rate
Breast Cancer Screening 50.10 _
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Breast cancer screening is less than 85% of goal. Education regarding routine mammograms
have been added to the quarterly women’s health flyer sent to women without a claim for
mammography. The effectiveness of this intervention alone will be measured.

Cervical Cancer Screening
Central Region

NCQA Medicaid

50 Percentile HEDIS Results
2008 2009 2008
Cervical CA Screening 67.00 63.72 66.85
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

There was a decrease in the screening rate from 2008 to 2009; however, the rate remains within
95% of goal. Medical record review raised the rate from 62.34% to 63.72%. Hybrid was
completed because the rate decreased, and the proposed reason for the decrease was due to
members in the denominator new to the plan because of the county expansion. The measure
looks at Pap smears from the measurement year and the year prior. New members could have
Pap smears completed but the plan did not receive a claim. Hybrid review did not raise the rate
as expected.
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Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results
2008 2009 2008
Cervical CA Screening 67.00 66.85 57.41
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

The administrative percentage decreased less than a percentage point from 2008 to 2009. The
percentage is within 95% of goal.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
2008 2009 2008
Cervical CA Screening 67.00 59.93 55.22
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

The percentage increased from 2008 to 2009. The result is within 85-94% of goal. The
percentage reported is an administrative rate.

State-Wide
NCQA Medicaid 50
Percentile 2009 State-Wide Rate
Cervical Cancer Screening 67.00 65.38
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Result is within 95% of goal. Result is administrative.

Overall

Interventions: All women identified as in the denominator for this measure receive a flyer
—Staying Healthy: A Guide For Women.” Included in the flyer is education on Pap smears per
CDC recommendations.

Chlamydia Screening
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
By Age Stratification 2008 2009 2008
All Ages 51.90 54.36 51.98
Ages 16-20 48.80 53.03 50.80
Ages 21-25 56.40 58.59 54.55
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile
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Percentage has increased from 2008 to 2009, and is within 95% of goal. Age stratifications 16 to
20 and 21 to 25 also are within 95% of goal.

Fastern Region

NCQA Medicaid

50" Percentile HEDIS Results
By Age Stratification 2008 2009 2008
All Ages 51.90 73.32 70.65
Ages 16-20 48.80 67.75 N 68.36
Ages 21-25 56.40 66.81 62.68
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Eastern — There was a statistically significant increase from 2008 to 2009, and all age
stratifications remain within 95% of goal.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
By Age Stratification 2008 2009 2008
All Ages 51.90 65.211 59.10
Ages 16-20 48.80 62.311 54.81
Ages 21-25 56.40 69.981 63.77
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: =>95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

There was a statistically significant increase from 2008 to 2009, and all age stratifications remain
within 95% of goal.

Overall

Interventions: All women identified as in the denominator for this measure receive a flyer
—Staying Healthy: A Guide For Women.” Included in the flyer is education on chlamydia
screenings. In 2008 drilldown analysis identified an error in billing by the Missouri State
Laboratory. The lab was educated and new claims are now billed correctly. In addition, the
NCQA auditor allowed a one-time patch for the incorrectly billed claims to be numerator-
adherent. This has resulted in the increases seen in all 3 regions.

Respiratory Conditions

State-Wide
NCQA Medicaid 50
Measure Percentile 2009 HEDIS Result
Appropriate Testing for Children with 62.50 74.42
Pharyngitis
Appropriate Treatment of Children with URI 84.30 84.34
Avoidance of Antibiotic Tx in Adults with Acute  25.00 _
Bronchitis
Use of Spirometry Testing in the Assessment 27.50 34.38

and DX of COPD
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Green: >95% of goal
<85% of goal

Yellow: 85%-94% of goal

Goal is NCQA Medicaid 50" Percentile

Red:

Antibiotic mis-utilization measures are within 95% of the goal for the pediatric measures, but
less than 85% of goal for the adult measure of avoidance of antibiotic treatment in adults with
acute bronchitis. HealthCare USA in response to the results completed member and provider
education on antibiotic utilization and approved a clinical practice guideline as well. Use of
Spirometry Testing is within 95% of goal. The denominator is very low at 32.

Use of Appropriate Medications for People with Asthma

Central Region

NCQA Medicaid
50" Percentile

HEDIS Results

By Age Stratification 2008 2009 2008
Ages 5-9 91.80 95.88 89.41
Ages 10-17 89.50 84.83 91.67
Ages 18-56 85.80 73.81 67.50
All Ages Combined 88.70 86.97 87.36

1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal
Goal is NCQA Medicaid 50" Percentile

Age stratification 18-56 only percentage not within 95% of goal. Denominator is 42 for this age
group.

Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results

By Age Stratification 2008 2009 2008
Ages 5-9 91.80 88.35 87.75
Ages 10-17 89.50 86.67 86.88
Ages 18-56 85.80 81.31 83.46
All Ages Combined 88.70 86.75 86.87

1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal
Goal is NCQA Medicaid 50" Percentile

All age stratifications and the combined percentage are within 95% of goal.
Western Region

NCQA Medicaid

50 Percentile HEDIS Results

By Age Stratification 2008 2009 2008
Ages 5-9 91.80 92.11 94.87
Ages 10-17 89.50 92.90 81.25
Ages 18-56 85.80 80.00 63.64
All Ages Combined 88.70 90.64 85.37

1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal
Goal is NCQA Medicaid 50" Percentile
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All age stratifications except 18-56 are within 95% of goal. Denominator for this age bracket is
70.

State-Wide
NCQA Medicaid 50*

By Age Stratification Percentile 2009 HEDIS Result
Ages 5-9 91.80 89.50

Ages 10-17 89.50 87.22

Ages 18-56 85.80 80.30

All Ages Combined 88.70 87.33

Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

All ages stratifications within 95% of goal.

Overall

HealthCare USA continues interventions to increase asthma medication utilization as prescribed.
Members in asthma disease management who did not get their asthma prescription(s) filled
receive a reminder call from their disease management nurse. A member incentive called
Asthma Around the World encourages medication refills and is available to any member with
asthma. Provider charts are audited for medication prescriptions for patients with a diagnosis of
asthma in accordance with the HEDIS technical specifications and the NIH/NAEPP asthma
clinical practice guidelines.

Controlling High Blood Pressure

State-Wide
NCQA Medicaid 50
Percentile 2009 HEDIS Result
Controlling High Blood Pressure 55.40 [4036
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

This indicator measures the percent of members who have a diagnosis of high blood pressure and
who have a controlled blood pressure on the last reading of the year. Medical record review is
required to confirm the diagnosis and locate the last blood pressure reading of the year. There
were 446 who met criteria for high blood pressure in the State. The result is less than 85% of
goal. Upon drilldown analysis, there was a fair amount of co-morbidity with the diabetes
population and measure. For this reason, hypertension has been incorporated into the newly
developed diabetes workgroup. Strategies for improvement will include blood pressure
management. The diabetes education materials are being redeveloped, and includes sections on
blood pressure readings, interventions, etc. In addition, a member incentive is being developed
that will require routine blood pressure readings as part of the diabetic well care visit.
HealthCare USA has also begun collaborating with the Integrated Health Network (IHN) in St.
Louis. This grant-funded organization employs —alth coaches” that complete outreach in the
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community to assist in establishing a medical home. One of IHN’s health coaches focuses on
hypertension and the follow-up with providers, medications, etc., needed to effectively control
the blood pressure.

Comprehensive Diabetes Care

State-Wide
NCQA Medicaid 50"
Sub-Measure Percentile 2009 HEDIS Result
Eye Exams 53.80 629
Cholesterol Screening 73.20 _
Hemoglobin Blood Test 79.60 69.91
Nephropathy Monitoring 76.10 64.58
HbA1c Poorly Controlled* 46.00 [6505 ]
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile
YInverse measure - lower rate is better

Comprehensive Diabetes Care encompasses many sub-measures, only five of which are required
reporting for NCQA Accreditation. Diabetes for this measure is 18 and older and type 1 and
type 2, excluding gestational diabetes. A total of 771 members state-wide were included in the
denominator. Medical record review occurred. First year results were lower than anticipated.
Dilated retinal eye exams and cholesterol screenings were less than 85% of goal. Annual
hemoglobin testing and monitoring/treatment for nephropathy were 85 to 94% of goal.
Hemoglobin results signifying poor control (>9%) is also less than 85% of goal. Note that this
sub-measure is inverse; a higher rate means more members are poorly controlled.

HealthCare USA convened a multi-disciplinary and multi-departmental team, including a
medical director and the diabetes disease management nurse. The Diabetes Subgroup has
multiple interventions in progress:

e Editing and expanding the member diabetes education materials to match the disease
management methodology that has been implemented with Asthma and High Risk OB
Disease Management programs.

e Provider education.

e A proposed member incentive to encourage those with diabetes to complete routine
diabetes care visits, annual eye exam, HbA1c testing, and other routine screenings as
recommended by the American Diabetes Association (ADA)

e Outbound calls to members in the HEDIS datasets to assess for barriers to obtaining care
and services consistent with the ADA recommendations, level of diabetes knowledge and
understanding, and need for assistance in successfully self-managing their diabetes.

e Data drilldown and barrier analyses to assess factors impacting each measure, such as
benefit issues with eye exam coverage, lack of consistent lab data for HbaAlc levels, etc.
have and will continue to be completed to identify potential strategies to improve
adherence to diabetic care recommendations.
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Use of Imaging Studies for Low Back Pain

State-Wide
NCQA Medicaid 50*
Percentile 2009 HEDIS Result
Low Back Pain Imaging 78.20 73.99
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Measure assesses for testing for low back pain per evidence-based guidelines, which
recommends no imaging with 28 days of new diagnosis of low back pain (trauma and cancer
excluded). Results are within 95% of goal.Antidepressant Medication Management

State-Wide
NCQA Medicaid 50
Sub-Measures Percentile 2009 HEDIS Result
Effective Acute Phase Treatment 45.10 45.66
Effective Continuation Phase Treatment 28.30 29.99
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Indicator measures percentage of members newly diagnosed with major depression who stay on
their antidepressant medication at 12 weeks (acute phase) and 6 months (continuation phase).
Acute phase and continuation phase results are above the Medicaid 50™ percentile.

Follow Up Care for Children Prescribed ADHD Medications

State-Wide
NCQA Medicaid 50
Sub-Measures Percentile 2009 HEDIS Result
Initiation Phase 32.60 45.66
Continuation & Maintenance Phase 38.60 [2920 ]
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

This indicator measures the percent of children who received an initial prescription for ADHD
medications that have at least one follow-up visit with a practitioner (initiation phase) within 1
month and then have at least two follow-up visits with a practitioner within 9 months after the
initiation phase (continuation and maintenance). Results are within 95% of goal for initiation
phase but less than 85% of goal for continuation and maintenance phase. HealthCare USA and
MHNet are collaborating to complete provider and member/parent education about the
importance of follow up. A pre-authorization requirement was initiated for the first prescription
only to improve the number of children receiving ADHD medications that meet the screening
criteria. The pre-authorization requirement started matches the pre-authorization requirement
implemented by fee-for-service Medicaid pharmacy criteria.
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Mental Health Follow Up Within 7 and 30 Days
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
Follow Up Within 7 Days 43.20 45.88 42.65
Follow Up Within 30 Days 65.90 70.59 71.32
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: =>95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Follow-up within 7 days increased from 2008 and is within 95% of goal. Within 30 days
decreased less than 1 percentage point, and remains within 95% of goal.

Fastern Region

NCQA Medicaid

50 Percentile HEDIS Results
Sub-Measures 2008 2009 2008
Follow Up Within 7 Days 43.20 42.79 30.59
Follow Up Within 30 Days 65.90 70.68 57.45
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Follow-up within 7 days increased from 2008 and is within 95% of goal. Within 30 days also
increased and is within 95% of goal. Neither increase is significant.

Western Region

NCQA Medicaid

50 Percentile HEDIS Results
Sub-Measures 2008 2009 2008
Follow Up Within 7 Days 43.20 44.85M 35.53
Follow Up Within 30 Days 65.90 66.541 57.51
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Follow-up within 7 days increased significantly from 2008 and is within 95% of goal. Within 30
days also increased and is within 95% of goal.
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State-Wide
NCQA Medicaid 50"

Sub-Measures Percentile 2009 State-Wide Rate
Within 7 Days 43.20 43.80

Within 30 Days 65.90 69.62

Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Overall
Interventions: MHNet continues a Performance Improvement Project to improve the follow-up
rates. Interventions identified as key to addressing identified barriers:

e Utilization of in-home therapists reduced transportation barriers.

e Use of a full-time discharge planner to coordinate discharge planning including contacts

with the facility and family.

Mailing discharge-follow up letters to members post-discharge provides a visual reminder for the
member and guides them to a single contact at MHNet.

Annual Dental Visit

Central Region

NCQA Medicaid

50 Percentile HEDIS Results
By Age Stratification 2008 2009 2008
2-3 Years Not available 20.10 19.60
4-6 Years 52.90 E 3075
7-10 Years 55.00 48.85 42.07
11-14 Years 48.90 42.921 38.59
15-18 Years 41.40 37.76 30.17
19-21 Years 32.70 B 051
All Ages Combined 45.10 40.33 35.08
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

The percentage for dental visits all ages increased from 2008, and is 85% to 94% of goal.
There was a significant increase in 3 age stratifications (chi square analysis, p<0.05), even
though 2 of these are still less than 85% of goal.
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Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results
By Age Stratification 2008 2009 2008
2-3 Years Not available 14.051 12.40
4-6 Years 52.90 T 3042
7-10 Years 55.00 48.42 46.04
11-14 Years 48.90 EZ ;41
15-18 Years 41.40 BRI 0005
19-21 Years 32.70 EE 52
All Ages Combined 45.10 37.16 34.61
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile
The percentage for dental visits all ages increased from 2008 to 2009, and is 85% to 94% of goal.
There was a significant increase in 3 of the age stratifications (chi square analysis, p<0.05).

However, 4 of the age stratifications are still less than 85% of goal.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
By Age Stratification 2008 2009 2008
2-3 Years Not available 13.051 11.39
4-6 Years 52.90 B 3: 20
7-10 Years 55.00 EZ 33.00
11-14 Years 48.90 B ;.07
15-18 Years 41.40 EEEE 2055
19-21 Years 32.70 B -2
All Ages Combined 45.10 EE 3020
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: =>95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

The percent of members completing annual dental visits in all age categories increased from
2008 to 2009, but remains less than 85% of goal. Four age stratifications increased a statistically
significant amount (chi square analysis, p<0.05).

All Regions
Member well care reminders were revised and to include dental screening reminders. Reminders

are mailed prior to the birthday month. HealthCare USA providers are also reminded to include
dental screenings during all EPSDT visits. HealthCare USA collaborates with Doral Dental and
local health departments to include dental screenings and education at community events.
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Prenatal and Postpartum
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
Prenatal 84.10 95.811 91.40
Postpartum 60.80 76.98 72.79
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: =>95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

There was an increase in both submeasures, and a statistically significant increase in Timeliness
of Prenatal Care (chi square analysis, p<0.05). Both are above the 50" percentile goal.

Fastern Region

NCQA Medicaid

50 Percentile HEDIS Results
Sub-Measures 2008 2009 2008
Prenatal 84.10 83.76 83.53
Postpartum 60.80 59.16 54.76
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Timeliness of Prenatal care remained fairly flat, and Postpartum Visit increased from 2008. Both
are within 95% of goal.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
By Sub-Measures 2008 2009 2008
Prenatal 84.10 93.17 86.11
Postpartum 60.80 71.83 61.34
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

Both submeasures increased from HEDIS 2008, and both are above the 50™ percentile.

State-Wide
NCQA Medicaid 50*
Sub-Measures Percentile 2009 HEDIS Result
Timeliness of Prenatal Care 84.10 86.57
Postpartum Care 60.80 61.57
Green: >95% of goal Yellow: 85%-94% of goal Red:

<85% of goal
Goal is NCQA Medicaid 50" Percentile

Both submeasures above the Medicaid 50™ percentile.
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All Regions
HealthCare USA expanded the member incentive for prenatal visits to all three regions. The

provider bill above program for postpartum visits was also expanded to all 3 regions. This
program encourages a provider of a postpartum visit to submit the claim and receive a $25 —bill
above.” Most post-partum visits are included in the OB global authorization. For this reason,
separate prenatal and post-partum visit claims and/or encounters are not sent in by providers.
Hybrid methodology was utilized for this measure, as has been done for the past few years.

Well Child Visits: Ages 3-6, First 15 Months of Life, and Adolescent Well Care
Central Region

NCQA Medicaid

50 Percentile HEDIS Results
Measure 2008 2009 2008
Well Care Visits Ages 3-6 68.20 60.66 62.32
Well Child Visits First 15 Months of Life
0 Visits 1.90 0.65 1.42
1 Visit 1.90 1.03 2.13
2 Visits 3.10 1.81 2.37
3 Visits 5.80 5.05 3.79
4 Visits 10.60 6.34 6.75
5 Visits 17.80 14.23 12.19
6 or More Visits 57.50 70.89 71.36
Adolescent WCV 42.10 38.43 40.19
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: =>95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

e Well Care Visits Ages 3 to 6 are within 85-94% of goal and have increased slightly from
the previous year.

e There was a slight decrease in Well Child Visits in the First 15 Months of Life in the 6 or
more visits category. There was a higher percent in 3 visits and 5 visits stratifications.
All other stratifications decreased or improved as compared to 2008. However, none of
the changes were statistically significant and all remain within 95% of goal.

e Adolescent Well Care decreased from the previous year’s result, although not
significantly. The reported rate is a hybrid rate. The administrative rate of 36.53% was
a statistically significant decline from the previous year (chi square analysis, p<0.05).
The hybrid rate increased the rate from the administrative data only, but not significantly.
The hybrid 20009 rate is does not reflect a significant difference from the administrative
2008 rate. There was an increase of approximately 1000 adolescents in the denominator
in 2009 as compared to 2008, which may represent the decrease.
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Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results
Measures 2008 2009 2008
WCV Ages 3-6 68.20 68.52 62.68
Well Child Visits First 15 Months of Life
0 Visits 1.90 231V 5.13
1 Visit 1.90 2.08 3.63
2 Visits 3.10 3.24 5.13
3 Visits 5.80 8.10 8.90
4 Visits 10.60 14.12 13.37
5 Visits 17.80 20.60 20.94
6 or More Visits 57.50 49.541 42.90
Adolescent WCV 42.10 45.14 40.35
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile

e Well Child Visits Ages 3 to 6 increased and is now above the goal. Medical record
review resulted in an increase in visits identified and the percent increased as a result of
doing the hybrid data collection method from 63.27% to 68.52%.

e Well Child Visits First 15 Months of Life increased a statistically significant amount for
6 or more visits and decreased a significant amount in 0 visits (chi square analysis,
p<0.05). A group of PCP offices related to a hospital network were billing using the
hospital place of service code. This resulted in all well child/EPSDT claims billed by
these providers being screened as not numerator-adherent. The PCP offices and billing
department were educated and the NCQA auditor allowed a one-time acceptance of
claims from these offices.

e Adolescent Well Care visits increased as compared to last year and are now above the
goal. More than likely the billing changes affecting the other well child measures
affected the outcome of this measure as well.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
Measure 2008 2009 2008
WCV Ages 3-6 68.20 61.57 60.42
Well Child Visits First 15 Months of Life
0 Visits 1.90 3.91 2.08
1 Visit 1.90 3.71 1.85
2 Visits 3.10 7.49 7.41
3 Visits 5.80 9.38 8.80
4 Visits 10.60 13.61 10.88
5 Visits 17.80 20.51 20.66
6 or More Visits 57.50 _ 46.07
Adolescent WCV 42.10 EE 306
1 or | indicates a statistically significant change from the previous year’s plan rate.
Green: >95% of goal Yellow: 85%-94% of goal Red: <85% of goal

Goal is NCQA Medicaid 50" Percentile
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e Well Child Visits Ages 3 to 6 increased from HEDIS 2008 and are within 85 to 94% of
goal. Hybrid methodology was used again this year, resulting in an increase in from
58.99% to 61.11%.

e Well Child Visits 1* 15 Months of Life decreased from HEDIS 2008 and is less than 85%
of goal.

e Adolescent Well Care Visits remained flat as compared to last year and are less than 85%
of goal. Hybrid methodology was used and resulted in no change in this rate. The
denominator was essentially unchanged as compared to prior years. Outbound calls to
members/parents/guardians missing a well child claim were completed as a one-time
intervention. In addition to providing a reminder about missed visits, the calls were also
a way to provide information about transportation and to offer assistance with choosing a
primary care provider and scheduling a visit.

All Regions
Interventions in 2009 include a revised member reminder mailing and a revised process based on

the birth month for all well child age groups. Birthday reminders are sent in the quarter prior to
the member’s birthday. If no EPSDT claim is received in the next quarter, an additional
reminder is sent. If it is still not received in the quarter after the initial reminder, a second
reminder is sent.

Providers receive education and reminders about the American Academy of Pediatrics’ clinical
practice guidelines for well care visits and EPSDT requirements. HealthCare USA will also send
providers a list of members on their panel that are missing a claim for a well care visit.
HealthCare USA continues to participate in the State-wide Adolescent Well Care Performance
Improvement Project.

Outpatient Utilization
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
Ambulatory Care 2008 2009 2008
Outpatient Visits/1000 324.00 378.22 362.83
ED Visits/1000 60.20 69.04 74.26
Surgery-Procedures/1000 5.4 9.76 4.99
Obs Room Stays Resulting in DC/1000 1.70 1.24 1.94

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Outpatient visits/1000 increased from 2008 to 2009. ED visits decreased from HEDIS 2008 and
remain below or better than the goal. Ambulatory surgery/procedures increased from 2008 to

2009 and are above the goal. Observation room stays decreased from 2008 and is below the
threshold.
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Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results
Ambulatory Care 2008 2009 2008
Outpatient Visits/1000 324.00 240.94 229.70
ED Visits/1000 60.20 75.88 72.68
Surgery-Procedures/1000 5.4 7.01 3.32
Obs Room Stays Resulting in DC/1000 1.70 0.82 1.42

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Outpatient visits increased from 2008 to 2009 but are well below the HEDIS 50" percentile. ED
visits increased slightly, but are also below the HEDIS 50™ percentile. Ambulatory
surgery/procedures increased from 2008 and are above the HEDIS 50" percentile. Observation
room stays decreased from 2008 and are below the comparison rate.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
Ambulatory Care 2008 2009 2008
Outpatient Visits/1000 324.00 325.15 310.00
ED Visits/1000 60.20 87.48 88.36
Surgery-Procedures/1000 5.4 12.98 3.20
Obs Room Stays Resulting in DC/1000 1.70 0.94 1.47

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Outpatient visits increased as compared to 2008 and remains well below the HEDIS 50"
percentile. ED visits decreased slightly and remain below the comparison as well. Ambulatory
surgery/procedures increased as compared to 2008 and are well above the HEDIS 50™ percentile
comparison. Observation room stays decreased in 2009 as compared to 2008 and are below the
comparison in 2009.

All Regions
HealthCare USA continues an ED Performance Improvement Project. One of several

interventions implemented in 2009 includes establishment of a process to receive ED logs from
several of the highest volume EDs in Eastern and Central regions every day or every other day.
The case management and disease management nurses receive copies of the logs for review and
follow up with any member enrolled in either a case or disease management program. An ED
case manager position was also implemented. The case manager makes outbound calls to
members not in either case or disease management to assess why they went to the ED, if they
understand the ED discharge instructions and if they need assistance to follow the instructions.
If the visit was for a non-urgent or avoidable reason, the case manager assesses what barriers the
member may have encountered to receiving care in a more appropriate setting. The ED case
manager utilizes an access database to document key findings for further analysis.
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Mental Health Utilization
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
% Mbrs Recvg Inpt Services 0.80 0.57 0.64
% Mbrs Recvg Day/Night Services 0.10 0.13 0.09
% Mbrs Recvg Ambulatory Services 9.00 8.26 9.13

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

The percent of members receiving in patient services for mental health decreased slightly as
compared to 2008. Members receiving day/night or intermediate services increased in 2008 to
above the HEDIS 50" percentile. Members receiving ambulatory services also decreased as
compared to 2008.

Eastern Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
% Mbrs Recvg Inpt Services 0.80 0.59 0.57
% Mbrs Recvg Day/Night Services 0.10 0.05 0.03
% Mbrs Recvg Ambulatory Services 9.00 6.39 6.05

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Members receiving in-patient services increased very slightly this year as compared to 2008.
Members receiving day/night or intermediate services increased but remains below the Medicaid
mean. Members receiving ambulatory services increased slightly and remain below the HEDIS
50™ percentile.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
% Mbrs Recvg Inpt Services 0.80 0.75 0.33
% Mbrs Recvg Day/Night Services 0.10 0.11 0.03
% Mbrs Recvg Ambulatory Services 9.00 6.87 1.04

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Members receiving in-patient services increased in 2009, as compared to 2008. Members
receiving day/night or intermediate services increased the percent who received ambulatory
mental health services increased.
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Identification of Alcohol & Other Drug Services
Central Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
% Mbrs Receiving Inpt Services 0.70 0.30 0.32
% Mbrs Recvg Intermediate Services 0.00 0.00 0.01
% Mbrs Recvg Ambulatory Services 1.30 0.79 0.72

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Members receiving in-patient services alcohol/drugs decreased very slightly as compared to
2008. Members receiving intermediate services decreased slightly as well and remain equal to

the HEDIS 50™ percentile. Members receiving ambulatory services increased slightly in 2009.

Fastern Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
% Mbrs Receiving Inpt Services 0.70 0.33 0.26
% Mbrs Recvg Intermediate Services 0.00 0.00 0.00
% Mbrs Recvg Ambulatory Services 1.30 0.73 0.68

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Members receiving in-patient services alcohol/drugs decreased slightly and intermediate services
remained essentially unchanged. Members receiving ambulatory services increased slightly in

2009 in the Eastern region.

Western Region

NCQA Medicaid

50" Percentile HEDIS Results
Sub-Measures 2008 2009 2008
% Mbrs Receiving Inpt Services 0.70 0.39 0.78
% Mbrs Recvg Intermediate Services 0.00 0.01 0.13
% Mbrs Recvg Ambulatory Services 1.30 1.05 6.43

1 or | indicates a statistically significant change from the previous year’s plan rate.
Goal is NCQA Medicaid 50" Percentile

Members receiving in-patient services alcohol/drugs decreased, as did utilization of intermediate
services and members receiving ambulatory services.

CAHPS

Childhood CAHPS 4.0

HealthCare USA utilizes the NCQA CAHPS Child Survey to measure the satisfaction of the
membership in each of the three regions across Missouri. DSS Research conducted this survey
for HealthCare USA and has done so for the past several years, making comparisons between the
years reliable. DSS Research also makes available a comparison between the current year results
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and the previous year’s Medicaid average. An analysis and final report is completed by DSS
Research upon completion of the survey.

The CAHPS survey version 4.0, an updated version was utilized for calendar year 2009.
Objectives added in the 4.0 version include the assessment of member perceptions related to:
e Shared decision making
e (Coordination of care
e Health promotion and education

For these new objectives, previous years’ data and Medicaid comparisons do not exist. In those
instances where comparisons are made, they are in relation to the 2009 DSS average. The DSS
Book of Business includes 22 Medicaid plans utilizing the child CAHPS survey, including a total
of 16,872 respondents. Changes to the wording of a question and/or the response on the survey
resulted in an inability to review trends. In these cases, the 2009 DSS survey average is utilized.

Questions related to satisfaction with the appeals and grievances were deleted from the survey.

The survey is mailed to parents of members 17 years and younger who have been continuously
enrolled in the plan for at least five of the last six months of the measurement year. HEDIS
technical specifications for survey measures were followed for the data collection. A possible
total of two mailers, each followed by a reminder postcard, were sent to each member. Fifty-six
days after the second reminder postcard was mailed and no response was received, telephone
interviewing was initiated. A total of 81 days was allowed to collect all completed surveys.

Overall, HealthCare USA was very pleased with the results. Improvements were achieved in
most indicators. As with prior years, an interdepartmental, multi-disciplinary workgroup
reviewed all of the results to identify barriers and brain storm possible interventions for
improvements.

Sampling

Eastern Region

In 2009, a sample of 533 members was obtained in which the overall sampling error +4.2% at
the 95% confidence level using the most pessimistic assumption regarding variance (p=0.5). The
adjusted response rate was 32.84%.

Central Region

In 2009, a sample of 649 members was obtained in which the overall sampling error is + 3.9% at
the 95% confidence level using the most pessimistic assumption regarding variance (p=0.5). The
adjusted response rate was 39.91%.

Western Region

In 2009, a sample of 427 members was obtained in which the overall sampling error is + 4.7% at
the 95% confidence level using the most pessimistic assumption regarding variance (p=0.5). The
adjusted response rate was 26.54%.
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Results: Overall Ratings
Central Region

2008 Medicaid

Overall Ratings Answer Average 2007 2008 2009
Health plan overall NA 79.7 80.6 83.6 82.7¢
Health care overall NA 81.9 83.7 83.2 81.4
Personal doctor overall NA 82.5 81.1 83.3 85.4
Specialist overall NA 80.4 80.7 75.2 79.3

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and Medicaid average

The overall rating for HealthCare USA is significantly above the 2008 Medicaid average. There
were a few percentage points variation in health care overall and personal doctor overall, but not

significant. Specialist overall improved 4%, and is slightly below the Medicaid average.

Eastern Region

2008 Medicaid

Overall Ratings Answer Average 2007 2008 2009
Health plan overall NA 79.7 81.5 83.5 83.1¢
Health care overall NA 81.9 79.5 81.9 79.1
Personal doctor overall NA 82.5 78.7 84.2 84.6
Specialist overall NA 80.4 70.7 84.1 80.4

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and Medicaid average.

Results for Eastern region are similar to Central region. HealthCare USA’s rate overall is
significantly above the 2008 Medicaid average. There was little variation in health care and
personal doctor overall ratings. Specialist overall decreased by 4%, but remains in line with the
Medicaid average.

Western Region

2008 Medicaid

Overall Ratings Answer Average 2007 2008 2009
Health plan overall NA 79.7 78.5 78.9 79.9
Health care overall NA 81.9 72.0 83.0 79.0
Personal doctor overall NA 82.5 73.7 77.6 83.5
Specialist overall NA 80.4 70.7 80.5 82.4

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and Medicaid average.

There was no significant change from the previous year or variance from the 2008 Medicaid
average.

Overall

Members are satisfied with their health plan overall, which is heavily influenced by customer
service. All 3 regions composite score for health care overall is within 1 to 2 percentage points
of the Medicaid average, with no significant variances seen. Health care overall is heavily
influenced by getting needed care and getting care quickly. Personal doctor and specialist
overall results are above or right at the Medicaid average, with the exception of Central specialist
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overall. None differs significantly from the Medicaid average. These overall percentages are
heavily influenced by how well doctors communicate and share in decision making.

Results: Customer Service
Central Region

Customer Service Answer Average 2007 2008 2009
Customer service Composite 83.4% 69.9 80.9 83.3
Health plan gave mbrs forms to fill out  Yes 20.6" 25.8 24.6 26.8¢
Health plan forms were easy to fill out  Always/ 95.12 NR NR 97.9

usually
Tried to get info/help from plan’s Yes 23.3! 20.8 20.4 14.20]
customer service
Received needed info from plan’s Always/ 77.4° NR NR 76.7
customer service usually
Customer service staff treated you Always/ 89.3% NR NR 90.0
with courtesy and respect usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Overall, members are satisfied with the customer service they received when contacting
HealthCare USA’s member services line. Significantly fewer members report trying to get
information from our member services staff than the Medicaid average and the previous year’s
results. This could be a result of better information on the member website that is easier to
locate and access. Ninety percent of members responded that the customer service staff treated
them with courtesy and respect always or usually.

Eastern Region

Customer Service Answer Average 2007 2008 2009
Customer service Composite 83.4° 75.6 77.6 75.3
Health plan gave mbrs forms to fill out  Yes 20.6" 24.5 23.8 34.201
Health plan forms were easy to fill out  Always/ 95.12 NR NR 95.7

usually
Tried to get info/help from plan’s Yes 23.3! 22.9 24.6 20.9
customer service
Received needed info from plan’s Always/ 77.42 NR NR 68.9¢
customer service usually
Customer service staff treated you Always/ 89.3% NR NR 81.7
with courtesy and respect usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Overall, members in the Eastern region were less satisfied with HealthCare USA’s customer
service, but not significantly. Members in Eastern region responded that they were given forms
to fill out a significantly higher amount than the Medicaid average and as compared to
HealthCare USA’s prior year result. Members have responded they received needed information
from customer service always or usually a significantly lower percent than the Medicaid average.
They also responded they were treated with courtesy and respect less frequently than the
Medicaid average and as compared to other regions. However, the difference is not statistically
significant.
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Western Region

Customer Service Answer Average 2007 2008 2009
Customer service Composite 83.4% 67.2 73.9 86.0
Health plan gave mbrs forms to fill out  Yes 20.6" 24.1 23.4 30.201
Health plan forms were easy to fill out  Always/ 95.1° NR NR 95.8

usually
Tried to get info/help from plan’s Yes 23.3! 22.8 25.0 28.2
customer service
Received needed info from plan’s Always/ 77.42 NR NR 78.5¢
customer service usually
Customer service staff treated you Always/ 89.32 NR NR 93.5
with courtesy and respect usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Western region members were satisfied with their customer service experiences. They also
responded that the plan gave them forms to fill out at a higher percent than the Medicaid average,
but also responded they received the needed information always or usually at a significantly
higher percentage than the Medicaid average. The percent of members who responded that the
customer service staff treated them with courtesy and respect was higher than the Medicaid
average as well.

Overall

HealthCare USA utilizes the same customer service staff for all 3 regions, so the less positive
results in the Eastern region is somewhat puzzling. Customer service staff calls are routinely
audited and graded for tone of voice, rushing through the call, etc. Coaching occurs when
needed. Customer service also asks members at the end of each call if the member has any other
needs or will prompt on issues the member may not have thought of. A barrier to complete
investigation of the results is a lack of member level and call detail. Questions regarding
customer service satisfaction will be considered for other member satisfaction surveys sent by
the plan to try to identify perceptions and member understanding that may affect outcomes of
this survey.

Results: Getting Needed Care
Central Region

Getting Needed Care Answer Average 2007 2008 2009
Getting needed care Composite 78.9° 81.6 80.8 82.8
Getting appt with a specialist was easy  Always/ 74.8° NR NR 77.6%

usually
Tried to get care, tests or treatment Yes 49.1" 51.3 54.5 43.690]
Getting needed care, tests or Always/ 83.07 NR NR 88.0
treatment was easy usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Composite score for getting needed care is above the 2009 DSS average, but not significantly.
Two other questions had results above the Medicaid average for DSS research, one significantly
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higher. The new question regarding ease of getting an appointment with a specialist was
significantly better than the Medicaid average.

Fastern Region

Getting Needed Care Answer Average 2007 2008 2009
Getting needed care Composite 78.9° 78.7 81.6 81.0
Getting appt with a specialist was easy  Always/ 74.82 NR NR 77.4%

usually
Tried to get care, tests or treatment Yes 49.1* 47.5 51.1 43.90|
Getting needed care, tests or Always/ 83.0° NR NR 84.7
treatment was easy usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Eastern region’s results were very similar to the Central region. The ease of getting an
appointment with a specialist was significantly better than the Medicaid average.

Western Region

Getting Needed Care Answer Average 2007 2008 2009
Getting needed care Composite 78.9° 73.4 80.4 76.6
Getting appt with a specialist was easy  Always/ 74.8° NR NR 74.0

usually
Tried to get care, tests or treatment Yes 49.1* 46.5 53.7 39.8¢|
Getting needed care, tests or Always/ 83.0° NR NR 79.1
treatment was easy usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

The getting needed care composite is below the average, albeit not significantly. Ease of getting
an appointment with a specialist is slightly below the benchmark, but not significantly. Ease of
getting needed care, test or treatment is below the average, but not significantly.

Overall

Western region has the greatest room for improvement regarding ease of getting appointments.
HealthCare USA continues to complete a geoaccess survey annually and continuously looks to
improve and expand the provider network.

Getting Care Quickly
Central Region
Getting Care Quickly Answer Average 2007 2008 2009

Getting care quickly Composite 87.3% 82.6 83.8 93.4

Child had illness, injury or condition Yes 38.4* 42.8 43.4 44.5¢

that needed care right away

Got urgent care as soon as needed Always/ 86.4' 89.6 91.9 95.1¢
usually

Made appt for health care at doctor’s Yes 59.5! 61.0 60.7 74.101

office/clinic

Got regular/routine appt as soon as Always/ 83.7* 92.1 91.5 91.7¢

needed usually

Average: 2008 Medicaid Average 22009 DSS Average
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1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

All results are above the averages. Members were always or usually able to get urgent care and
regular/routine care as soon as they needed a significant amount above the average. There is also

a significant increase in the percent of members who made an appointment for health care.

Eastern Region

Getting Care Quickly Answer Average 2007 2008 2009

Getting care quickly Composite 87.3% 78.6 77.0 89.9

Child had illness, injury or condition Yes 38.4! 37.2 43.5 39.3

that needed care right away

Got urgent care as soon as needed Always/ 86.4" 86.4 89.7 94.1¢
usually

Made appt for health care at doctor’s Yes 59.5! 56.7 63.7 76.301

office/clinic

Got regular/routine appt as soon as Always/ 83.7* 84.1 80.1 85.8

needed usually

Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

All results are above the averages. Members got urgent care as soon as needed a significant
amount above the average, and got regular/routine appointment as soon as needed a significant
amount above the result for the previous year. In addition, There was a significant increase from
the previous year and a significant difference between the average and the result for made
appointment for health care at doctor’s office/clinic.

Western Region

Getting Care Quickly Answer Average 2007 2008 2009

Getting care quickly Composite 87.3% 75.1 77.8 91.0

Child had illness, injury or condition Yes 38.4! 41.0 41.3 42.3

that needed care right away

Got urgent care as soon as needed Always/ 86.41 84.8 87.4 93.2¢
usually

Made appt for health care at doctor’s Yes 59.5¢ 56.2 62.6 71.71

office/clinic

Got regular/routine appt as soon as Always/ 83.7* 78.0 82.1 88.901

needed usually

Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Western region’s results also are positive. All indicators are above the averages. Members got
urgent care and regular/routine appointments as soon as needed a significant amount above the
average. In addition, there is a significant increase in the percentage of members who made an
appointment for health care at a doctor’s office/clinic.
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Overall

Results in all three regions are very encouraging. Members are making appointments at their
doctor’s office/clinic, and providers are able to get them in when needed. Any outcomes
suggesting increased utilization of primary care/a medical home results in increased continuity of
care and decreased ED utilization.

Results: Personal Provider
Central Region

Personal Provider Answer Average 2007 2008 2009
Have a personal provider Yes 83.1" 89.6 89.7 95.901
Average # of visits to personal prov in 2.24? NR NR 2.22
last 6 mos
Tried to make appts to see a specialist ~ Yes 21.8* 22.9 21.7 23.1
in last 6 months
Number of specialists seen in last 6 One or 88.0° NR NR 91.8
months more
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

There was a significant increase from the previous year and a significant difference from the
average in the percentage of members who say they have a personal doctor. The average number
of visits to a personal doctor is slightly below the average. A slightly lower percentage of
members tried to make appointments to see a specialist, but the percent members seeing more
than one specialist is slightly above the average.

FEastern Region

Personal Provider Answer Average 2007 2008 2009
Have a personal provider Yes 83.1! 87.6 88.5 89.7¢
Average # of visits to personal prov in 2.24? NR NR 1.88
last 6 mos
Tried to make appts to see a specialist ~ Yes 21.8! 23.9 24.2 22.5
in last 6 months
Number of specialists seen in last 6 One or 88.0° NR NR 89.5
months more
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

There is a significant positive difference from the average of the percentage of members who say
they have a personal doctor. However, the average number of visits to their personal doctor is
below the averages. A slightly lower percentage of members tried to make appointments to see a
specialist, but the percent members seeing more than one specialists is slightly above the
average.
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Western Region

Personal Provider Answer Average 2007 2008 2009
Have a personal provider Yes 83.1* 79.4 83.8 88.0¢
Average # of visits to personal prov in 2.247 NR NR 2.08
last 6 mos
Tried to make appts to see a specialist ~ Yes 21.8¢ 23.7 20.7 24.2
in last 6 months
Number of specialists seen in last 6 One or 88.0% NR NR 85.9
months more
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

There is a significant positive difference from the average of the percentage of members who say
they have a personal doctor. However, the average number of visits to their personal doctor is
below the average. A slightly lower percentage of members tried to make appointments to see a
specialist, and the percent members seeing more than one specialists is slightly below the
average.

Overall

Percent of members who say they have a personal provider is encouraging. Establishment of a
medical home improves continuity of care and member safety, and frequently results in a
decrease in ED utilization. HealthCare USA continues to educate members about the importance
of a medical home. A comprehensive member reminder system also encourages members to see
their PCP in accordance with the AAP, the CDC and other nationally recognized clinical practice
guidelines and recommendations for children and adults.

Results: How Well Doctors Communicate
Central Region

How Well Doctors Communicate Answer Average 2007 2008 2009
How well doctors communicate Composite 89.7* 91.8 92.7 94.1
Doctor listened carefully Usually 91.4' 92.3 94.2 93.9¢
Doctor explained things in a way you Always/ 90.1* 902.1 93.8 95.8¢
could understand usually
Doctor showed respect for what you Always/ 92.4* 93.9 94.2 96.2¢
had to say usually
Doctor spent enough time with child Always/ 85.0! 88.8 88.6 90.5¢

usually
Doctor talked with you about how child ~ Yes 71.5" 69.7 68.6 82.801
feeling/ growing/ behaving
Child is able to talk with doctors about  Yes 62.0 64.0 67.9 65.1
health care
Doctor explained things in a way child Always/ 85.9' 90.9 87.5 91.5¢
could understand usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and benchmark.

All results are above the 2008 Medicaid average. Significant differences from the average

include doctors listened carefully, doctors explained things in a way you could understand,
doctors showed respect for what you had to say, doctor spent enough time with child, doctor
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explained things in a way child could understand, and doctor talked with you about how child
feeling/growing/behaving. The last result also had a significant increase from the prior year.

Fastern Region

How Well Doctors Communicate Answer Average 2007 2008 2009
How well doctors communicate Composite 89.7* 89.1 90.6 92.2
Doctor listened carefully Usually 91.4! 90.3 91.7 914
Doctor explained things in a way you Always/ 90.1* 87.5 89.5 93.1
could understand usually
Doctor showed respect for what you Always/ 92.4* 91.3 93.4 94.1¢
had to say usually
Doctor spent enough time with child Always/ 85.0! 86.8 87.8 87.9

usually
Doctor talked with you about how child  Yes 71.5¢ 71.0 76.1 87.201
feeling/ growing/ behaving
Child is able to talk with doctors about  Yes 62.0" 68.8 74.7 67.7¢
health care
Doctor explained things in a way child Always/ 85.9' 82.4 86.8 88.8
could understand usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

All results are above the 2008 Medicaid average. Significant differences from the average
include doctors showed respect for what you had to say, doctor spent enough time with child,
doctor explained things in a way child could understand, child is able to talk with doctors about
health care, and doctor talked with you about how child feeling/growing/behaving. The last
result also had a significant increase from the prior year.

Western Region

How Well Doctors Communicate Answer Average 2007 2008 2009
How well doctors communicate Composite 89.7* 86.9 92.7 90.7
Doctor listened carefully Usually 91.4! 85.9 94.3 92.5
Doctor explained things in a way you Always/ 90.1* 89.9 94.0 92.5
could understand usually
Doctor showed respect for what you Always/ 92.4* 89.6 94.0 92.0
had to say usually
Doctor spent enough time with child Always/ 85.0" 82.2 88.3 85.9

usually
Doctor talked with you about how child  Yes 71.5" 60.4 64.4 87.401
feeling/ growing/ behaving
Child is able to talk with doctors about  Yes 62.0 50.3 57.5 57.9
health care
Doctor explained things in a way child Always/ 85.9! 79.1 86.0 87.8
could understand usually
Average: 2008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

Almost all results are above the 2008 Medicaid average. The result for doctor talked with you

about how child feeling/growing/behaving is significantly above the average and improved
significantly from the prior year’s result.
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Overall

Members are very satisfied with communication with their child’s doctor. They believe their
doctor shows respect for what they said, spent enough time with their child, explained things in a
way they could understand and in a way their child could understand. Perhaps having a personal
primary care provider and a medical home, which in all 3 regions is above the Medicaid average,
enhances communication and understanding. HealthCare USA’s efforts to promote routine well
child visits and reinforcing the importance and value of a medical home to members and
providers will continue to result in improvement in satisfaction with communication.

Results: Shared Decision Making
Central Region

Shared Decision Making Answer Average 2007 2008 2009
Doctor told you there were choices for  Yes 42.12 NR NR 44.0
your child’s treatment or health care
Doctor discussed pros and cons of Definitely 68.6° NR NR 71.6
each treatment choice Yes
Doctor asked you which treatment Definitely 63.4° NR NR 63.4
choice was best for your child Yes

Average: 2008 Medicaid Average

22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

All three results for this measure are above the 2009 DSS average.

FEastern Region

Shared Decision Making Answer Average 2008 2009
Doctor told you there were choices for  Yes 42.1? NR NR 39.1
your child’s treatment or health care
Doctor discussed pros and cons of Definitely 68.6° NR NR 71.2
each treatment choice Yes
Doctor asked you which treatment Definitely 63.4° NR NR 64.3¢
choice was best for your child Yes

Average: 2008 Medicaid Average

22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
oSignificant difference between current year’s rate and average.

The result doctor asked you which treatment choice was best for your child is significantly above
the 2009 DSS average. Doctor discussed pros and cons of each treatment choice slightly below
the average, and doctor told you there were choices for your child’s treatment or health care was
below the average, but not significantly.
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Western Region
Shared Decision Making

Doctor told you there were choices for
your child’s treatment or health care

Doctor discussed pros and cons of
each treatment choice

Doctor asked you which treatment
choice was best for your child

Average: 2008 Medicaid Average

Answer Average 2007
Yes 42.12 NR
Definitely 68.6° NR
Yes
Definitely 63.4° NR
Yes

22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

2008
NR

NR

NR

2009
41.6

66.4

59.0¢

Results for this region are below the 2009 DSS average, with doctor asked you which treatment
choice was best for your child significantly below average.

Overall

This is a new set of questions, with trending and Medicaid averages unavailable. The regional
trend for this measure is in line with doctor communication and having a personal provider:
Central region has the highest percentage of having a personal provider, communication with
doctors, and shared decision making. Eastern region has the next highest, with most results
above the average. Western region has the lowest percentage of those saying they have a
personal provider, and also has lower results for communication and shared decision making.

Results: Coordination of Care

Central Region

Coordination of Care

Received care from doctor or health
provider besides personal doctor in last
6 mos

Personal doctor seemed informed
about care from other providers

You and doctor discussed ways to
prevent iliness

Average: 2008 Medicaid Average

Answer Average 2007
Yes 43.2? NR
Always/ 76.7% NR
usually
Always/ 59.72 NR
usually

22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

All results are above the 2009 DSS average.

Eastern Region

Coordination of Care
Received care from doctor or health
provider besides personal doctor in last
6 mos
Personal doctor seemed informed
about care from other providers
You and doctor discussed ways to
prevent illness

Average: 2008 Medicaid Average

Answer Average 2007
Yes 43.2? NR
Always/ 76.7% NR
usually
Always/ 59.72 NR
usually

22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.
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NR

NR
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NR

NR

2009
46.4

79.1

64.8

2009
40.3

78.6
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Eastern region had a lower than average percentage of members who received care from doctor
other than their personal doctor in last 6 months. Two remaining measures above the average.

Western Region

Coordination of Care Answer Average 2007 2008 2009
Received care from doctor or health Yes 43.2? NR NR 45.8
provider besides personal doctor in last
6 mos
Personal doctor seemed informed Always/ 76.7° NR NR 84.4
about care from other providers usually
You and doctor discussed ways to Always/ 59.7° NR NR 62.5
prevent illness usually
Average: 12008 Medicaid Average 22009 DSS Average

1 | Significant change from current year’s rate to previous year’s rate.
¢Significant difference between current year’s rate and average.

All results above the 2009 DSS average.

Overall

This is a new measure with trending and Medicaid averages unavailable. Members view of the
coordination of care between their personal doctor and other providers is above the average,
albeit not significantly. Collaboration regarding discussion of ways to prevent illness is above
the average for all three regions as well.

Adult CAHPS 4.0

In preparation for NCQA Accreditation, HealthCare USA completed the Adult CAHPS survey in
2009. It was completed as one state-wide survey versus regionally as the Child CAHPS is
completed in order to meet the NCQA requirements. DSS Research conducted this survey for
HealthCare USA and as it does for the Child CAHPS survey. DSS Research makes available a
comparison between the current year results and the previous year’s Medicaid average and the
2009 DSS Average. The DSS Average is derived from the DSS Adult Medicaid Book of
Business, which includes 28 adult Medicaid plans with a total of 12,877 respondents. An
analysis and final report is completed by DSS Research upon completion of the survey.

Since this is the first year Healthcare USA has completed the survey, there are no previous year
results for trending. While the survey is very similar to the Child CAHPS survey, there are
additional measures, such as Health Promotion and Education and Smoking Cessation.

Members eligible for the survey are those 18 years and older (as of December 31 of the
measurement year) who are currently enrolled and have been continuously enrolled in the plan
for at least five of the last six months of the measurement year. A random sample of adults was
pulled from the entire eligible HealthCare USA population, de-duplicated for only one adult per
household in the sample. Mailed surveys were 1350, with 333 completed surveys. Adjusted
response rate is 25.19% with an overall sampling error of 5.4%.

147



Results: Composite Scores

2008
2009 DSS Medicaid
Overall Ratings Answer Average Average 2009
Health plan overall NA 73.7 70.6 72.8
Health care overall NA 67.8 67.1 69.4
Personal doctor overall NA 76.2 75.7 68.5¢
Specialist overall NA 76.1 75.5 70.5

OSignificant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

Health plan overall is above the Medicaid average and below the DSS average. Health plan
overall is heavily influenced by customer service. Greatest opportunity to improve revolves
around members being able to get needed information from customer service. Health care
overall is above both averages. Composite is heavily influenced by getting needed care and
getting care quickly. Personal doctor overall is significantly below the Medicaid average.
Specialist overall is below both averages, but not significantly. Both personal doctor and
specialist are heavily influenced by how well doctors communicate and shared decision making.

Results: Customer Service

2008
2009 DSS Medicaid
Measures Answer Average Average 2009

Customer service Composite 81.1 78.9 85.4
Looked for info in written materials or Yes 18.3 16.6 15.7
on the internet
Found needed info in written materials  Always/ 66.1 63.3 61.2
or on the internet usually
Health plan gave mbrs forms to fill out  Yes 31.9 25.6 38.8¢
Health plan forms were easy to fill out  Always/ 93.7 94.4 93.6

usually
Tried to get info/help from plan’s Yes 27.9 28.1 35.5¢
customer service
Received needed info from plan’s Always/ 74.1 71.3 77.90
customer service usually
Customer service staff treated you Always/ 88.1 86.5 92.9¢
with courtesy and respect usually

¢Significant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

Overall, scores for customer service are above the averages. There was a significantly higher
percentage of members who said they received forms to fill out, tried to get info or help from
customer service. There was also a significantly higher percentage of members who said they
received their needed information and the customer service staff treated you with courtesy and
respect.
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Results: Getting Needed Care

2008
2009 DSS Medicaid
Measures Answer Average Average
Getting needed care Composite 76.1 75.2
Getting appt with a specialist was easy  Always/ 73.2 73.0
usually
Tried to get care, tests or treatment Yes 56.1 53.9
Getting needed care, tests or Always/ 78.9 77.3
treatment was easy usually

¢Significant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

2009
66.7
64.100

49.7
69.20

The composite score for getting needed care is lower than both averages. There is a significant
difference between the result and the average for ease of getting an appointment with a specialist

and ease of getting needed care, tests or treatment.

Getting Care Quickly
2008
2009 DSS Medicaid
Measures Answer Average Average
Getting care quickly Composite 79.7 80.2
Had illness, injury or condition that Yes 47.1 47.9
needed care right away
Got urgent care as soon as needed Always/ 80.6 81.1
usually
Made appt for health care at doctor’s Yes 74.9 75.1
office/clinic
Got regular/routine appt as soon as Always/ 78.7 79.4
needed usually

oSignificant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

2009
79.7
50.6

83.5

70.2

75.90

Composite for getting care quickly fairly equal to averages. Percentage of those who made an
appointment for health care at doctor’s office lower than averages, and the percentage of those
who got a regular/routine appointment as soon as needed significantly below average.

Personal Provider
2008
2009 DSS Medicaid

Measures Answer Average Average
Have a personal provider Yes 82.4 83.3
Average # of visits to personal prov in 2.85 2.95
last 6 mos
Tried to make appts to see a specialist ~ Yes 39.4 40.8
in last 6 months
Number of specialists seen in last 6 One or 89.7 90.2
months more

oSignificant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.
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Results are significantly below the Medicaid average for having a personal provider, average
number of visits, and number of specialists seen in last 6 months. Result for tried to make
appointment with specialist below averages as well.

How Well Doctors Communicate

Measures
How well doctors communicate
Doctor listened carefully

Doctor explained things in a way you
could understand

Doctor showed respect for what you
had to say

Doctor spent enough time with you

Answer
Composite
Usually
Always/
usually
Always/
usually
Always/
usually

2009 DSS
Average

87.4
88.3
87.2

89.8

84.3

2008
Medicaid
Average

86.7
87.5
86.5

89.2

83.5

¢Significant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

2009
84.2
87.6
83.5

88.8

76.8%00

Results at or below the average for all. Only significant difference is doctor spent enough time

with you.

Shared Decision Making

Measures
Shared decision making
Doctor told you there were choices for
your treatment or health care
Doctor discussed pros and cons of
each treatment choice
Doctor asked you which treatment
choice was best for you

Answer
Composite
Yes

Definitely
Yes
Definitely
Yes

2009 DSS
Average

57.1
51.4

60.1

54.2

2008
Medicaid
Average

58.1
49.7

59.4

56.8

¢Significant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

2009
59.6
46.7

63.5

55.70

Composite of measure above average, along with doctor discussed pros and cons of each
treatment choice. Doctor asked you which treatment choice was best for you significantly above
the DSS average. Doctor told you there were choices for your treatment or health care below

average.

Coordination of Care and Health Promotion and Education

Measures

Received care from doctor or health
provider besides personal doctor in last
12 mos

Personal doctor seemed informed
about care from other providers

You and doctor discussed ways to
prevent illness

Answer
Yes

Always/
usually
Always/
usually

2009 DSS
Average

57.6

76.2

56.6

2008
Medicaid
Average

57.4

75.7

56.1

¢Significant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.
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Significantly lower percentage of members who received care from their doctor or health care
provider besides personal doctor in last 12 months and doctor and member discussed ways to
prevent illness. Personal doctor being informed about care from other providers also below
average.

Smoking Cessation

2008
2009 DSS Medicaid
Measures Answer Average Average 2009
Advised to quit smoking by a doctor or  One or 68.9 69.4 56.8
other health provider more Visits
Currently smoke cigarettes every day Yes 35.5 36.4 42.4¢
or some days
Medication recommended/discussed to  One or 42.3 39.7 21.0¢
assist with smoking cessation more Vvisits
Other strategies recommended/ One or 41.5 40.2 26.00
discussed to assist with smoking more Visits
cessation

¢Significant difference between current year’s rate and Medicaid average.
o Significant difference between current year’s rate and DSS average.

There is significant negative variation from the Medicaid average for members who currently
smoke cigarettes every day or some days and recommendation of medication to assist with
smoking cessation and/or other strategies recommended to assist with smoking cessation.

Overall CAHPS Analysis and Interventions

The overall Adult CAHPS composite scores are lower than average, and lower than the Child
CAHPS results. Satisfaction with customer service is positive. Adult members use the customer
service line more often than respondents to the Child CAHPS, and are more satisfied with the
results and courtesy of the staff. Results for the Adult CAHPS are significantly lower than
average for having a personal provider, seeing specialists and trying to make routine
appointments. Child CAHPS has better results overall for personal providers. There is also
lower results in the Adult CAHPS survey in getting care quickly, communication with providers,
and coordination of care as compared to the Child CAHPS results.

Overall, both survey results suggest pediatric members have a medical home, are going to their
provider more often and are satisfied with their ease of access and availability to care,
coordination of care, and communication with their provider. However, the Child CAHPS
respondents are less satisfied with HealthCare USA’s customer service.

HealthCare USA has in place for the past year a member reminder system for EPSDT visits,
encouraging routine care and reminder members who are missing a claim for an EPSDT visit.
HealthCare USA also continues to focus on provider education for EPSDT visits. Chart audits
identify gaps in utilization of the HCY forms and EPSDT visits not adherent to the AAP
schedule. Provider Relations conducts provider EPSDT education to all new EPSDT providers
(pediatricians, family practice) and for any provider identified as needing more education.
Customer service is the same for both survey respondents. The reasons for variation in results is
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unclear. Adding additional questions to other satisfaction surveys in an effort to identify any
reasons for the variations in responses may help resolve this.

Adult CAHPS respondents are more satisfied with customer service and more frequently receive

the information they are seeking. However, they are less likely to have a medical home and see a
provider routinely. They are also less satisfied with ease and availability of providers for routine
appointments, coordination of care, and how well doctors communicate.

In 2009, HealthCare USA modified the women’s flyer to promote more routine well care visits
and the importance of having a medical home. In addition, a men’s health flyer has been
developed with the same focus on promotion of routine tests and well care visits. HealthCare
USA also focuses on promotion of the medical home through education such as the
Understanding How to Get the Right Care at the Right Place brochure.

The Adult CAHPS Survey includes questions regarding smoking cessation. Since medications
are not a covered benefit with the October 1, 2009 contract and recently published literature does
not support use of medications as being as effective as coaching and other smoking cessation
activities, education is being created to focus on use of the Quitline. Smoking cessation
information is included in the asthma and high risk OB member education booklets. Provider
education related to smoking cessation assistance in the process of being developed.

Trends in Missouri Medicaid Quality Indicators

This secondary-source report is received by HealthCare USA from the State. HealthCare USA
reviews this data and compares it to the Indicators by Missouri MO HealthNet Managed Care
Health Plans within Regions, Live Births report, as well as internal data, such as HEDIS rates
where applicable.

Indicators by MO HealthNet Managed Care Health Plans Within Regions, Live Births
(secondary-source reporting) are tracked by MO HealthNet and are reported at the MO
HealthNet QA &I Committee. HealthCare USA analyzes this data to determine how we compare
to other MO HealthNet Plans in the State, where we have improved or not, and how we can plan
to improve. All data for the graphs are from the MO HealthNet Managed Care —Frends in
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Missouri Medicaid: Quality Indicators” Report.

MO HealthNet - Prenatal Care Begun: First Trimester
Data Source: MO HealthNet Reporting
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MO HealthNet - Prenatal Care Begun: 2nd Trimester
Data Source: MO HealthNet Reporting
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MO HealthNet - Prenatal Care Begun: 3rd Trimester
Data Source: MO HealthNet Reporting
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MO HealthNet - No Prenatal Care

1.6% Data Source: MO HealthNet Reporting
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The most significant changes occurred in the Western region. There was a significant decrease
in the percent of women receiving prenatal care in the first trimester in the region, correlating
with a significant increase in the percentage of women starting prenatal care in the second
trimester. There was little variance in start of prenatal care in the third trimester and no change
in the percent of prenatal care in the Western region.

In the Central region, if the expansion counties are excluded, there was a significant decrease in
the percent of women receiving prenatal care in the first trimester with a correlating increase in
the second trimester. There were no significant changes in the other two measures.

Eastern region remained essentially unchanged from the previous time period.

Members in fee for service had a higher percent of members beginning prenatal care in the first

trimester versus the MO HealthNet regions and a lower percentage of members with no prenatal
care. The later start of prenatal care among MO HealthNet members is most likely a reflection
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of the time it takes from application for Medicaid benefits to being active on a MO HealthNet
managed care health plan. Over a brief period of time, HealthCare USA tracked the date of the
Missouri OB Risk Assessment form completion separately from the actual date of the first
prenatal visit. While the data has not been tracked for a long enough period, preliminary data
analysis indicates that at least 20% of members actually have their first prenatal visit prior to
initiating the Medicaid application process.

MO HealthNet - Inadequate Prenatal Care
Data Source: MO HealthNet Reporting
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The Central region data remained essentially unchanged. Eastern and Western MO HealthNet
regions have increased since 2006, although none a statistically significant amount. Fee for
service has also increased, but remains below the MO HealthNet regions.

MO HealthNet - Birth Weight < 1500 Grams
Data Source: MO HealthNet Reporting
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There have been no significant changes in the percentage of babies born weighing less than 1500
grams. The number has trended down since 2004 for all managed care regions. Fee for service
percent of babies born weighing 1500 grams or less has remained essentially unchanged. Central
region has the lowest percentage in this measure, consistent with higher percentage of women
beginning prenatal care in the first trimester.

MO HealthNet - Birth Weight 1500 - 2499 Grams
Data Source: MO HealthNet Reporting
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All three MO HealthNet regions have trended down for this birth weight stratification, although
none significantly. Fee for service remained flat, with a dip in 2007 and 2008 increasing.

MO HealthNet - Birth Weight >2500 Grams
Data Source: MO HealthNet Reporting
93%
- M
91% ~—
90% /'\./.
89% —
88%
87% T T T T
2004 2005 2006 2007 Jan - Sept 2008
—e— CMO —&— EMO WMO MO HealthNet —*— FFS

156



All three MO HealthNet regions have increased the number of babies born with a birth weight
greater than or equal to 2500 grams. This correlates with decreases in the percent of babies born
less than 1500 grams and 1500-2499 grams. The number of babies born weighing 2500 grams or
more that receive fee for service Medicaid benefits and decreased over the 2008 reporting period.

Low Birth Weight <2500 grams
Data Source: MO HealthNet —o— Central
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The pattern is similar to the birth weight stratifications in the previous chart. Low birth weights
are decreasing for those in managed care in each region and fee for service percentages increased
after a an initial decline in 2007. None of the changes are significant.

MO HealthNet - Very Low Birth Weight

Not Delivered in Level lll Hospital

Data Source: MO HealthNet Reporting
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There is wide variation in the percentages of very low birth weight babies (<1500 grams) born in
non-level III hospitals due to low numerators and denominators. None of the changes from 2007
to 2008 are significant.

MO HealthNet - Gestational Age < 32 Weeks
Data Source: MO HealthNet Reporting
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There is a significant decrease in the Eastern region of babies born with a gestational age less
than 32 weeks, from 2007 to 2008 (0.05 level of significance, chi square analysis). All regions
and fee for service decreased from 2007. This correlates with an increase in babies born with a
higher birth weight

MO HealthNet - Gestational Age 32 - 36 Weeks
Data Source: MO HealthNet Reporting
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There is a significant decrease in the Eastern region in the percentage of babies born between 32

and 36 weeks gestation, when the expansion counties are excluded (0.05 significance level using
chi square analysis). Central region remained fairly flat, with Western region increasing slightly.
Fee for service increased as well.

MO HealthNet - Method of Delivery: C-Section
Data Source: MO HealthNet Reporting
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The percentage of deliveries by Cesarean section increased significantly from 2007 to 2008 in
the Western region (0.05 confidence level using chi square analysis) when the expansion
counties are excluded. Eastern region also increased significantly (0.05 confidence level using
chi square analysis). Central region and fee for service declined slightly. Central region has
historically had a higher percentage of deliveries by Cesarean, but Eastern region is now higher

MO HealthNet - Method of Delivery: VBAC
Data Source: MO HealthNet Reporting
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The Central region had a significant decline from 2007 to 2008, with the expansion counties
excluded (0.05 significance level, chi square testing), this in spite of a decrease in the Cesarean
section rate in the region. Eastern region and fee for service increased from 2007.

MO HealthNet - Pre-Preganancy Weight >30 BMI (obese)
Data Source: MO HealthNet Reporting
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Central region has an increased percent of women diagnosed as obese (BMI >30) before
pregnancy and is the highest rate compared regionally and to fee for service. It is unclear if this
is an increase in the number of women who became or are obese or an increase in the assessment
and diagnosis of obesity.

MO HealthNet - Smoking During Pregnancy
Data Source: MO HealthNet Reporting
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There continues to be no significant change in smoking during pregnancy. Central region and fee
for service have the highest rate of smoking during pregnancy than the Eastern and Western
regions.
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MO HealthNet - Spacing Less Than 18 Months Since Last Birth

Data Source: MO HealthNet Reporting
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There is no significant change, with all regions and fee for service having essentially the same
percent with birth spacing of less than 18 months. Birth spacing improved slightly from 2008 to
2008 as reflected in the chart above.

MO HealthNet - Births by Mothers Less Than 18 Years of Age
Data Source: MO HealthNet Reporting
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Central region declined from 2007 and now has the lowest rate of births by mothers less than 18
years of age. Western increased and Eastern and fee for service remained essentially unchanged.
None of the changes are statistically significant.
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MO HealthNet - Births by Mothers 35 Years of Age and Older
Data Source: MO HealthNet Reporting
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There is no significant change. Central region has the lowest rate of births by mothers 35 years
of age and older, then fee for service.

MO HealthNet - Repeat Teen Births
Data Source: MO HealthNet Reporting
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There is no significant change. Central region has the lowest percentage of repeat teen births, in
line with its lower percentage of teen births. Fee for service has the highest percentage and is
increasing.
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MO HealthNet - Percent of Prenatals on WIC

Data Source: MO HealthNet Reporting
85%

80% ===
\/JJ

75%

70%

65% T T T T

2004 2005 2006 2007 Jan - Sept
2008
—e— CMO —&— EMO WMO MO HealthNet —*— FFS |

There is no significant change. Fee for service has the highest percentage of prenatals on WIC,
with Eastern region having the lowest. This could represent a need for increased education on
the benefits of WIC and how to access.

MO HealthNet - Asthma Admissions: <18 Years Old
Data Source: MO HealthNet
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MO HealthNet - Asthma Admissions: 4 - 17 y/o
Data Source: MO HealthNet Reporting
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Asthma admissions are highest in each age stratification in the Eastern region, consistent with a
higher rate of members with asthma disease in the region. Rates have remained fairly flat with
some decline in the youngest and oldest age stratifications in Eastern region.

MO HealthNet - Asthma Emergency Room Visits: 0 - 3 Year Olds
Data Source: MO HealthNet Reporting
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MO HealthNet - Asthma Emergency Room Visits: 4 - 17 Year Olds
Data Source: MO HealthNet Reporting
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The rate of emergency room visits with a diagnosis of asthma is higher in each stratification in
the Eastern region, consistent with the population. There is decline in each age stratification in
Eastern region.
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MO HealthNet - Emergency Department Visits Less Than 18 Years Old
Data Source: MO HealthNet Reporting
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Data Source: MO HealthNet Reporting

2000

1800

1600

1400

Rate per 1000

1200

1000

800

2003 2004 2005 2006 2007

The Central region continues to have a higher rate of ER visits. From 2006 to 2007 rate of ER
visits has no significant change.
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MO HealthNet - Hysterectomies
Data Source: MO HealthNet Reporting
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The rate of hysterectomies continues to decline. Central region has the highest rate, but the gap
between Central and the other two regions is closing.

MO HealthNet - Preventable Hospitalizations < 18 Years Old
Data Source: MO HealthNet Reporting

Rate per 1000

//‘—‘\

—e— CMO
—8— EMO
WMO

2003 2004 2005 2006 2007

Eastern region has the highest rate of preventable hospitalizations and continues to increase.
Western region has the lowest, and remains flat.
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Indicators by MO HealthNet Managed Care Health Plans Within Regions, Live Births

MO HealthNet - Method of Delivery: C-Section
Data Source: MO HealthNet Reporting
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The percentage of deliveries by Cesarean section increased significantly from 2007 to 2008 in
the Western region (0.05 confidence level using chi square analysis) when the expansion
counties are excluded. Eastern region also increased significantly (0.05 confidence level using
chi square analysis).  Central region and fee for service declined slightly. Central region has
historically had a higher percentage of deliveries by Cesarean, but Eastern region is now higher.

MO HealthNet - Method of Delivery: VBAC
Data Source: MO HealthNet Reporting

16%
8% :\\\k\){\ //.

4%

0% T T T T
2004 2005 2006 2007 Jan - Sept 2008

—e— CMO —®— EMO WMO MO HealthNet —*— FFS

168



The Central region had a significant decline from 2007 to 2008, with the expansion counties
excluded (0.05 significance level, chi square testing), this in spite of a decrease in the Cesarean
section rate in the region. Eastern region and fee for service increased from 2007.

Low Birth Weight <2500 grams
Data Source: MO HealthNet —o— Central
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Pattern is similar to the birth weight stratifications above. Regional percentages are decreasing
for low birth weights, and fee for service increased after a dip in 2007. No changes are
significant.

MO HealthNet - Very Low Birth Weight

Not Delivered in Level lll Hospital
Data Source: MO HealthNet Reporting
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There 1s wide variation in the percentages of very low birth weight babies (<1500 grams) born in
non-level III hospitals due to low numerators and denominators. None of the changes from 2007
to 2008 are significant.
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MO HealthNet - Smoking During Pregnancy
Data Source: MO HealthNet Reporting
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There continues to be no significant change. Central region and fee for service have the highest
rate of smoking during pregnancy.

MO HealthNet - Spacing Less Than 18 Months Since Last Birth

Data Source: MO HealthNet Reporting
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There is no significant change, with all regions and fee for service having essentially the same
rate. The percentages regionally have decreased some since 2007.

170



MO HealthNet - Births by Mothers Less Than 18 Years of Age
Data Source: MO HealthNet Reporting
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Central region declined from 2007 and now has the lowest rate of births by mothers less than 18
years of age. Western increased, and Eastern and fee for service remained fairly unchanged. No
changes were significant.

MO HealthNet - Repeat Teen Births
Data Source: MO HealthNet Reporting

5.0%
4.6% //
4.2% = —
3.8% \.\
3.4% \/ .
3.0% : : : :
2004 2005 2006 2007 Jan - Sept 2008
—e—CMO —%— EMO WMO MO HealthNet —%— FFS

There is no significant change. Central region has the lowest percentage of repeat teen births, in
line with its lower percentage of teen births. Fee for service has the highest percentage and is
increasing.
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MO HealthNet - Percent of Prenatals on WIC

Data Source: MO HealthNet Reporting
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There is no significant change. Fee for service has the highest percentage of prenatals on WIC,
with Eastern region having the lowest. This could represent a need for increased education on
the benefits of WIC and how to access.

Missouri Care

HEDIS Measures

Missouri Care tracks several performance measures in accordance with MO HealthNet contract
requirements. They include the National Committee on Quality Assurance’s (NCQA) Healthcare
Effectiveness Data Information Set (HEDIS) measures. Presented in this report is Missouri
Care’s performance on HEDIS measures over the past four years, from HEDIS 2006 to HEDIS
2009. HEDIS data is a report of the prior measurement year’s performance, thus HEDIS 2009 is
a report of the calendar year 2008. Performance is compared against both state and national
NCQA Medicaid health plan percentiles over time. Missouri Care also tracks and trends HEDIS
data through trending charts, which present a chronology of interventions implemented, and the
corresponding improvements in performance (see Appendix A). The health plan reviews these
graphs for quality and process improvement planning.

HEDIS performance is measured in the following areas: Effectiveness of Care,
Access/Availability of Care, Use of Services, and Satisfaction with the Experience of Care.

Effectiveness of Care

Missouri Care reports the following HEDIS Effectiveness of Care measures:

* Childhood Immunization Status (CIS Combo 3)

* Cervical Cancer Screening (CCS)

* Chlamydia Screening in Women (CHL)

* Follow-up After Hospitalization for Mental Health Illness (FUH-7 and 30-day)
* Use of Appropriate Medications for People with Asthma (ASM)
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Figures 2 and 3 summarize Missouri Care’s performance for HEDIS 2006 though 2009
(measurement years 2005 through 2008). Over the past four years, the health plan significantly
improved in, or maintained top state performance in five out of six Effectiveness of Care
measures. There were significant rate improvements in Childhood Immunizations Combo 3,
Follow-up After Mental Health Hospitalization (7- and 30-day), and Use of Appropriate
Medications for People with Asthma.

Performance on the CIS Combo 3 measure has steadily improved since HEDIS 2006, from
50.36% to 66.23% in HEDIS 2009. Missouri Care is best-in-state on this measure, with a rate
over 12 percentage points higher than the MO HealthNet statewide average of 53.58%.
Missouri Care also significantly improved its’ Follow-Up After Hospitalization for Mental
Health — 7 Day rate, from 30% in HEDIS 2008 to 39.34% in HEDIS 2009. This placed the
health plan slightly above the state average of 38.24%. The HEDIS 2009 FUH 30-day rate of
62.13% is also comparable to the state average of 62.06%.

Missouri Care also continues to be the top state performer for Cervical Cancer Screening (CCS).
Although Missouri Care’s rate dipped over the past measurement year to 70.25% (95% CI:
65.05% to 75.45%), it still scores at the national NCQA Medicaid 75w percentile (72.99%). The
health plan’s HEDIS 2009 CCS rate is significantly higher than the statewide average of 56.47%.
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Measures that proved most challenging to Missouri Care were Chlamydia screening (CHL) and
Use of Appropriate Medications for People with Asthma (ASM). CHL screening rates have
been flat since HEDIS 2006. HEDIS requires reporting for two age groups: members 16-20
years old and 21-24 years old. Missouri Care members in the 21-24 age group tend to be more
compliant with screening than younger members (58.17% vs 48.45%, respectively). In
September 2007 Missouri Care initiated a PIP to improve CHL screening rates, specifically in
younger adolescents, which continues today (see Section XI: PIPs).

Missouri Care has observed the opposite age group pattern for the HEDIS ASM rate. Asthma
medication compliance has been higher in the younger age groups. Between HEDIS 2008 and
HEDIS 20009 the rate: (1) decreased in ages 5-9 years, from 88.6% to 86.7%:; (2) decreased in the
10-17 year age group, from 90.48% to 82.56%; and (3) increased in members 18 and older, from
72% to 75%. Although overall compliance diminished slightly in HEDIS 2009, performance on
this measure has increased by 11 percentage points since HEDIS 2006. In 2009 Missouri Care’s
Medical Management team developed new member education tools for asthma, as described in
the Asthma PIP section.

Access/Availability of Care

Missouri Care reports the following HEDIS Access/Availability of Care measures:

* Timeliness of Prenatal Care (TOPC)

* Postpartum Care (PPC)

* Annual Dental Visits (ADV).

Figure 4 depicts Missouri Care’s performance between HEDIS 2006 and 2009 (measurement
years 2005 through 2008).
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Missouri Care’s HEDIS 2009 rate for TOPC was 92.08% (95% CI: 89.17% to 94.98%), which is
statistically equivalent to the national NCQA Medicaid 90w percentile of 92.21%. The HEDIS
2009 PPV rate of 67.21% (95% CI: 62.27% to 72.16%) placed the health plan at the national 75w
percentile (68.23%). Performance on these measures is in large part attributable to Missouri
Care’s strong prenatal and postpartum case management programs. Nurses educate members
through one-to-one health coaching and provide easily understandable health education materials
that promote and support member’s prenatal and postpartum self-care (see Section VIII: Quality
Management).

Access to dental care continues to be a challenge in mid-Missouri and Missouri Care. The
HEDIS 2009 ADV rate was 27.41%, showing little improvement over the past four years. In
September of 2008 Missouri Care partnered with a new vendor, Doral Dental. The partnership
has resulted in the design and implementation of several new interventions for 2009-2010,
including member education and appointment reminders, PCP support tools, and a new dental
incentive program. The statewide Dental Task Force was initiated in June 2009 and Missouri
Care will measure the success of its’ new interventions in the statewide dental PIP.

Use of Services

The HEDIS indicators for Use of Services include:

* Well-Child Visits in the First 15 Months of Life (W15)

* Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life (W34)
* Adolescent Well Care Visits (AWC)

* Ambulatory Care (AMB)
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* Mental Health Utilization (MPT)
* Identification of Alcohol and Other Drug Services (IAD)

Well-Care Visits

Figure 5 presents Missouri Care’s performance on the Well Child Visit measures between
HEDIS 2006 to 2009 (measurement years 2005 through 2008). The percentage of Well-Child
Visits in the First 15 Months of Life (W15) ranked second among all state managed care plans in
HEDIS 2009, at 66.93% (95% CI: 61.38 to 71.09%), and placed the health plan at the national
NCQA Medicaid 75w percentile (67.39%). This measure has been the target of both OB case
management and population health improvement initiatives over the past several years, with
noticeable results. Baby booklets are sent to all post partum mothers, along with a checklist that
encourages well-child follow-up visits. EPSDT postcards are sent to members according to the
periodicity schedule (birth to 21 years) to remind members of needed check-ups and to provide
age-appropriate health education.

Because of stalled performance improvement on Well Child Visits at Three, Four, Five, and Six
years of age (W34) Missouri Care has implemented multiple interventions targeting both
families and providers. One initiative, a partnership with WIC programs to improve well child
checkups, proved highly successful and is described in Section XI: Performance Improvement
Projects. Missouri Care has established new partnerships and interventions as part of the new
state contract with the expectation of improved performance in 2010.

Missouri Care has been the highest MO HealthNet managed care plan performer on Adolescent
Well Care (AWC) visits since 2002. Although the rate decreased in HEDIS 2009 Missouri Care
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maintained the top performance of 43.06%, as compared to the statewide average of 35.82%.
Still, the health plan is not satisfied that so few adolescents receive appropriate well care and
strives to improve performance through its” Adolescent Well Care PIP. A summary of the
interventions targeting all well-child measures is provided in the summary charts in Appendix A.

Ambulatory Care

The Ambulatory Care indicators for HEDIS 2006 through 2009 (measurement years 2005
through 2008) are displayed in Figure 6. Outpatient visits per 1000 member months increased by
17%, or 75 visits per 1000 between HEDIS 2006 and HEDIS 2008, but decreased slightly in
HEDIS 2009. Emergency department visits per 1000 member months have remained relatively
unchanged since the 2005 calendar year. This ratio indicates that ED visits are declining as a
percentage of all ambulatory care visits. Although Missouri Care did not observe a significant
decrease in ED utilization, an upward trend in use has been avoided for four years.

The ED rate of 75.99 visits per 1000 member months places the health plan above the national
75w percentile for the Medicaid population. For this measure, higher is not better. Although
Missouri Care’s ED visit rate has been stable over the past four years, it compares poorly against
national rates, confirming the need for ongoing focus and improvement. In general, Missouri
Care strives to perform at the national 50w percentile on AMB and MPT utilization measures to
avoid under or overutilization.

Ambulatory surgery/procedures doubled between HEDIS 2008 and HEDIS 2009, from 5.45 per
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1000 member months in HEDIS 2008 to 11.26 in HEDIS 2009. The national 75t percentile is
11.76 visits per 1000 member months. Observation room stays resulting in discharge declined
by 39% between HEDIS 2006 and HEDIS 2009, placing the health plan between the national
NCQA 50t and 75t percentiles (1.53 and 2.37 visits/1000 mm, respectively).

Mental Health Utilization

The 2006 through 2009 HEDIS rates for Mental Health Utilization are charted in Figure 7. In
HEDIS 2009 the use of any mental health services returned approximately to the level seen in
HEDIS 2006—about 10 visits per 1000 member months. Variance on this measure has been
minimal over the past four years. Missouri Care’s rate falls between the NCQA 2009 national
Medicaid 50t and 75t percentiles (7.72 and 11.46 visits per 1000 member months, respectively).
The use of inpatient mental health services increased over the past year, from 0.78 in HEDIS
2008 to 0.87 in HEDIS 2009, placing Missouri Care at the national 50 percentile of 0.87 visits
per 1000 member months. In HEDIS 2009 ambulatory mental health services decreased slightly
to 9.87. Missouri Care falls between the national 50t and 75t percentiles on this measure.
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Identification of Alcohol or Other Drug Use Services

Lastly, the Identification of Alcohol and Other Drug Services became a NCQA measure in
HEDIS 2007. It reflects the percentage of members with an alcohol and other drug (AOD) claim
who received chemical dependency services during the measurement year. Missouri Care’s
HEDIS 2009 -any AOD services” rate of 1.38% places the health plan below the NCQA 2009
Medicaid average of 2.17%. Outpatient services comprised the majority of AOD claims (1.04%).

Satisfaction with the Experience of Care

Per the MO HealthNet contract, Missouri Care measures member satisfaction using the NCQA’s
Consumer Assessment of Healthcare Providers and Systems (CAHPS) Medicaid Child Survey.
Survey versions and vendors have changed over the past four years, as follows:

* CAHPS 3.0H Health Plan Survey — Medicaid, Child Version

o CAHPS 2007 (CY 2006) —The Myers Group

o CAHPS 2008 (CY 2007) — The Center for the Study of Services (CSS)

* CAHPS 4.0H Health Plan Survey — Medicaid, Child Version

o CAHPS 2009 (CY 2008) — CSS

o —Overall Performance Ratings” questions/response options remained the same

o —Pomains of Care” questions/response options changed

[Getting Needed Care, Getting Care Quickly, and Customer Service

measures are not trendable due to these changes

CSS administered both mailed and telephone follow-up surveys to parents of children (birth to
18 years old), between February and May, 2009. Respondents reported on their child’s
experience with Missouri Care during the previous six months. In CAHPS 2009, a total of 1,650
eligible members of Missouri Care health plan were randomly selected for the survey. The final
survey response rate was 30.5%. Results over the past three years are summarized in Table 1.
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Overall Performance

The Overall Performance charts display members’ ratings in four areas. Using a scale of 0 to 70,
where 0 is the —worst possible” rating and /0 is the —best possible” rating, respondents were
asked to rate their child’s personal doctor or nurse, the specialist their child saw most often, all
health care their child received, and their child’s health plan. Table 1 presents the percentage of
respondents answering in the ranges of 8-/0. In CAHPS 2009, this percentage increased for all
categories except Rating of Specialist, which remained about the same. Missouri Care parents’
ratings of their personal physician or nurse have increased by 9.2 percentage points since
CAHPS 2006.

Missouri Care’s CAHPS 2009 member satisfaction compares favorably with the MO HealthNet
and CSS book of businesss average ratings (Figure 8). Rating of Personal Doctor or Nurse
exceeded both averages, and Rating of All Health Care and Rating of Health Plan are
comparable with CSS’ national Medicaid book of business. Missouri Care exceeded the CAHPS

3 Pooled results from all of the Medicaid health plans in CSS’ book of business. Results were calculated by CSS
following NCQA specifications. These are not official NCQA results.
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2008 MO HealthNet statewide average on all overall performance ratings except Rating of
Specialist, for which there was no significant variation.

Figure 8. CAHPS 4.0 Overall Performance - State and National Comparisons
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Domains of Care

Members’ responses to groups of related questions are used to measure plan performance in
various Domains of Care. A Global Proportion ranges in value from 0 to /00 and represents the
average percentage of respondents selecting Always or Usually to questions in the domain.
Missouri Care’s performance is summarized in Table 1 and displayed graphically in Figures 9
and 10.

How Well Doctor’s Communicate
Figure 9 presents the composite score of members responding A/ways or Usually to four
questions regarding How Well Doctor’s Communicate. Respondents were asked, - the last 6
months...”
e How often did your child’s personal doctor explain things in a way that was easy to
understand?
How often did your child’s personal doctor listen carefully to you?
e How often did your child’s personal doctor show respect for what you had to say?
e How often did your child’s personal doctor spend enough time with your child?

Missouri Care scored equal to or higher than CSS’s national book of business on all sub
measures, and members were significantly more likely than other CSS plans to report that their
PCP spent enough time with their child (91.3% vs. 84.5%, at 95% CI).
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Figure 10 charts Missouri Care’s performance on the other Domains of Care composite measures

for which question and response option changes render them incomparable to previous year’s
surveys.

Getting Needed Care
This composite item was assessed through two questions: —n the last 6 months...”
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e How often was it easy to get appointments for your child with specialists?

e How often was it easy to get the care, tests, or treatment you thought your child needed?
Missouri Care members responded more favorably than the CSS book of business on both sub
questions.

Getting Care Quickly
Two questions comprised this category: —n the last 6 months...”

e  When your child needed care right away, how often did your child get care a soon as you
thought he or she needed?

e Not counting the times your child needed care right away, how often did you get an
appointment for health care at a doctor’s office or clinic as soon as you thought your
child needed?

Again, for both sub-questions, Missouri Care was rated more favorably by its’ members than
members in other CSS surveyed plans. Member ratings for question two, non-urgent care, were
significantly higher than the CSS national average (90.4% vs. 84.5%, respectively, at 95% CI).

Customer Service
Two new questions reflecting Customer Service were asked for CAHPS 2009: —n the last 6
months...”
e How often did Customer Service at your child’s health plan give you the information or
help that you needed?
e How often did Customer Service staff at your child’s health plan treat you with courtesy
and respect?

On the first question, -providing needed information”, Missouri Care’s customer service was
rated significantly below the CSS national average (58.1% vs. 75.8%, respectively; 95% CI). On
the second question, -providing courtesy and respect”, the health plan’s scores were comparable
to CSS’s book of business (85.5% vs. 88.8%). Given these results, in the first quarter of 2010,
Missouri Care is implementing an Interactive Voice Response (IVR) member satisfaction survey
for a random sample of members who contact the health plan’s Member Services staff. This will
assist the plan in verifying member satisfaction at the point of contact with health plan staff, as
opposed to satisfaction with Missouri Care’s provider networks’ office staff.

Trends in Missouri Medicaid Quality Indicators

Annually, MO HealthNet provides the following data on maternal child health indicators to
evaluate the health status of the state’s managed care population. Data presented in Table 2 are
taken from the report: Trends in Missouri MO HealthNet Quality Indicators: Central Region MO
HealthNet Baseline vs. Last 57Months of MO HealthNet Managed Care.

MO HealthNet conducted statistical testing of managed care performance between CY 2007 and
January-September 2008. The results are displayed in the final -After Managed Care” column.
During this time period, vaginal births after Caesarian Section (VBAC) significantly decreased
from 7.9% of total births to 4.3%. This is consistent with a national trend of fewer VBAC
procedures due to risk of uterine rupture, as well as litigation issues. Although the state did not
report a significant improvement in the percentage of members enrolled in WIC between 2007
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and 2008, Missouri Care’s analysis, using a Z-test of proportions, indicated that this was a
significant increase. No other trends over the past year were observed.

Missouri Care conducted additional statistical significance testing comparing maternal and child
health indicators in CY 1995 (which MO HealthNet presented as pre-managed care) with those
in CY 2007 (after managed care), as shown in the Before Managed Care, Significant Change
1995-2007” column.

MO HealthNet measures showing significantly better performance prior to managed care are:
- Pre-pregnancy weight > 30 BMI. Pre-pregnancy obesity increased between 1995 and
2007 by 10.5 percentage points (from 18.4% to 26.8%). This likely reflects increasing
obesity in the general population over the past 12 years rather than weight increases in
pregnant women after the inception of managed care.
- Spacing < 18 months since last birth. Inadequate birth spacing increased by 2.3
percentage points (from 13.6% to 15.9%)).

MO HealthNet measures showing significantly better performance affer managed care are:

- Trimester prenatal care began. Early, first-trimester prenatal care increased by 7%, or 5
percentage points between 1995 and 2007.

- Births to mothers < 18 years of age. Births by teenage mothers dropped by almost 50%
(from 9.2% to 4.9%).

- Repeat teen births. Dropped by 46% (from 5.1% to 3.5%).

- Percent of prenatals on WIC. The percentage of women seeking WIC assistance
increased by 7%, or 5 percentage points between 1995 and 2007 (from 72.6% to 78.0%).

- Asthma inpatient admissions ages 4-17. Children and adolescents in this age group
experienced significantly fewer inpatient admissions for their disease. Inpatient
admission rates dropped by 43% between 1995 and 2007 (from 0.7% to 0.4%).

- Preventable hospitalizations under age 18. Decreased significantly from 6.7 to 6.3%.

Other measures for which MO HealthNet managed care performed more favorably, but not at the
level of statistical significance, include:

- Inadequate prenatal care. Downward trend.

- Adequate birth weight. Upward trend.

- Low birth weight. Downward trend.

- Smoking during pregnancy. Downward trend.

- Asthma emergency room visits, ages 4-17. Downward trend.

- Emergency room visits under age 18. Downward trend.
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Table 2. Trends in Missouri MO HealthNet Quality Indicators: Central Region Before and After Managed

Care (Secondary Source Reporting) Continued

Before Managed Care (1995) Ajter Managed Care (2007-2008)
Jan- Sig.
CY Percent of Sig. che. CY Percent of Sept Percent chg.”
1995 total 1995- 2007 tatal 2008 of total 2007-
Births births 2007 Births Births Births births 2008
19. Emergency room visits ages 18-64 7
NA NA NA | 1527 3256 NR NR NR
20. Hysterectomies 7
NA NA NA | 1127 6.5 NR NR NR

21. Preventable hospitalization under age 18

#
618 6.7 decrease | 575 6.3 NR NR NR

# MO HealthNet analyses: Statistically significant change at 0.03 level of significance using Chi-Square test.
Unless otherwise mdicated, measures are reported as Rate per 1000 Live Births and Percent of Live Births.

* Missouri Care analyses: Statistically sigmificant change at 0.05 level of significance using a Z-test of proportions.

# Missouri Care analyses: Statistically significant change at 0.05 level of significance using a two-sample t-test.

1 Rate per 1000 population.
Source: Missouri Department af Health and Senior Services (1/14/2009).

Indicators by MO HealthNet Managed Care Health Plans Within Regions, Live Births

Table 3 compares Missouri Care to other plans within the Central region. Data are trended and
tested for significance across years (i.e., HEDIS 2007 — HEDIS 2009 for Missouri Care and for
the Central Region) and between groups (i.e., Missouri Care rates are compared to the Central
Region). Significant changes across time or between groups are highlighted in red and
summarized below.

The percent of babies with low birth weight (LBW) delivered in a Level II or III hospital
significantly decreased in HEDIS 2009 for both Missouri Care and the Central Region. Missouri
Care’s rate decreased from 80.5% in HEDIS 2008 to 71% in HEDIS 2009. In SFY 09 teenage
pregnancies also decreased in the Central region. During the same period, Missouri Care
members’ participation in WIC significantly increased, placing Missouri Care first in WIC
participation, not only in the Central region, but across all regions. The data also revealed higher
rates of smoking during pregnancy; this has been made a quality improvement priority for 2010.
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Missouri Care’s Perinatal and Postpartum Care Management programs are described in
Section VIII: Quality Management.

Molina Healthcare of Missouri

HEDIS Measures (Performance Measures)

Molina Healthcare of Missouri (MHMO) monitors performance on a monthly basis. The
performance measures are presented to the Quality Improvement Committee (QIC) and the
Quality Improvement (QI) sub-committees for analysis, review, identification of trends,
recognition of goal achievement, and establishment of corrective actions.

The performance measures are divided into the following (3) three categories:
e Customer Service indicators are focused on membership activity, phone metrics, and
timeliness of claims payment
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e Quality Improvement indicators focus on provider complaints, grievances and appeals,

member grievances and appeals and credentialing
e Medical Management indicators are focused on authorization and referral calls,

days/1000, obstetrics and utilization management

The performance measures for the reporting period are reflected in the Accessibility of Services

section below.

Trends in Missouri Medicaid Quality Indicators
The following Healthcare Effectiveness Data and Information Set (HEDIS) 2009 data was

reported to the Department of Health and Senior Services (DHSS) for MHMO in all Missouri
Regions (Eastern, Western and Central).

Reported Rate | Reported Rate Reported Rate
Eastern Western Region Central Region
Region
Childhood Immunization: DTP | 63.4 49.33 70.00
Childhood Immunization: MMR | 84.43 84.00 86.67
Childhood Immunization: 85.53 74.67 83.33
IPV/OPV
Childhood Immunization: Hib 92.72 82.67 96.67
Childhood Immunization: 88.30 80.00 86.67
Hepatitis B
Childhood Immunization: VZV | 82.12 78.67 86.67
Childhood Immunization: 64.24 46.67 70.00
Pneumococcal Conjugate
Childhood Immunization: 53.42 40.00 60.00
Combo 3
Childhood Immunization: 60.71 45.33 70.00
Combo 2
Adolescent Well-Care Visits 3.85 30.82 32.44
Use of Appropriate Meds for 86.18 * *
People w/ Asthma: 5-9 years old
Use of Appropriate Meds for 88.65 * *
People w/ Asthma: 10-17 years
old
Use of Appropriate Meds for 78.86 * *
People w/ Asthma: 18-56 years
old
Use of Appropriate Meds for 86.34 * *
People w/ Asthma: combined
Chlamydia Screening: 16-20 55.49 40.94 49.40
years old
Chlamydia Screening: 21-25 62.21 44.23 33.33
years old
Chlamydia Screening: combined | 57.71 41.90 43.75
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Cervical Cancer Screening 61.04 32.19 33.13
Annual Dental Visits: 2-3 years | 10.58 13.03 14.36
old

Annual Dental Visits: 4-6 years | 36.42 35.97 30.00
old

Annual Dental Visits: 7-10 years | 46.24 39.27 38.99
old

Annual Dental Visits: 11-14 40.12 28.73 29.45
years old

Annual Dental Visit Total 33.97 29.32 29.52

*N/A = Denominator fewer than 30

HEDIS Indicators by MO HealthNet plans within Regions, Live Births
The following HEDIS 2009 data was reported to the MO HealthNet Division (MHD) for MHMO
in all Missouri Regions (Eastern, Western and Central).

Reported Rate Reported Rate Reported
Eastern Region Western Region | Rate Central
Region
Well Child Visits in the first 15 10.62 18.95 6.67
Months of Life: 0 visits
Well Child Visits in the first 15 2.88 12.63 *
Months of Life: 1 visit
Well Child Visits in the first 15 | 5.75 421 3.33
Months of Life: 2 visits
Well Child Visits in the first 15 4.42 6.32 *
Months of Life: 3 visits
Well Child Visits in the first 15 9.73 16.84 23.33
Months of Life: 4 visits
Well Child Visits in the first 15 18.14 14.74 16.67
Months of Life: 5 visits
Well Child Visits in the first 15 48.45 26.32 50.00
Months of Life: 6 or more visits
Well Child Visits in the Third, 51.88 42.22 49.12
Fourth, Fifth and Sixth Year of
Life
W/in 7 Days of Discharge Mental | 38.89 36.11 17.65
Illness Hospital
W/in 30 Days of Discharge 63.52 58.33 47.06
Mental Illness Hospital
Timeliness of Prenatal Care 80.13 79.20 81.05
Postpartum Care 59.38 59.29 67.32

*N/A = Denominator fewer than 30
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Consumer Assessment of Healthcare Providers and Systems (CAHPS)
The following CAHPS data for 2009 was reported to the National Committee for Quality

Assurance (NCQA) for MHMO in the Eastern, Western and Central Regions.

Reported Rate Reported Rate Reported Rate
Eastern Region | Western Region | Central Region

Health Plan Overall 77.58 64.61 72.56

Health Care Overall 79.43 72.85 79.91

Personal Doctor Overall 83.52 85.29 88.61

Specialist Overall 80.53 * *

Customer Service 81.26 * 82.56

Getting Needed Care 75.51 70.60 74.99

Getting Care Quickly 87.13 89.28 91.28

How Well Doctors Communicate | 92.10 95.12 94.09

* N/A= Denominator less than 30
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Accessibility of Services

The following information was taken from the MO HealthNet Managed Care health plans' SFY
2009 Annual Evaluations:

Blue Advantage Plus of Kansas City

Average Speed of Answer

Call Abandonment Rate

Telephone accessibility to members is monitored for call abandon rate and call wait time in
queue (average time to answer). Performance is reported monthly to the BA+ Oversight
Committee and Quality Council with recommendations for action when standards are not met.
During FY2009, an average of 3,676 calls was received each month with an average membership
of 27,938.

With the average speed to answer goal of no greater than 30 seconds during FY2009, callers
waited an average of 31 seconds.

SFYOT | SFY08 [ SFY09

Call Wait Time (Goal: 30 Seconds) 30 275 H
Calls Received 37875 | 42843 | 44 117
Calls Handled 36,346 | 30757 | 42 057

The call wait time of 31 seconds has increased since FY08 and is not within goal.
Inability to meet goal was attributed to the following.

e Increased membership.

e Lack of staff during the first half of FY09.

The goal for abandonment rate is not greater than 5%. Below is a graph indicating month-to-
month call abandonment rates for SFY07, SFY08, and SFY09.

Call Abandoment Rate (Goal 5%)
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During SFY09, the abandonment rate ranged from 2.4% to 5.9%. BA+ did not meet the 5% goal
during October and November of SFY09, due to training of staff.

Non-Routine Needs Appointments

Routine Needs Appointments

BA+ maintains standards for appointment access for members to their primary care physician.
These standards are formally developed and updated each year under the direction of the Quality
Council.

BA-+ monitors member appointment access to their physician for routine and urgent care. The
standard states that members will receive an appointment for routine sick care within 5 calendar
days and will receive an appointment for urgent sick care within 24 hours. The goal is to reach
and maintain at least 80% compliance. Annual analysis is performed using CAHPS questions
regarding the member’s access to routine and urgent care as well as any oral or written
complaints related to appointment access that are received by the Plan.

Results

BA+ members expressed satisfaction with the availability of routine sick care appointments
86.2% of the time and with urgent sick care 94.5% of the time. There was a statistically
significant improvement in the member's satisfaction score for urgent sick care. No written or
oral appointment access complaints were received during 2009.

AFTER HOURS MEMBER ACCESS TO THEIR PHYSICIAN

BA+ maintains standards for member access to their primary care physician after regular
business hours. The standard states that the primary care physician must provide 24 hours, seven
days a week coverage to allow a member to talk with a physician for further guidance.

After hours calls were made by a Quality Department representative to 314 offices in the
commercial HMO, Medicaid and Preferred-Care Blue products. Physicians included in the audit
practiced in internal medicine, general practice, family practice or general pediatrics. This
represents 2,662 primary physicians across the three products.

Results

87% (273) of physician offices were compliant with the standard. These offices gave their
patients a method to contact a physician in the practice after the office was closed.
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= 13% (41) of physician offices were not compliant with the standard.

= 17 offices directed the members to dial 911 or go to the nearest ED

= 8 offices called did not answer

= 8 offices had phone or message problems

= 6 offices did not give after-hours instructions how to contact the physician
= 2 offices had other reasons for non-compliance

A Quality Management representative will re-call the 41 non-compliant offices within the next
three months. If the office remains non-compliant the office manager will be contacted to discuss
a plan to reach compliance. If noncompliance continues to exist, a list of all the non-compliant
offices will be sent to the Director of Provider Services at BCBSKC.

Access to Emergent and Urgent Care

Urgent Care Access — Urgent Care is available to members through many sources. BCBSKC has
contracts with Take Care Health and Minute Clinics, as well as some provider offices to provide
urgent care services for BCBSKC/BA+ members. BA+ continues to provide communication to
members on how and where to find an urgent care center. BA+ members can find information on
urgent care centers in the Member Handbook and the Well Aware newsletter. In addition an
urgent care list is included in various member mailings.

Emergent Care Access — Members are informed of emergent care centers in the Member
Handbook. The Member Handbook contains information on how and when to access emergent
care. The HMO and PPO Appointment and Access Availability Standards are provided to
providers annually through the Physician Office Guide.

SEYO7 SFYD8 SEY0D9

# of ER visits 21,489 22564 | 22976
# of Members 11,258 11,989 | 12,456

BA+ has continued to experience an increase in ER utilization.

Network Adequacy — Provider/Enrollee Ratios

BA+ has positively affected the healthcare status of Missouri Medicaid members by providing
ongoing monitoring of BCBSKC provider networks. BCBSKC monitors geographic availability,
open panels, and appointment access.

2009 ANALYSIS OF BLUE-ADVANTAGE PLUS GEOGRAPHIC NETWORK
AVAILABILITY

Purpose:

This evaluation is designed to assess geographic availability for Primary Care Physicians (PCP)
and high volume specialties of Obstetrics (OB/GYN), Cardiologists, and Orthopedic Surgeons
by BCBSKC members enrolled in BA+.

Conclusions:

BA+’s geographic network availability meets or exceeds performance standards for all
availability standards measures, as detailed below:

197



a. The overall ratio of members to BA+ Primary Care physicians continues in 2009 to be well
below the 500/1 ratio established by BCBSKC availability standards.

b. The percentage of members within the urban (Kansas City metro) area having access to at
least two (2) Primary Care Physicians within an ten (10) mile radius exceeds the 90% urban
standard performance goal for BA+ network.

c. The percentage of members within the basic/non-urban (suburban) service area having access
to at least two (2) Primary Care Physicians within a twenty (20) mile radius exceeds the 90%
basic/non-urban standard performance goal for the BA+ network.

d. The percentage of members within the rural service area having access to at least two (2)
Primary Care Physicians within a thirty (30) mile radius exceeds the 90% rural standard
performance goal for the BA+ network.

e. The percentage of women members 18 years old but less than 64 years of age within the
urban, basic, and rural service areas having access to at least one (1) OB/GYN is well above the
90% standard performance goal for the BA+ network.

f. The percentage of members within the urban, basic, and rural service areas having access to at
least one cardiologist and one orthopedic surgeon is 100% for all networks, well above the 90%
standard performance goal for this high-volume specialty for all the BA+ network.

2009 ANALYSIS OF OPEN PRACTICES AVAILABILITY STANDARDS PERFORMANCE FOR BA+
BA+ evaluates the availability of PCPs with open practices. For 2009, 67% of PCP’s are
accepting new patients. BA+ is slightly below the 70% standard.

Evaluation results and recommendations are presented to the Quality Improvement Committee
and Quality Council for review and further action as appropriate. An evaluation will be
conducted in August, 2010 unless member complaints on access increase, prompting an earlier
reevaluation.

24 Hour Access/After Hours Availability

BA+ provides a Nurse Advice Line to members 24 hours per day/7 days per week answered by a
Registered Nurse. This Nurse Advice Line is available to direct members to receive care within
the network.

The nurse line vendor also forwards reports weekly to the BCBSKC Case Management
Department with information on any pregnant caller. These reports are then reviewed by the
prenatal nurse coordinator for opportunities to enroll these members in the Little Stars Prenatal
Program or refer them for more individualized follow-up by a case manager. The Nurse Advice
Line may offer BA+ members the assistance that they need without having to incur an
emergency room visit. In FY2009, 1,597 individual members utilized the Nurse Advice Line.
Utilization increased by 22% in comparison to FY 2008 (1,308 individual members).
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For FY2008, BA+ has not received any complaints from members in regards to accessing

services after hours. BA+ maintains policies and procedures that assist with the timeliness of
requests for services.

Open/Closed Panels

BCBSKC/BA+ conducts an annual geographic analysis of the physician network. To be
compliant with BCBSKC standards, this analysis should show that at least 90% of members have
access to at least two primary care physicians (PCPs) within 10 miles for members in the urban
service area, within 20 miles for members in the basic service area, and within 30 miles for

members within the rural service area. Below are the results of the analysis for the past three
measurement periods.

Access to PCPs
(at least 2)
Within 10 miles in the
urban service area
Within 20 miles in the
basic service area
Within 30 miles in the
rural service area

2007 2008 2009

100% 100% 100%

99.6% 99.8% 99.9%

99.7% 99.5% 100%

BA+ has continued to exceed the PCP access standard of 90%, with the most recent results
showing that 100% of members have access to PCPs in two out of the three categories.

In addition, BCBSKC monitors the ratio of members to physicians. Below are the standards and
BA+’s results for 2007, 2008, and 2009.

From 2007 to 2009, BA+ has seen an increase in the number of PCPs and the number
Orthopedic Physicians, therefore decreasing the member to physician ratio.

Cultural Competency
Provider Network Composition — The current BA+ network is 60% female. The Missouri
Standard Credentialing Application does not support providing information about the ethnic
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background of providers. Providers do include the primary language spoken: Within the BA+
network, there are 982 providers and 62 speak languages other than English.

Interpretive Services — BCBSKC/BA+ uses the AT&T Language Line when a member speaks a
language other than English. This allows BCBSKC staff the opportunity to communicate with
members in their preferred language.

Translated Documents - BA+ has some documents in Spanish for those members who use
Spanish as their preferred language.

NEW DIRECTIONS BEHAVIORAL HEALTH (NDBH)

Cultural Competency Activities — NDBH has been involved in the promotion of cultural
competency for BCBSKC’s provider networks since 2000 by promoting workshops and
presentations for area health care professionals.

In CY2007, New Directions collaborated with two other organizations to present a culturally
focused 4-hour workshop featuring a nationally recognized cognitive behavioral therapist.

In CY2008, New Directions presented several small workshops on cultural competency topics
such as suicide awareness across population mixes, bullying and violence in school settings, and
a major four hour workshop “Family Clinical Interventions for Adolescent Suicidality with
Special Emphasis on Latinas: A Cultural Competency Perspective.”

In CY2009, New Directions has begun a collaborative initiative with the University of
Washington in St. Louis, school of social work to obtain a grant to study cultural implications in
providing evidence based clinical services to members on an outpatient setting. Researchers at
University of Washington will analyze the professional services approaches of select providers
on the New Directions’ panel. The grant initiative will include evaluation of present practices,
education, observation and feedback components. The actual initiative is expected to begin in
early CY2010.

In addition, in CY2009, New Directions has cosponsored luncheon workshops on challenges
military veterans and their families face and a full day workshop on August 7, 2009 on
Mindfulness-Based Cognitive Therapy.

Blue-Advantage Plus — Annual Appraisal of the QI Program — Program Year SFY2009 39
Further, New Directions continues to focus on a collaboration with local school district to
provide immediate services for students counselors and social workers identify as having
behavioral health issues and has facilitated an arrangement for a full service provider (outpatient
to inpatient services) to provide on-site and in home services to the school district. Additionally,
a collaborative initiative is underway with a non-profit organization, Kansas City Suicide
Awareness and Prevention Programs (KC SAPP) to survey the district students around violence
and suicide issues and to provide educational, preventive and timely individual services.
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Requests to Change Practitioners

BA+ has established a standard operating procedure to allow a member to change their primary
care provider. The standard operating procedure guides staff in assisting a member who wants to
change their primary care provider. Children in COA 4 are allowed to change primary care
providers as often as needed. Members who are not in COA 4 are allowed two PCP changes per
calendar year. Members are informed of the process to change primary care providers in the
Member Handbook.

Children's Mercy Family Health Partners

Customer Service Availability

Customer Service is staffed 7AM to 6PM Monday-Thursday and 7AM to 5SPM on Friday. The
RFP requires that we have the Customer Service department staffed for 9 hours per day.
CMFHP feels that by extending our hours, we provide additional support that the families and
providers need.

Thirty percent of the Customer Service representatives are bilingual and all Spanish language
calls are directed to these representatives first before going to a non-Spanish speaking
representative. Should a representative not fluent in the member’s preferred language need to
answer the call, the customer service representative will then connect the member to Propio, our
contracted language line service for a three way conversation.

100% of all inbound and outbound calls into the Customer Service queue are recorded. Calls are
both live monitored and recorded. Recorded calls are assessed for quality assurance. A grading
system has been developed to rate the call for accuracy of information as well as overall
courtesy. Feedback is then provided to the specific representative as well as the department for
education and any identified follow up needs. Our goal is to offer answers to members and
providers with one call resolution.

The phone statistics and total calls for Fiscal Year 2009 are below. Many call centers will not
count hang up calls up unless the caller is on hold for a specified amount of time. CMFHP
considers an abandoned call as any call in queue that hangs up before it can be answered,
regardless of the amount of time the caller has been on hold (i.e., if a caller hangs up after 10
seconds, the call is counted in our service levels). CMFHP has an automatic call distribution
system (ACD) to monitor and track our telephone statistics in the Customer Service Department.
CMFHP measures telephone statistics for call abandonment rate and average speed of answer
(ASA) rate on a daily basis and aggregates this information into a monthly report.

Average Speed of Answer
CMFHP’s goal is for all calls to be answered within 30 seconds.
Total calls answered per quarter Fiscal Year 2008
1" 2"Y Quarter 3" Quarter 4™ Quarter
Quarter 10/1-12/31/07 1/1-3/31/08 4/1-6/30/08
7/1-9/30/07
17,968 16,184 17,836 15,853
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Average speed of answer per quarter Fiscal Year 2008
12 seconds | 11 seconds | 8 seconds | 8 seconds
Total calls answered per quarter Fiscal Year 2009
1% Quarter 7/1- | 2" Quarter 10/1- 3" Quarter 1/1- 4™ Quarter 4/1-
9/30/08 12/31/08 3/31/09 6/30/09
16,991 15,688 18,972 18,588
Average speed of answer per quarter Fiscal Year 2009
7 seconds | 7 seconds | 11 seconds | 12 seconds
Call Abandonment Rate

CMFHP’s goal is that for all calls, 5% or less will be abandoned.

Total Calls abandoned and abandonment percentage per quarter Fiscal Year 2007

1’ Quarter
7/1-9/30/06

2"% Quarter
10/1-12/31/06

3" Quarter
1/1-3/31/07

4™ Quarter
4/1-6/30/07

399 calls at
3.19%

378 calls at 3.82%

463 calls at 7%

236 calls at 4%

Total calls aban

doned and abandonment percentage per quarter Fiscal Year 2008

1** Quarter
7/1-9/30/07

2"? Quarter
10/1-12/31/07

3" Quarter
1/1-3/31/08

4™ Quarter
4/1-6/30/08

901 calls at 4%

600 calls at 3%

691 calls at 3%

432 calls at 2%

CMFHP has been consistent in meeting goals for calls abandoned as well as average speed of
answer. In January 2007, CMFHP implemented a new telephone system. This system allows us
to more efficiently answer, monitor and route calls from members and providers and provide
improved quality control. In Fiscal Year 2009, even with an increase in call volume, all phone
statistics were met consistently for the 12 month period.

Routine Needs Appointments

Children’s Mercy Family Health Partners informs and monitors participating providers’
compliance with the guidelines for routine appointment availability. This is completed through
the re-credentialing process, the Customer Service department, the member grievance system,
and the provider complaint, grievance, and appeal processes. During Fiscal Year 2009, there
were no significant issues identified with members being unable to access providers for routine
appointment needs.

Overall, the Children’s Mercy Family Health Partners’ network of providers are compliant with
the appointment access standards and deliver care to our members on a timely and consistent
basis.

Non-Routine Appointment Needs and Access to Emergent and Urgent Care
Children’s Mercy Family Health Partners’ policy addresses non-routine appointment needs as
follows:
=  Routine Care, without symptoms — within 30 days from the time the enrollee
contacts the provider
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=  Routine Care, with symptoms — within 5 business days from the time the enrollee
contacts the provider

=  Urgent Care for illnesses/injuries which require care immediately, but which do not
constitute emergencies as defined by 354.600, RSMo — within twenty-four hours
from the time the enrollee contacts the provider

=  Emergency Care — a provider must be available twenty four hours per day, seven
days per week, however our literature and customer service representatives and
Nurse Advice instruct enrollees to seek care at the nearest emergency room or call
911 in the event of a health care emergency.

= Obstetrical Care — within 1 week for enrollees in the first or second trimester of
pregnancy; within three days for enrollees in the third trimester

Monitoring Access to Care

During Fiscal year 2009, in the re-credentialing process, CMFHP routinely reviewed each
office’s procedures for scheduling appointments. During the review process, no deficiencies
were noted. In addition, our Provider Administrative Manual outlines the appointment
standards. Finally, through our Customer Service department, no significant trends were noted
in complaints from members who were unable to access the participating provider network for
non-routine appointments.

Internal Standards, Process Improvement and Projects
In Fiscal Year 2009, the following enhancements to improve quality within the Customer
Relations department were implemented:

Customer Service Call Back

The Customer Service department at CMFHP administers a customer call back program to
ensure the quality of service provided to our members and monitor how well we are meeting
member expectations. The program involves randomly selecting 15 calls each week (using the
previous week’s call logs) and having a Senior Customer Service Representative call the member
to ask some focused questions related to his/her recent experience with Customer Service staff.
When contact is made with the member we ask if their issues were resolved, questions were
answered and if they were treated with respect and professionalism. Member satisfaction is
judged in two ways. First by reviewing the notes and determining if correct actions were taken
by the customer service representative regardless if the member was contacted or not. Secondly,
satisfaction is judged by the member’s response to our questions. A negative member response
or incorrect actions taken by the representative would indicate an unsatisfied member. In 2009,
CMFHP CS representatives have made 2,960 outbound attempts and have contacted 808
members (27.30%). This program has shown a 96.63% member satisfaction where both correct
actions were taken and the member’s satisfaction was achieved. Follow up education is then
provided to the Customer Service team to improve quality. The general comments have been
very positive from members. We believe that there is a lasting impression left with each member
contacted ensuring they have a voice in the service provided.

Post Call Satisfaction Survey

In order to keep a pulse on quality, we also administer an automated Post Call Satisfaction
Survey through our phone system. Members are informed they have the right to be transferred
to a satisfaction survey at the end of the call. There are seven questions and the calls can be
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traced to the individual representative who answered the call. Return calls are made to members
who indicate a poor experience with a customer service representative and any additional
assistance is offered at that time. Based on the information from the member, training is
conducted with that customer service representative. Overall member satisfaction survey results
since this program started in December of 2008 are 96% with 1,834 members completed the
survey (as of 10/31/09).

Plastic Key Fob for Key Ring and Magnet

CMFHP developed a combination removable key fob and refrigerator magnet with important
telephone numbers and the well child periodicity schedule. This is distributed to members in the
new member enrollment packets. The plastic key fobs contain key phone numbers, such as the
transportation vendor, Customer Service, and the 24 hour nurse advice line in both English and
Spanish. The fobs can be placed on a key ring for handy reference. The magnet also has a place
to enter PCP name and contact information.

Website

A new CMFHP website was designed and implemented December 2008. The new design
enhances CMFHP’s branding elements. The new site also features quotes from members that
illustrate our commitment to customer service. The home page has our “Who We Are and What
We Do” statement, allowing visitors to get an understanding of the CMFHP mission.

Some of the web functionality includes:

. Portals for our three audiences - members, providers and member advocates - are on the
home page. There are also links to frequently used items on the home page, such as:

> for members, links to find providers and health resources

> for providers, links to the secure login page and claim adjustments

> for member advocates, links to events and recent newsletters
. The member section features detailed information about benefits offered by CMFHP,

including transportation, the 24-Hour Nurse Advice Line, urgent care (along with a map of
urgent care facilities) and how to maintain coverage. Links to find or change a primary care
provider are on every member page. Member handbooks are online as PDF files and as cross-
referenced HTML links. Members can also change their PCP on the website.

. Spanish content was added in March 2009 for all member materials.

. An eligibility section explains the difference between state eligibility and CMFHP
enrollment. Also, links to applications and CMFHP literature are available.

. A Health Resources section features podcasts, articles on health topics, information about
coaching programs, and links to additional online resources. The HeLP healthy lifestyles, Lead
Poisoning Prevention and Asthma Management programs are highlighted here.

. Online provider tools include Prior Authorization forms, practice change forms, and

contact information for provider relations. There is also a Provider Announcements section that
displays the current date and time, and any provider specific updates. All of this creates one
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location with several basic provider office functions, allowing access to more information
without requiring multiple steps. Providers can also print member ID cards from the website.

) Provider directories are available on line as a PDF file and as a searchable real-time
provider directory.

. The member advocate section of the site features an expanded event listing, up-to-date
newsletters and information on presentations and Continuing Education Units.

Audio Programs

CMFHP provides several audio programs that highlight our health initiatives and disease
management programs. The intent of the audio programs is to educate our members on their
benefits and programs available to help them manage their health. Knowing that portions of our
membership have a low literacy level, we are optimistic that members will take advantage of the
ability to listen to information rather than read that same information. The programs are
available for listening on the website, downloading to a computer, or the member can request a
CD that can be mailed to him/her. These CDs are also distributed at community events. The
information is recorded in an interview format with subject matter experts explaining the topic
and covering frequently asked questions regarding the topic. To date, topics available on the
website include: Non-Emergency Transportation, our Healthy Lifestyles (HeLP) program on
childhood obesity, our First Touch OB program, our Lead Management program and our Asthma

program. We are in the process of translating these programs into Spanish with a goal to have all
of them recorded by Q2 of 2010.

Network Adequacy — Provider/Enrollee Ratios

Children’s Mercy Family Health Partners (CMFHP) filed its network composition with the State of
Missouri Department of Insurance, as required in RSMo 354.603 and 20 CSR 400-7.095, by March
1,2009. The State reviewed the CMFHP network and indicated the Children’s Mercy Family Health
Partners network was in compliance with the regulations that require the provision of adequate
access to care.

Specifically, the overall results were:

Primary Care Physicians 100% overall compliance
Specialists 100% overall compliance
Facilities 100% overall compliance
Ancillary Services 99% overall compliance
Overall 100%
Compliance with the above categories by the Western Region counties was:
County PCP Rate of Specialist Facilities Ancillary Overall
Compliance Rate of Rate of Services Rate Network
Compliance | Compliance of Compliance
Compliance
Bates 100% 100% 100% 100% 100%
Cass 100% 100% 100% 100% 100%
Cedar 100% 100% 100% 100% 100%
Clay 100% 98% 100% 100% 100%

205




Henry 100% 100% 100% 100% 100%
Jackson 100% 99% 100% 100% 100%
Johnson 100% 100% 100% 100% 100%
Lafayette 100% 100% 100% 100% 100%
Platte 100% 100% 100% 100% 100%
Polk 100% 97% 100% 100% 99%
Ray 100% 100% 100% 100% 100%
St. Clair 100% 100% 100% 100% 100%
Vernon 100% 100% 100% 80% 95%

24 Hour Access/After Hours Availability

On an annual basis, Children’s Mercy Family Health Partners Provider Relations department
conducts a telephonic survey to determine how our Primary Care Provider offices handle their
availability after normal business hours. All PCP offices are monitored on their contractual
obligation to provide access to their assigned members 24 hours a day, 7 days per week. For the
purposes of this measurement, CMFHP defines normal business hours as between 9:00 a.m. and
5:00 p.m, Monday through Friday. Our PCP offices were contacted after routine business hours
to determine compliance with this requirement. These access monitoring calls were made to one
hundred percent of our Primary Care Providers using the information from our credentialing
database. The CMFHP verified that appropriate instructions for after hours care was provided
when the office is closed. All offices were scored on their afterhours coverage using the
following scoring system:

1= office is fully compliant, no additional follow up required

2= office is partially complaint, additional information needed to ensure office is
compliant

3= office is non compliant

An office was considered compliant and given a score of one (1) if any one of the following
situation(s) occurred:

call is answered by an answering service or nurse advice line

call 1s forwarded to a pager or a direct access telephone number for the provider is given
call 1s automatically transferred to the hospital operator

answering machine tells member how to contact the provider on call, gives a phone
number of a local hospital to contact for assistance, or gives the telephone number of the
provider on call

Offices that were deemed non-compliant were assigned a numerical score of three (3). An office
was considered non-compliant if any one of the following situation(s) occurred:

call is not answered

answering machine only tells the caller to call “911”

answering machine advises caller to call back during business hours

answering machine message does not provide information for the caller to contact
someone for medical advice
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Offices that did not meet the above criteria of a score of one (1) or three (3) were deemed
partially compliant and were assigned a numerical score of two (2). This included offices where
the caller had an option to leave a message for the provider. Providers with a score of 2 were
contacted by the Provider Relations Representative to obtain a better understanding of the
afterhours coverage system. This additional information was used to determine if the provider
should then be scored as a one (1) or a three (3).

All 235 Primary Care offices were surveyed. Initially 233 scored a one and were fully
compliant. Two offices scored a two and after further investigation were determined to be a
scored a one, and fully compliant. All CMFHP providers provided adequate after hour
availability, twenty-four hours a day/7 days per week.

CMFHP monitors member access to primary care providers by monitoring customer service
complaints, and monitoring member grievances related to access concerns. During July 1, 2008
through June 30, 2009, there were no significant issues identified with member access to
providers.

Nurse Advice - Program Review

Children’s Mercy Family Health Partners (CMFHP) recognizes the importance to members of
having access and availability to appropriate medical advice. CMFHP has a 24 hour-a-day/7 day-
a-week Nurse Advice Line. Members or member parents are encouraged to call the nurse advice
line for questions, concerns and supportive information related to non-emergent care for
themselves or their children.

Since 1997, CMFHP has coordinated the afterhours program with Children’s Mercy Hospital
Nurse Advice Line and McKesson Health Solutions Call Center.

Data and Trends

CMFHP meets quarterly with both vendors. The Nurse Advice oversight committee meetings
include an overview of standard call center statistics and benchmarks. In addition, CMFHP
reviews the inbound and outbound reports, member redirection reports, demographics report and
algorithm utilization.

The following items are a 12 month summary of the results reported at the quarterly oversight
meetings (date — date):
e Adult call center Average Speed to Answer within 30 seconds: 89%
e Pediatric call center Average Speed to Answer within 30 seconds: 100%
o Additional information demonstrates all calls are answered in less than 4 seconds
and an average length of call of 11.8 minutes
Pediatric Inbound calls: 7227 calls
Adult Inbound calls: 1984 calls
Pediatric Outbound calls: 1786 calls
Welcome Call outbound calls: 1173 calls
Pediatric member redirections:
o 60% for home care;
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o 32% for appointment with healthcare professional,
o 4% urgent care; and
o 4% for professional advice
e Adult member redirections:
o 40% for professional advice;
o 24% self care; 15% urgent care;
o 10% for appointment with healthcare professional; and
o 11% for ER
Callers for pediatric nurse advice were evenly divided between male and female
70% of pediatric calls were for members between the ages 0 to 5 years
Callers for adult nurse advice services were dominantly female (87.31%)
76% of adult care callers were between the ages of 18-44
The pediatric top five algorithms were: colds; cough; fever; asthma attack; vomiting
The adult top five algorithms were: upper respiratory infection; pregnancy suspected
labor; pregnancy vaginal bleeding; abdominal pain; and chest pain.

Analysis

CMFHP’s Nurse Advice Call Centers received an increased number of calls in the FY2009.
Nurse Advice Call Centers received and resolved member inquiries within anticipated
timeframes. CMFHP received no member grievances regarding Nurse Advice Call Centers.

e (CMFHP identified a spike in call volume related to the HINT outbreak in Spring 2009.

e CMFHP issued key fobs with the nurse advice number in new member welcome packets
to increase awareness of this service.

e Pediatric outbound calls increased due to an initiative by Children’s Mercy Hospital to
obtain pre-appointment medical records and medication histories. This supports the
hospital’s effort to facilitate efficient and effective appointment time within its clinics.

e (all abandonment rate and speed to answer were both well within the acceptable ranges
for the year.

Strengths
CMFHP utilizes two established and consistent nurse advice call centers to address adult and
child illnesses.

Weaknesses
CMFHP identified no weaknesses within this program during the reporting period.

Opportunities

CMFHP uses the analysis of complaints, grievances and appeals as a mechanism to identify
areas for improvement. No member or provider grievances were received in FY2009 related to
the nurse advice call centers.

Children’s Mercy Family Health Partners continues to monitor the effectiveness of the nurse

advice call centers and to work with each of the vendors to identify initiatives that will result in
process improvement.
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Open/Closed Panels

Children’s Mercy Family Health Partners tracks open/closed provider panels monthly. However,
since State enrollment and eligibility is performed on a daily basis, CMFHP recognizes the need
to ensure that the data are current when members select a Primary Care Provider (PCP).

During July 1, 2008 to June 30, 2009, CMFHP had 523 PCPs in our network. Of those
providers, 52, or 10%, had closed panels (14 pediatricians, 30 family practice, 6 internal
medicine, 1 general practice, and 1 nurse practitioner). With an open panel rate of 90%,
CMFHP meets our internal quality goal of an 85% or higher open panel rate.

One of the primary roles of the provider relations staff is to recruit and maintain an available and
accessible provider network. The staff encourages providers to have their practices open to
CMFHP members. The staff also looks for opportunities to recruit new primary care providers
into the CMFHP network. We increased our Primary Care Provider participation by 56
providers during the July 2009 to June 2009 time period.

All CMFHP staff has access to the Cactus provider data base, which contains the most current
provider panel status. This enables staff to provide timely and accurate information to our
members who call the health plan for information about a PCP’s availability. Our web site has
an on-line provider directory that is created from the Cactus database, thus giving members
access to the most current provider information.

Cultural Competency

Children’s Mercy Family Health Partners has initiated an innovative outreach that utilizes
cooperation with stakeholders and local public health agencies to reach all cultural populations
within the Western region.

With numerous cultural populations living in the Kansas City area, education was needed on
differing cultural beliefs and practices, particularly as they relate to health care. This education
would help increase awareness and understanding of local cultural populations and ultimately
help reduce any potential health care disparities within the CMFHP membership and throughout
the Western region.

A close look at Kansas City area demographics compiled during the 2000 U.S. Census revealed
an increase in the number and the diversity of cultural populations. In 2000, nineteen cultural
populations were represented in the Kansas City area with at least 500 individuals from that
cultural background. Contact with the local public health agencies confirmed this increase.
CMFHP staff and its provider network needed increased awareness and understanding of cultural
populations present within our membership.

Effective communication of CMFHP services was necessary for all families in the area
(including current members); this communication needed to be culturally sensitive to the
background of the member.

CMFHP identified the following interventions to address the above findings, with the added
intent to reduce the possibility of racial and ethnic health care delivery disparities:
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In 2006, we began utilizing the services of two full-time bilingual Community Relations
representatives to enhance the education of the Spanish speaking community within the
Western region about CMFHP services. We still have two full-time bilingual
Community Relations representatives and 30% of our Customer Service telephonic team
are fluent in Spanish and English.

Use of communication materials to explain MO HealthNet managed care and CMFHP
services. The materials are disseminated to families located in the Western region who
visit local public health agencies. These include brochures in English and Spanish, MO
HealthNet applications in English and Spanish and audio health topics on CD (soon to be
in Spanish).

Communication materials on CMFHP services were distributed at local public health
agencies to immigrant families living in the Western Region. These materials include
brochures in English and Spanish , MO HealthNet applications in English and Spanish
and the member handbook in English and Spanish,

The CMFHP website was updated to include a Spanish section containing marketing
materials, health information and the member handbook.

Communication materials were made available for all members, regardless of
background or physical condition, including but not limited to:

~ Propio Language Line for members with limited English proficiency
~ Member handbook and other member materials in Spanish language
~TTY/TDD services for hearing impaired members
~ Member materials (including handbook) in alternative formats (including CD’s)
for visually impaired members upon request.
~ Bilingual member newsletters
Held Diversity training in conjunction with Children’s Mercy Hospital to educate our
staff on managing diversity within our organization.

Educated staff and providers using the Cross-Cultural Health Care Resource Guide that
contains topics such as:

~ Background and history of 19 cultures
~ Health beliefs and practices

~ Communication style

~ Religion

~ Languages spoken

~ Family structure

~ Food practices/diet

~ Children’s issues

Through our outreach efforts at local public health agencies and other community locations, we
reached a large number of cultural backgrounds with information on MO HealthNet managed
care and Children’s Mercy Family Health Partners. We will continue our outreach efforts and
make material available to anyone in the community from varied cultures and backgrounds.

The Cross-Cultural Health Resource Guide has been a valuable education tool for both staff and
providers and has encouraged culturally sensitive health care. We have distributed more than
20,000 guides in 2008 and 2009 and continue to receive additional requests throughout the health
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care community. CMFHP is currently working with Children’s Mercy Hospital to update this
resource guide and the revised version will be available for distribution in 2010.

Requests to Change Practitioners

Children’s Mercy Family Health Partners (CMFHP) allows members to change primary care
providers (PCP) at any time. CMFHP does monitor members who change PCPs more than five
(5) times to ensure that members aren’t abusing benefits or services; however it has discovered
limited abusive practices from this report.

Members can change PCP’s via the CMFHP web site or by calling Customer Service. For new
members, a PCP change card is included in the welcome packet that can also be completed and
mailed to CMFHP for a PCP change.

Harmony Health Plan of Missouri

Average Speed of Answer

Call Abandonment Rate

Harmony’s Member Service department posted solid results for both the Average Speed of
Answer (ASA) and Call Abandon Rate metrics for the 2008-2009 contract year. Compared to
the to the 2007-2008 contract year, the ASA and call abandonment increased slightly from 17 to
21 seconds and from 2.1% to 2.4%. A service level requirement has been introduced starting
with the 2009-2010 contract year which requires 90% of all calls to be answered in 30 seconds or
less. This should decrease the ASA and call abandonment rate and should have a positive impact
on accessibility into the Member Service department.

MO Medicaid- Jul-| Aug-| Sep-| Oct- | Nov-| Dec-| Jan-| Feb-| Mar-| Apr-| May-| Jun-| 2007-
Member 07| 07| 07| 07 07| 07| 08/ 08 08/ 08 08 08 2008
Totals

Accepted Calls | 595 | 643 | 626 | 769 | 877 | 984 | 1684|1367 (1302 1256|1143 |1090| 12336

Answered Calls | 585 | 631 | 613 | 761 | 850 | 966 | 1660|1340 (1280 [1207[1110]|1072| 12075

Abandoned 10 12 13 8 27 18 24 27 22 49 33 18 261
Calls

Average Speed | 14 14 15 15 18 17 15 15 14 24 21 21 17
of Answer

Abandoned Call [1.7%]1.9% [2.1% [1.0%|3.1% [1.8% |1.4% [2.0% [1.7% |3.9%|2.9% |1.7%| 2.1%
Rate

MO Medicaid- | Jul- [ Aug- | Sep- | Oct- | Nov- | Dec- | Jan- | Feb- | Mar- | Apr- | May- | Jun- |2008-
Member 08 | 08 | 08 | 08 | 08 | 08 | 09 | 09 | 09 | 09 | 09 | 09 |2009
Totals

Accepted Calls |1319| 1300 | 1526 | 1565|1225 | 1352 | 1644 | 1284 | 1480 [ 1566 | 1384 [ 1527 | 17172

Answered Calls |1271]1259|1496|1509|1194 (1312]|1612|1270| 1448 | 1532|1357 | 1506| 16766

Abandoned 48 | 41 30 56 | 31 40 32 14 32 34 27 21 406
Calls

Average Speed | 24 | 27 22 27 23 23 15 15 26 18 18 18 21
of Answer

Abandoned Call |3.6%|3.2% [2.0% |3.6%|2.5% [3.0% | 1.9% [1.1%(2.2% |2.2%|2.0% |1.4%| 2.4%
Rate
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Non-Routine Needs Appointments
Routine Needs Appointments

Availability & Accessibility

Timely Access Report
COMPANY: | Missouri
(Medicaid)
REGION(S): | All
AUDIT INTERVAL: | Semi-Annual I
AUDIT REPORTING PERIOD: | 2008 Round 1
LINE OF BUSINESS: | MMD
AUDIT DATE(S): | November- December 2008

PCP Urgent Sick Care: | </=24 hrs.

PCP Sick Care: | </=5 days
PCP Routine Well Care: | </= 30 Days

PED Urgent Sick Care: | </= 24 hrs.

PED Sick Care: | </=1 week
PED Routine Care: | </= 3 weeks

APPOINTMENT STANDARDS: OBGYN Ist Tri: | </= 7 days

OBGYN 2nd Tri: | </=7 days

OBGYN 3rd Tri: | </=3 days

OBGYN High Risk: | </=3 days
GYN Only: | </=30 Days
Specialist Appt.: | </= 30 Days

METHODOLOGY SUMMARY:

WellCare currently uses The Results Companies, Inc., an outside vendor, to
complete the Accessibility and Availability audits.

Audits are performed annually and consisted of two rounds which are defined as

follows:
4

Round 1 is also known as the initial round. This is when the audit
first commences.

Round 2 represents the re-audit of all active providers found to be
noncompliant during Round 1.

The Missouri Health Plan population is comprised of physician PCPs, OB/GYNs
and Specialists. PCPs are defined as providers with a primary specialty type of
Family Practice, Internal Medicine, Pediatrics and General Practice. They must
be identified as a PCP provider in Peradigm and have an active contract as a
participating provider on the 1* day of the month following the day of the
population extract.

The Missouri Medicaid OB/GYN population consists of physician OB/GYN
providers. They must be identified as "OB/GYN", "OBS" or "GYNE" specialists
in Peradigm and have an active contract as a participating provider on the 1% day
of the month following the day of the population extract.
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FINDINGS:

Quality Standard Benchmark Round 1
PCP Adult (urgent-sick visit) 24 hours 79.2%
PCP Adult 5 days 89.6%
(sick visit)

PCP Adult (routine visit) 30 days 97.9%
GYN Only 30 days 100%
1™ Trimester 7 days 12.5%
2" Trimester 7 days 37.5%
3" Trimester 3 days 37.5%

High Risk 3 days 50%
After-Hours Various 66.9%

ANALYSIS OF FINDINGS:

Of the 48 Primary Care Providers only 79.2% of the providers were in compliance
with the urgent care. 89.6% were in compliance with the sick care and over 97.9%
were compliant with the routine care availability standards.

100% were compliant for GYN only appointment availability. 12.5% were in
compliance with the first trimester, 37.5% were in compliance for the second
trimester and 37.5% complied with the third trimester availability standards.

121 Primary Care Providers were audited under the after-hours availability
standards and 66.9% were in compliance.

CORRECTIVE ACTION PLAN FOR NON-COMPLIANT PROVIDERS:

WellCare Provider Relations Representatives will make every effort to contact
each non-compliant provider to explain the audit results and re-enforce the need
to comply with the appointment availability & accessibility standards.

For any provider found to be out of compliance as a result of the second audit, a
written notification will be sent requesting their corrective action plan within 30-
days of receipt of our communication.

Those providers identified as being noncompliant for the second time, and who
fail to respond to WellCare’s request for a corrective action plan, will be referred
to the Missouri Medical Director and the WellCare Provider Relations Director
for further contact and additional action.

Those providers who provide an acceptable corrective action plan, written
notification will be sent confirming that sufficient documentation has been
provided and their status will then be changed from noncompliant to compliant.

ACTIONS TO IMPROVE PROCESS

Provider Relations is responsible for researching and resolving provider
demographic discrepancies such as “no longer with office”, “no longer with

9 <6

plan”, “wrong number”, etc. that result in an incomplete call.
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e Provider Relations is responsible for educating providers on their contractual
obligation and adherence to availability standards as set forth in the WellCare
Provider Manuals.

Operations Compliance will continue to identify opportunities to streamline the audit process to
improve efficiency and accuracy

Access to Emergent and Urgent Care
Harmony has established contractual relationships with providers in each of the twelve
eastern region counties and St. Louis City. Though the network is sufficient by all
requirements put forth by state of MO, Division of Insurance, regarding primary care
providers and hospitals, Harmony will continue to identify areas for continued growth
based upon the Plan’s review of the network.

As required by the contract, Harmony members may obtain emergency services without
prior authorization at any hospital facility. Harmony continues to establish contracting
opportunities with urgent care facilities in order to increase urgent care availability to our
members. Additionally, Harmony has been reviewing our open/closed panel reports and
PCP availability and accessibility reports to identify potential urgent care access issues.
Upon identification of a non-compliant provider, Harmony educates the provider and
follows the corrective action plan protocol identified under the Non-Routine and Routine
needs appointments section of this Annual Report.

Harmony will continue contracting efforts to grow the network to further improve urgent
care access for our membership.

Network Adequacy — Provider/Enrollee Ratios
Harmony has established contractual relationships with providers in each of the 14
eastern region counties and St. Louis City. Though the network is sufficient by all
requirements put forth by state of MO, Division of Insurance, Harmony continues to
identify areas for continued growth based upon the Plan’s review of the network under
the following metrics:

a. Eligibles to specialist ratio vs. our target membership to specialist ratio
b. Distance/drive time showing all-sufficient
c. Referral patterns of the PCPs

Harmony’s current provider/enrollee ratio as of June 30k 2009 is 17 members to every
one PCP. This ratio was derived from the membership of 14,967 and a PCP network of
386 as of June 30, 2009.
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24 Hour Access/After Hours Availability
Access and Availability Audit Results
(Harmony did not provide an analysis)
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STATE: | Missouri Created/RegZeed 04/17/2009
MARKET: | All
LINE OF BUSINESS: | Medicaid (MMD)
PCP Urgent Sick Care: | </=24 hrs. OBGYN 1st Tri: | </=7 days
PCP Sick Care: </=5days | OBGYN 2nd Tri: | </=7 days
APPOINTMENT PCP Routine Well Care: | </= 30 Days OB(()}];(EI slzdl;l"r;l </=3 days
STANDARDS: | PED Urgent Sick Care: | </=24 hrs. Rilsgk' </=3 days
PED Sick Care: | </=1 week GYN Only: | </=30 Days
PED Routine Care: | </=3 weeks Specialist Appt.: | </=30 Days
Statistically Valid Benchmark /
Sample Size Sample Size
PCP Adult 159
OB/GYN 40
After hours 159
Total 358
ROUND 1
Audit Results for o
. (1)
App.omt.n.lent Count Completed
Availability:
PCP Adult - Total Calls 48 30.2%
Complete
PCP Adult - Total Calls 107 67.3%
Incomplete
OB/GYN - Total Calls ] 20.0%
Complete
OB/GYN - Total Calls 32 R0.0%
Incomplete
Audit Results for %
Count
After Hours: Completed
Total Calls Complete 121 76.1%
Total Calls Incomplete 34 21.4%




AUDIT INTERVAL: | Semi I
November
AUDIT DATE: 2008
AUDIT REPORTING Round 1
PERIOD:
Appointment
Availability
Count % Initial
Audit Details: Initial Audit Audit
(Round 1)
PCP Adult
Total Calls Complete 48
Urgent Sick Care Pass 38 79.2%
Urgent Sick Care Fail 10 20.8%
Sick Care Pass 43 89.6%
Sick Care Fail 5 10.4%
Routine Well Care Pass 47 97.9%
Routine Well Care Fail 1 2.1%
Reasons for Incomplete
Calls
Total Calls Incomplete 107
Disconnect 6 5.6%
Do Not Call 0 0.0%
Fax/Modem 0 0.0%
Hang Up 0 0.0%
HOSPITAL/ER Office 0 0.0%
Language Barrier 0 0.0%
Max Attempts (3 attempts) 77 72.0%
No Longer with Office 6 5.6%
No Longer with Plan 1 0.9%
Cell phone 1 0.9%
Refused to Answer Audit 14 13.1%
Wrong Number 2 1.9%
OB/GYN
Total Calls Complete 8
GYN Only Pass 8 100.0%
GYN Only Fail 0 0.0%
1st Trimester Pass 1 12.5%
1st Trimester Fail 6 75.0%
2nd Trimester Pass 3 37.5%

216




2nd Trimester Fail 4 50.0%
3rd Trimester Pass 3 37.5%
3rd Trimester Fail 4 50.0%
High Risk Pass 4 50.0%
High Risk Fail 3 37.5%
Reasons for Incomplete
Calls
Total Calls Incomplete 32
Disconnect 2 6.3%
Do Not Call 0 0.0%
Fax/Modem 0 0.0%
Hang Up 0 0.0%
HOSPITAL/ER Office 6 18.8%
Max Attempts (3 attempts) 19 59.4%
No Longer with Office 1 3.1%
No Longer with Plan 1 3.1%
Privacy Guard 0 0.0%
Refused to Answer Audit 0 0.0%
Wrong Number 3 9.4%
After Hours - Total
. 155
Sample Size:

. . Count e
Audit Details: Initial Audit %AI;lcl]tiial
Total Calls Completed: 121 (Round 1)

After Hours Pass 81 66.9%
After Hours Fail 40 33.1%

. . Count 0 i
Audit Details: Initial Audit A);;l(lltiial
Total Calls Completed: 121 (Round 1)

Answering service that will
age PCP or on-call physician
I110;g a member (Live (Ij)oi/ltact) / 18 14.9%
PASS
Advice Nurse with access to
PCP or on call physician 0 0.0%
(Live Contact) / PASS
Answering system with
option to page physician / 40 33.1%
PASS
Answering system that pages 0 0.0%

provider once number is left /
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PASS

Message that provides
number to page physician / 23 19.0%
PASS
Answering system that only 3 2 59,
takes a message / FAIL =0
Answering service that is
unable to reach provider or 0 0.0%
on-call physician / FAIL
Advise nurse without access
to the PCP or on-call 0 0.0%
physician / FAIL
A message that recommends
calling during business hours 24 19.8%
/ FAIL
A message recommending
treatment through the E.R. / 6 5.0%
FAIL
Recommends going to Urgent
Care or E.R. because there is 1 0.8%
no after-hours access to PCP o0
or on-call physician / FAIL
A message recommending a
participating care center that 0 0.0%
is not open 24 hours / FAIL
A message to contact a
participating Urgent Care 6 5.0%
Center / FAIL
Reasons for Incomplete
Calls
Total Calls Incomplete: 34
Disconnect 6 17.6%
Do Not Call 0 0.0%
Fax/Modem 0 0.0%
Hang Up 5 14.7%
HOSPITAL/ER Office 0 0.0%
Language Barrier 0 0.0%
Max Attempts (3 attempts) 20 58.8%
No Longer with Office 1 2.9%
No Longer with Plan 1 2.9%
Privacy Guard 0 0.0%
Refused to Answer Audit 0 0.0%
Wrong Number 1 2.9%
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Open/Closed Panels
Harmony has established contractual relationships with providers in each of the twelve
eastern region counties and St. Louis City. Though the network is sufficient by all
requirements put forth by state of MO, Division of Insurance, regarding primary care
providers and hospitals, Harmony will continue to identify areas for continued growth
based upon the Plan’s review of the network under the following metrics:

a. Eligibles to specialist ratio vs. our target membership to specialist ratio
b. Distance/drive time showing all-sufficient
c. Referral patterns of the PCPs

Harmony has processes to support monitoring of provider access to members for
availability 24 hours a day, 7 days a week. Harmony actively recruits nurse practitioners
for inclusion in the provider network. Mental health and substance abuse providers, as
well as dental, pharmacies, emergent and non-emergent transportation providers meet the
standards as put forth by the state of MO, Division of Insurance.

Harmony Heal Plan of Missouri (MMD)
As of 06/30/09
Total PCP 389
# of PCP Sites 619
PCP Open Panel 97%
PCP Closed Panel 3%
Total SPEC 1,753
Cultural Competency

WellCare has a Cultural Competency Program that is modeled on the CLAS standards
promulgated by HHS’s Office of Minority Health. Our program’s goals are to meet the
unique and diverse needs of all members, ensure that the staff of WellCare and its
vendors value diversity within the organization and for its members, and ensure that
members with limited English proficiency have their communication needs met. In
addition, WellCare is committed to ensuring that our providers fully recognize and care
for the culturally diverse needs of the members they serve.

Cultural competency is a key component of WellCare’s continuous quality improvement
efforts. We expect to realize tangible gains in member satisfaction and health outcomes
resulting from the measures set forth in this plan. Both of these aims tie directly to the
fundamental mission of our company
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The specific objectives of WellCare’s Cultural Competency Program are to:

Identify members that face cultural or linguistic barriers for which alternative
communication methods are needed;

Utilize culturally sensitive and appropriate educational materials based on
members’ race, ethnicity and primary language spoken;

Make resources available to meet the language and communication barriers that
confront members;

Ensure providers care for and recognize the culturally diverse needs of the
population;

Ensure WellCare employees and vendors are educated and value the diverse
cultural and linguistic differences within WellCare and the populations we serve.

Purpose

The Cultural Competency program aims to ensure that:

WellCare meets the unique diverse needs of all members in the population.

The staff of WellCare value diversity within the organization and for the members
that the plan serves.

Members with limited English proficiency have their communication needs met.

Our provider partners fully recognize and are sensitive to the cultural and
linguistic differences of the WellCare members they serve.

Objectives

The objectives of the Cultural Competency program are to:

Identify members that may have cultural or linguistic barriers for which
alternative communication methods are needed.

Utilize culturally sensitive and appropriate educational materials based on the
member’s race, ethnicity and primary language spoken.

Ensure that resources are available to overcome the language barriers and
communication barriers that exist in the member population.

Make certain that providers care for and recognize the culturally diverse needs of
the population.

Teach staff to value the diversity of both their co-workers inside the organization
and the population served, and to behave accordingly.
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Plan Components
The main components of WellCare’s Cultural Competency program are:

1. Needs Assessment — Activities we conduct to identify the cultural and linguistic
needs of the communities and members we serve, as well as health disparities present in
the enrolled population and the community at large.

2. Organizational Readiness — Steps WellCare takes to make certain that the health
plan has the platforms, systems, and people skills needed to operate in a culturally
competent manner.

3. Program Development — The implementation of programs to link WellCare to
community resources, to enhance the cultural and linguistic capabilities of our provider
partners, and to educate members so that their experience with the health system is more
positive and their health outcomes are more favorable.

4. Performance Improvement — Ongoing identification of opportunities to improve
the operation of the Cultural Competency program, or to improve health outcomes
through new responses to cultural and linguistic needs of members.

Multilingual Service

Missouri Interpreter Services Process

Customer Service Representatives may receive a call from a member or provider requesting the
use of an interpreter when a member has an appointment with a health care provider.

Harmony will utilize LAMP to provide language interpretation and Deaf Interlink for hearing
impaired individuals.

To Access Language Interpretation Services

If a provider is calling for interpretation services please give them the telephone number
to LAMP, 314-842-0062. Ask the provider to call LAMP directly to coordinate the
services.

If a member is calling for interpretation services obtain their provider’s name and
number. Inform the member that you will contact the provider to coordinate the services
and that the provider’s office will call the member with an appointment. Contact the
provider and give the telephone number to LAMP. Ask the provider to coordinate the
services

To Access Interpreter Services for Hearing Impaired Members

If a provider is calling place a conference call with Deaf Interlink at 314-837-7757 to
schedule an interpreter.

If the member is calling obtain the provider’s telephone number and place a conference
call with Deaf Interlink and the provider to schedule the services. Contact the caller with
an appointment time if necessary after the conference call.
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e Inform Deaf Interlink that Harmony Health Plan has previously used their services. The
billing address is 23 Public Square, Belleville, IL 60220
e (Contact Karen or Steve if there is any difficulty scheduling the services.

In addition to providing interpreter services in the physician offices, Harmony has an established
a separate phone queue for individuals whose primary language is Spanish. Fifty-nine percent of
Harmony’s Member Service Representatives are fluent in Spanish. Each of Harmony Member
Service Representatives also has access to a language line for individual whose primary language
is not English or Spanish.

Requests to Change Practitioners

Requests to change a Primary Care Provider (PCP) increased (14%) in volume compared to the
2007-2008 contract year. Outbound calls are made to new members to welcome them to
Harmony, review benefits and ensure satisfaction with their assigned PCP. When necessary, the
PCP is changed to accommodate the member. Member who cannot be reached by phone are sent
a letter identifying their assigned PCP and encouraging them to contact Harmony to go over their
benefits. The Member Service department emphasizes member satisfaction with their PCP and
allows members to change their PCP in an effort to maintain that satisfaction.

MO Medicaid- Jul-| Aug-| Sep-| Oct-| Nov-| Dec-| Jan-| Feb-| Mar-| Apr-| May-| Jun-|2007-2008
Member O7f Or] O7] O7] O7] O7] 08 08 08 08 08 08 Totals

PCP Change 136 | 154 | 167 [ 217 | 153 | 163 | 240 | 205 | 205 | 218 | 210 | 207 2275
Requests

Changes per 1k [22.8(24.1 |24.1 |28.6|18.9|19.4 (26.6|19.8 | 19.5|20.7 | 19.0 | 18.6 21.5
Members

MO Medicaid- Jul-| Aug-| Sep-| Oct-| Nov-| Dec-| Jan-| Feb-| Mar-| Apr-| May-| Jun-|2008-2009
Member 08 08 08| 08 08/ 08 09/ 09 09 09| 09 09 Totals

PCP Change 252|241 | 281 | 379 | 286 | 326 | 365 | 337 | 368 | 409 | 356 | 384 3984
Requests

Changes per 1k |[21.5]|19.4 | 22.8 [29.8 | 21.5|23.6 |26.9|24.4|26.1 (28.0| 23.6 | 25.2 24.5
Members

HealthCare USA

Average Speed of Answer and Call Abandonment Rate

Pre-authorization Department

The pre-authorization staff uses an automatic call distribution system (ACD) to monitor and
track telephone statistics. In FY 2009, abandonment rate and average speed to answer were
measured and analyzed.
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Preauthorization Call Volume
Data Source: Symposium Phone Monitoring System
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There was a 16 percent increase in the volume of calls in March and April of 2009.

Preauthorization Call Ababondonment Percentage

Data Source: Symposium Phone Monitoring System
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The call abandonment rate has remained better than the goal of 5% for FY 2009 despite an
increased call volume and staffing variations.
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Preauthorization Average Speed to Answer
Data Source: Symposium Phone Monitoring System
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The average speed to answer (ASA) was worse than the goal of 30 seconds in January due to
staffing losses. March through May of 2009 also had an increase in the time to answer because
of the increase in call volume and staffing variations.

Customer Service Organization

The Customer Service Organization (CSO) at HealthCare USA continued to focus in 2008 and
2009 on ensuring high-quality customer service as evidenced by ongoing measurement and
review of key call process and outcome metrics. Throughout FY 2009, the CSO monitored call
volume, call processing indicators, average speed to answer, abandonment rate, and call
accuracy.

Call Volume
Data Source: Symposium Phone Monitoring System
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All phone metrics goals were met or exceeded the goal through the 2nd Quarter of 2009. Calls
received increased from the previous quarter by 9.2% due to an increase in claims inquires from
providers. The top three provider claims inquiry were all HCA hospitals for: claim status from
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providers 10,326 inquiries; member eligibility from providers 811 inquiries; and PCP change
5,069 inquiries.

Average Speed to Answer
Data Source: Symposium Phone Monitoring System
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Despite an increase in call volume, the average speed to answer (ASA) has remained better than
the goal of less than 30 seconds.

Abandonment Rate
Data Source: Symposium
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The call abandonment rate remained consistent in exceeding the performance goal. The CSO
holds bi-weekly team meeting with all staff members to review all policies and procedures on a
continuous basis and to assess and resolve any current and potential future barriers to meeting
and exceeding key aspects of service.

Management staff review top provider calls on a monthly, quarterly and yearly basis to identify
any trends related to calls, this includes reviewing requests to change PCP. The top four call
reasons during FY 2009 are as follows:

e Eligibility

¢ Claim Status

¢ PCP Change
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o Sticker Pilot Program

The CSO will continue to assess for opportunities to improve and on-going successes. In FY
2009, the process for ongoing monitoring was improved through the implementation of new web
based programs used to monitor member service calls for quality and improved tracking and
trending purposes.

Six (6) to eight (8) week training classes are conducted for all new hires that encompasses
system overview, benefit review, contract review, provider selection, HIPAA guidelines,
navigator review, customer service standards, call tone, documentation, complaints and appeals,
member rights, remittance advices, web services, transportation, boys and girls clubs, direct
provider and call monitoring procedures. All employees are brought back to training after 90
days to receive additional training on claims processing.

Training programs continue in 2009, with a focus on employee career development, including
but not limited to, call tone, documentation, grammar and outbound call monitoring. A learning
management system has been implemented to deliver training for

Training programs continue in 2009, with interest in career development of employees, including
but not limited to, call tone, documentation, grammar, and outbound call monitoring. A learning
management system has been implemented to deliver training for the development of current
staff and enhance learning opportunities for staff with an interest in growth in the organization.
In 2007, a pilot study was completed to see if attaching a sticker to member ID cards requesting
that the participant call member services as soon as they receive the ID card to update
demographic information would prompt the member to call HealthCare USA and provide
updated demographic data. The pilot project was so successful, as evidenced by the number of
calls to update demographics and a reduction in the bad demographics as a barrier to clinical
staff attempting to contact members that it is now a permanent part of new member ID cards.

EPSDT Pop Up Program

The EPSDT pop up program began in January 2009, with a goal of increasing EPSDT
participation ratios by providing member reminders about missed visits when the member calls
the CSO. When a member, parent or guardian calls in the CSO about a member, and that
member is non-adherent to the American Academy of Pediatrics (AAP) recommended schedule
for EPSDT visits per claims information, then a flag is displayed for the CSO staff. The flag
prompts the CSO staff member to alert the caller of a missed well care appointment. The CSO
can then assist in setting up transportation, scheduling the appointment or transferring the caller
to schedule the appointment or find a PCP.
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Outcomes of CSO Flags for Missing EPSDT Visits
Data Source: Navigator Tracking by CSO and HealthCare USA Claims
from Coventry Data Warehouse
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All flags are tracked and reported in the graph above by the month of the call. Of the members
whose parent/guardian received a reminder when calling in, EPSDT claims during the month of
the call or after are pulled. Almost 7 percent of verbal reminders resulted in an EPSDT visit
after the reminder.

Since the program began, enhancements have been made to improve tracking of outcomes. The
CSO staff has received feedback on how to maximize their communication with the
parent/guardian.

Non-Routine and Routine Needs Appointments, Access to Urgent and Emergent Care, 24
Hour Access/After Hours Availability

2009-2009 Access and Availability Study

The provider access study included a random sample of primary care providers, OB/GYN
providers and high-volume specialists across all three regions of the network. Of all types, 680
network provider practices were represented.

Primary Care Providers 400
OB-Gyn Providers 119
High-volume Specialists 161

Source: HealthCare USA Access/Availability Study Database

Provider Relations conducted random provider visits and provider telephonic surveys in all 3
regions to assure access and compliance with contractually required appointment standards, as
noted in the Provider Accessibility Standard section of the 2007-2008 Provider Manual. In
addition, calls were conducted after-hours to ensure compliance with after hour’s availability
standards.
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Provider Access Standards

Appointment Standard - Primary Care

e PCPs will have emergent appointments available immediately.

e PCPs will have urgent, but not life-threatening appointments available the same day.

e PCPs will have routine care, with symptoms, appointments available within 1 week or five
(5) business days, whichever is earlier.

e PCPs will have routine care without symptoms appointments within one month.

Appointment Standard — OB/GYN

OBs will see a first trimester member within seven (7) calendar days of first request.

e OBs will see a second trimester member within seven (7) calendar days of first request.

e OBs will see a third trimester member within three (3) calendar days of first request.

e OBs will see a member identified as “high-risk” within three (3) days or immediately if
emergency exists.

Appointment Standard — Specialist

e Specialists will see a member immediately for emergent care.

e Specialists will see a member within 24 hours for an urgent care appointment.

e Specialists will see a member within one week or five (5) business days, whichever is earlier,
for routine care, with symptoms, appointments.

e Specialists will see a member within one month for a routine care, without symptomes,
appointment.

Provider After Hours Access Standard

e Participating providers are required to ensure that access to care is provided twenty-four
hours per day, seven days per week and to maintain phone line coverage after normal
business hours.

Study Results
e Primary Care - Appointment Standards

o 99% of providers surveyed met these appointment standards
e Primary Care - After Hours Access Standards

o 95% of providers surveyed met the after hours availability access standard
e OB/Gyn - Appointment Standard

o 100% of providers surveyed met these appointment standards
e OB/Gyn - After Hours Access Standard:

o 99% of providers surveyed met the after hours availability access standard
e High-volume Specialist Appointment Standard:

o 100% of providers surveyed met these appointment standards
e High-volume Specialist After Hours Access Standard:

o 96% of providers surveyed met the after hours availability access standard

Providers identified in this study as not meeting the required standard for access and availability
were contacted by their regional Provider Relations Representative and additional education was
provided regarding the standards and the provider’s obligation to comply. Demographic updates
such as phone number changes, physicians who left the practice, etc. were also identified and
corrected.
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For the providers identified as not meeting the required after-hours access or coverage, follow-up
contacts via Provider Relations revealed errors by provider’s office staff such as failure to roll
phones over to the afterhours phone service, outdated after hours messages, disconnection issues,
issues related to rural location and high-volume specialists who wouldn’t have a need for
members to contact them directly. At the end of this review period, a need was identified to
implement a policy, which drafted to recognize “rural” providers and high-volume specialists
who could apply for an exception, which would be reviewed on a case-by-case basis for approval
by the Medical Director. In each case, the provider responded to feedback from HealthCare
USA and corrected the issue immediately.

Following each survey, Provider Relations staff also gave feedback to the randomly selected
providers regarding the results of their assessment.

Provider Relations will continue ongoing monitoring of the Primary Care, OB/Gyn and high-
volume network providers for appropriate access and availability, and implement interventions
as necessary. The policy to review rural providers and high-volume specialists not meeting after
hours access has been implemented and will be utilized during the next review period.

Network Adequacy — Provider/Enrollee Ratios

Geo-Access Report HealthCare USA

Network adequacy is a key area in performance monitoring for appropriate access to health
services for our membership. HealthCare USA reviews and analyzes network adequacy and
availability throughout the year and performs a formal geo-access analysis annually. This
provides management, contracting, and provider relations necessary information to establish
priorities in developing the network and closing any gaps in access that may occur.

Provider Access

HealthCare USA submits an annual Network Adequacy filing to the Missouri Department of
Insurance (MDI) for analysis and scoring. For period ending December 31, 2008, HealthCare
USA members had 100% access to Primary Care Providers in Central, Eastern and Western
regions in Missouri. This report is completed by the last day of the calendar year. For this
reason, 2009 results are not available.

Primary Care Provid
Region Central | Eastern | Western | Total
# Providers 460 745 511 1716
Member to Provider Ratio 37.7 143.4 60.17 | 90.28
| Specialty Care Providers for Period ending 12/31/08
Region Central | Eastern | Western | Total
# Providers 770 3611 1146 5527
Member to Provider Ratio 25.52 29.59 26.83| 28.03
Hospital Providers for Perio ing 12/31/08
Region Central | Eastern | Western | Total
# Providers 21 30 34 85

Data retrieved from GEO access report results
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Care Providers for

Region Central | Eastern | Western Total

# Providers 448 767 550 1765
Member to Provider Ratio 38.71| 139.29 55.90 87.78

Specialty Care Providers for Period ending 6/30/09

Region Central | Eastern | Western Total

# Providers 724 3514 1123 5361
Member to Provider Ratio 23.95 30.40 27.38 28.90

Hospital Provide
Region Central | Eastern | Western | Total
# Providers 21 30 34 85

Data source: HealthCare USA Geo Access report results

The preceding data represents the distribution of Primary Care Providers, Specialists and
Hospitals across the Central, Eastern and Western regions.

HealthCare USA’s Network Adequacy data was sent to the Missouri Department of Insurance
for scoring and analysis. For period ending December 31, 2008 HealthCare USA received the
following scores for network adequacy.

Provider Type Central Region Eastern Region Western Region
Primary Care 100% 100% 100%
Specialists 100% 99% 100%

Facilities 99% 100% 98%

Ancillary 100% 100% 100%

Overall Score 100% 100% 100%

Data source: HealthCare USA Geo Access report results

HealthCare USA recognizes that access and availability monitoring is important in ensuring
appropriate health care for members and will continue to monitor in 2009 and 2010.

Dental Provider Network

Doral completes a quarterly Geo-Access report and submits the results to HealthCare USA for
review and analysis. In addition, Doral reports overall number of dental providers, percentage of
open/closed practices and member/provider ratios to the QMC no less than quarterly. Doral also
completes a telephonic provider survey measuring emergent, urgent and routine availability on a
quarterly basis to maintain compliance with appointment standards and identify areas for
improvement. The survey is completed via “secret shopper method” to ensure accurate reporting
of availability by providers. These measures are reported overall and by region to identify areas
to focus network development efforts, and presented at the oversight meetings. Network
development updates are presented and discussed at each quarterly oversight meeting and
include discussion of specific providers who have joined the network in each region, specific
providers who have opened their practices and began seeing HealthCare USA members, etc.
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Doral provides HealthCare USA with an updated provider directory for each Missouri region on
a monthly basis. Timely corrections to provider demographic information, addition of new
providers and removal of termed providers are completed, allowing for accurate provider
information for HealthCare USA members and staff. Doral also completes an annual provider
directory verification project to ensure accuracy of the provider directories. Each network
provider is contacted to verify demographic information, days/hours of operation, languages
spoken, ages seen, status of accepting new members, and any other information specific to the
provider.

Doral accomplished the following in FY 2009 to improve HealthCare USA members’ access to
dental services:

e Retained the previous Provider Relations Representative as a Plan Account Executive
located in Missouri to maintain positive relationships with current providers and actively
recruit new providers across the State. A local representative allows for office visits to be
made in person and has proven to enhance relationships with providers.

e Added 64 providers to the network (23 in the Central region, 28 in the Western region, 13
in the Eastern region).

e Increased participation in State and community sponsored events and health fairs, in
conjunction with HealthCare USA, to provide MO HealthNet Managed Care members
with additional information regarding their dental benefits and implement preventive
health related initiatives. Doral attended health fairs in all regions distributing oral health
education, toothbrushes, toothpaste and providing dental hygienists for dental screenings
to approximately 1,500 participants.

e Continued the Member Placement Program, in collaboration with HealthCare USA staff
to provide individualized assistance in locating a dentist and scheduling a dental
appointment within the mandatory time frames. 102 members were successfully placed
through this program during FY 2009.

e Maintained contracts with mobile dental units in all three regions. The mobile units
provide preventive and restorative to members in their school. Mobile units in FY2009
provided 54,183 services to HealthCare USA members.

e Considerably increased the utilization of school-based services and performed quality
audits on all providers to assure appropriate care and services are provided.

HealthCare USA will continue to closely monitor Doral on an on-going basis to assure adequate
access and availability is maintained, through review of the activities noted above. Access and
availability and network development will also continue to be discussed at the quarterly
oversight meetings with Doral, or more often as needed.

Mental Health Network

HealthCare USA subcontracts mental health services to MHNet. MHNet and HealthCare USA
work collaboratively to ensure appropriate access and availability of mental health providers
across all three regions of the network. MHNet and HealthCare USA meet quarterly to discuss
key performance indicators, network changes and all other processes as necessary.
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MHNet’s final Geo Access study revealed 97.78% of members in Central Missouri had desired
access to a mental health provider, 97.83% of members in Eastern Missouri had desired access
and 95.21% in Western Missouri had desired access. MHNet continues to actively recruit
providers in all three regions to strengthen the provider network.

MHNet also monitors provider accessibility through monthly telephonic surveys, which allow
for 100% of MHNet’s network to be surveyed during the calendar year. These surveys include
questions regarding provider appointment availability for new members, including crisis
appointments, as well as updating of demographic information and specialties. This information
is entered directly into MHNet’s referral database to allow for expedited and well-matched
referrals.

Open/Closed Panels

In reviewing providers with closed panels in 2008, HealthCare USA had an overall percentage of
26% closed PCP panels. Provider Relations staff contacted providers with closed panels to
confirm the reason for the provider’s closed panel and to determine if there were any
opportunities to open the panel.

¢ 4% closed to all new patients
¢ 19% closed to all Medicaid patients
¢ 3% closed to only HealthCare USA patients

In 2009, Provider Relations attempted to better determine what percentage of panels are truly
closed.

Provider Relations runs a report out of the Coventry Provider Database (CPD) to identify all PCP
provider records identified as having a Panel status = “N”. Every provider record listed with an
“N” is then reviewed by Provider Relations staff to validate including it in the PCP Closed Panel
Study based on the following factors:

e (losed panel record is set up b/c members are assigned to a group record

e PCP has since terminated since report was run

e Provider record is set up as PCP in error

Once a validated list of closed panel PCP’s is gathered, Provider Relations Staff contact each
PCP with a closed panel to verify:

1) Is the provider closed to all payors?

2) Is the provider closed to all Medicaid?

3) Is the provider only closed to HealthCare USA?

4) Is the provider able to open their panel to take additional HealthCare USA patients?

Provider Relations also reviews the panels of PCP providers with over 1000 members and
reviews Navigator to determine if there have been the volume of quality of service issues
reported by HealthCare USA members in order to determine if the provider’s panel size limit
needs to be adjusted.
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This information is then collected and reported to the Network Development management team.
In follow-up to the study, any providers who indicate a willingness to open their panel are
updated in CPD to reflect their new status. Providers who are closed to only HealthCare USA
are educated about the requirement in the HealthCare USA provider manual requiring the
provider to be closed to all payors if they are closed to HealthCare USA. Any large panel size
providers with quality of service for accessibility will be reviewed with the Medical Director to
determine the corrective action plan or for a recommendation for updating the panel size limit.

Results 2009

At the beginning of this study, 1,768 (80%) out of 2,208 Primary Care Physicians statewide had
open panels for HealthCare USA. There were 440 (20%) provider records that were set up as
closed panels.

Upon further review of each of these closed panel PCP records:

e Fifteen (15) percent were set up as closed because they are providers associated with a
clinic or physician group where the membership panel is assigned to the group/clinic
record.

e Thirty-six (36) percent of the closed panel records were provider set-up errors.

There were 221 validated PCP records that were considered “closed panel” PCP providers. This
indicates 90 percent of the participating PCP’s across the HealthCare USA network are
accepting new HealthCare USA patients and sets our rate of closed panels at 10 percent overall.

Mental Health Network

MHNet monitors open and closed panels on a quarterly basis. This information is included in
the quarterly reports, as well as reported during the HealthCare USA Quality Management
Committee meetings. Providers with closed panels are noted as not accepting new members in
MHNet’s referral database to prevent inappropriate referrals. As of June 30, 2009, the following
information was compiled regarding open/closed practices.

Allied Health Practitioner (AHP)
Physician Practices Practices

Open Closed Open Closed
Eastern 114 11 618 36
Central 22 3 187 4
Western 96 5 527 25

Cultural Competency

A multi-disciplinary Cultural Competency Committee was established in December of 2008.
The purpose of the committee was to establish and implement a plan to gain adherence to the US
Dept of Health and Human Services Office of Minority Health’s “National Standards for
Culturally and Linguistically Appropriates Services in Health Care (CLAS)”. All HealthCare
USA departments and regions are represented on the committee.

By May of 2009, our committee had developed a multi-level HealthCare USA CLAS based

strategy/program for reducing racial and ethnic disparities in health care in our population.
Interventions are focused on three areas: member, provider and employee/organizational.
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Members

Ensuring appropriate language access/oral and written communication.

Work to reduce health disparities that may exist between various ethnic and cultural
groups that are part of our Medicaid membership.

Ensure that members’ cultural needs are addressed when members receive care or
services and for those who participate in case or disease management.

Address the needs of members of various cultural groups when conducting outreach
activities and conducting outreach that effectively reaches these groups.

Continuously assess how successful efforts have been to implement cultural competency
initiatives for members, including member surveys.

Providers

At least annual provider educational opportunities focusing on cultural competency.
Cultural Competency issues and HealthCare USA outcomes in provider newsletter.
Provide access to language service resources.

Emplovyee/Organizational

Diversity and cultural training specific to groups prevalent in the Medicaid population
served, as well as general healthcare disparities.

Yearly self and organizational assessments.

On-going employee education to assure that employees are aware of all resources
available to them when communicating with members of various cultural and ethnic
groups.

At least monthly all employee push emails with information about holidays and other
events from around the world and across ethnic populations. Push emails have included
Diwali, Yom Kippur, Juneteeneth, Feast of Assumption, Ramandan, World Health Day,
Besak Day, and International Women’s Day, to name a few.

The committee continues to meet at least monthly and more often when necessary. Major
milestones over the last year include:

Completed organizational and individual staff surveys on cultural competency.
Established more effective data collection process by monitoring use of language
services, data sharing with Barnes Jewish Hospital (BJH), and a new Health Risk
assessment form identifying primary language sent to new members.

Provider outreach and support for BJH Center for Diversity and Cultural Competency’s
sponsored organization and provider seminar on Cultural Competence in Healthcare by
Dr. Joseph Betancourt. This was attended by over 300 community providers in addition
to HealthCare USA and Barnes Jewish Health System employees.

Organization-wide seminar onsite for HealthCare USA employees by Dr. Joseph
Betancourt “Culturally Competent Care: A Critical Approach in Health Care.”
Established schedule for on-going organization-wide/all staff cultural competency in-
services presented by LAMP on specific ethnic populations (Hispanic, Bosnian,
Vietnamese).
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e Established a central clearinghouse for any culturally relevant activities or opportunities
throughout each region.

HealthCare USA employees participated in a poverty simulation exercise.
Provided all new employees diversity training program online.

Educated staff and provided a “cheat sheet” to keep at hand for accessing language
services.

e Inclusion of language services on provider and member websites and newsletters.
“Identify Your Language” handout offered at provider offices with information on
accessing language services through HealthCare USA.

e Routine e-mails “Diversity Fun Facts” sent out organization-wide providing education
and awareness about diverse holidays, observances, and traditions. Employees also
volunteer to recognize several of these observances with bulletin boards in the break
areas.

e Partnering with Barnes Jewish to identify Limited English Proficient (LEP) members at
ED and hospitalization — Barnes Jewish employs their own language assistance services
that would otherwise not be captured by HealthCare USA.

e Language Access Brochure in Spanish and Bosnian that addresses how to access general
information, provide address and phone number updates, learn about member benefits,
eligibility questions, grievances and appeals, scheduling health care appointments, getting
answers to your medical questions and transportation benefits.

e Quality Interactions - a corporate e-training initiative to provide cultural competency
education for both clinical and non-clinical staff that interact with member and providers
on an intimate and ongoing basis.

Future Goals and Areas of Focus
e Establishing an on-going relatively automated data stream to track cultural competency
related measures and for on-going assessment for possible healthcare disparities within
our member population.
e Working in conjunction with our community and provider partners to continue existing
efforts and add additional interventions to address healthcare disparities in minority
populations.

As we continue to focus on providing education about cultural competency and health care
disparities to our employees and community providers and implement additional interventions,
we anticipate increased utilization of our language assistance services, well care, and
preventative services in our LEP population. We also anticipate a decrease in over-utilization of
emergency room services. As we expand our database/identification of LEP members (data from
Barnes Jewish and providers with their own language services in Western region), we anticipate
that our outcome measures will also improve.

Requests to Change Practitioners

Requests to change Primary Care Provider (PCP) are tracked by the CSO. These requests are
reported and tracked by provider, member, and reason. Quality of Care concerns are
investigated and tracked by Quality Improvement staff. Reasons for change are categorized as
follows:
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2007 2008 2009
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 (o) Q2
Enroliment 5178 | 4915 | 4464 | 3522 | 5738 | 4853 | 5400 | 5132 | 5119 | 4610
Other 2664 | 2436 | 4144 | 3864 | 2916 | 4562 | 4062 | 3698 | 4196 | 4876
Quality of Care 27 43 62 66 35 15 13 5 11 6
Provider Request 91 85 69 14 5 2 2 2 15 12
Quality of Service 25 20 35 47 13 18 9 1 14 2

Data Source: HCUSA data from Coventry Navigator Database

There was in increase in requests to change PCP in first quarter 2008. This is most likely a result
of the county expansion and members being auto-assigned a PCP and then changing after
enrollment in a plan.

Requests to change are also reviewed for identification of potential fraud and abuse. Frequent
member requested changes may be an indication of fraud and abuse. These are tracked to
determine the number of PCP change requests made and the reasons for the requests. Cases with
frequent changes are investigated and forwarded to the compliance analyst when appropriate.

Enroliment
Data Source: HealthCare USA Data from Coventry Navigator Database
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PCP changes due to Enrollment Reasons peaked in 2008 Q1 (5738) and have trended down
overall through Q2 °092 (4610). The most common reason for an enrollment change in 2009 Q2
is "Auto-Assignment" (2297).

236



Provider Request
100 Data Source: HealthCare USA Data from Coventry Navigator Database
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PCP changes due to Provider Request peaked in 2007 Q1 (91) and have trended downward into
2009 Q2 (12). The most common reason for a provider request change in 2009 Q2 is "Provider
Requested" (12). Providers can request a change as a result of member non-compliance and other
reasons that the database is not currently set up to define.

Other Reason
Data Source: HealthCare USA Data from Coventry Navigator Database
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PCP changes due to Other Reasons has varied from quarter to quarter. The most common "Other
Reason" for change in 2009 Q2 (4876) is "PCP change without reason" (3519). Detail surveys
show that members who are auto-assigned frequently change providers and when new members
are added to managed care through county expansions, for example, there is an increase in the
number of requests to change.
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Quality of Care
Data Source: HealthCare USA Data from Coventry Navigator Database
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PCP changes due to Quality of Care peaked in 2007 Q4 (66) and has trended downward through
2009 Q2 (6). The most common reason Quality of Care reason in 2009 Q2 is "Other Quality of
Care" (6). Investigations of these complaints have not resulted in identification of a true quality
of care issue.

Quality of Service

Data Source: HealthCare USA Data from Coventry Navigator Database
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PCP changes due to quality of service peaked in 2007 Q4 (47) and trended downward. There
were 2 changes due to quality of service in 2009 Q2. The reasons for 2009 Q2 were "Waiting
Time" and "Provider or Staff Attitude".
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Missouri Care

Average Speed of Answer

The average answer times in SFY 09 were as follows:

* Prior Authorization - 18 seconds

* Behavioral Health - 18 seconds

* Member Services - 13 seconds

In SFY 09 average answer times were slightly longer than the answer times in SFY 08, and all
departments were well below the industry standard of 30 seconds. Missouri Care has dedicated
staff committed to delivering the highest level of service.

Call Abandonment Rate

The average abandonment rate during SFY 09 for Prior Authorization, Behavioral Health and
Member Services Departments, was 1.97 percent, 3.69 percent and 1.32 percent, respectively.
All were well below the industry standard of 5.00 percent.

Non-Routine Needs Appointments

Routine Needs Appointments

Access to Emergent and Urgent Care

Missouri Care members have a right to the timely provision of health care services. In support of
this, Missouri Care adheres to the following appointment availability standards:

 Urgent care, within 24 hours

* Routine care, with symptoms, within 5 business days

* Routine care, without symptoms, within 30 calendar days

» For mental health and substance abuse services, aftercare appointments within 7 calendar

days after hospital discharge

Members are informed of these standards in the Missouri Care Member Handbook.

To monitor appointment availability within the provider network, Missouri Care conducts an
annual telephonic survey of PCPs and behavioral health professionals. In the most recently
completed survey from 2008, a random sample of 153 PCPs and 98 behavioral health providers
was surveyed: all 153 PCPs and 97 of the 98 (93 percent) behavioral health providers were found
to be compliant with appointment availability standards. Corrective action letters were sent to
the non-compliant providers to address the problem areas, with resurvey to ensure compliance to
occur in 2009.

Network Adequacy — Provider/Enrollee Ratios

Missouri Care has steadily grown its network over the SFY 09. In July 2008, Missouri Care had
a provider network consisting of 599 primary care providers (PCPs), 1,957 specialists, and 547
behavioral health professionals. By June 2009, the network had grown to 678 PCPs, 2.377
specialists, and 644 behavioral health professionals.

In July 2008, the ratio of members per PCP stood at 64:1, while that of members per behavioral

health professional was 71:1. By June 2009, the ratio of members per PCP had fallen to 60:1,
and that of members per behavioral health professional to 63:1.
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24 Hour Access/After Hours Availability

As part of the annual appointment availability survey, Missouri Care also monitors the
availability of providers after normal business hours. Of the 251 sampled providers (153 PCPs
and 98 behavioral health providers), 242 (96 percent) made arrangements for after hours
availability of a health professional. The vast majority of providers utilized answering machines
that directed callers to an alternative number providing access to the provider or a covering
provider, while some utilized answering services or call forwarding to allow after hours access to
the provider or a covering provider and a few referred members to a contracted 24-hour nurse
triage and advice line. Corrective action letters were sent to the non-compliant providers to
address the problem areas, with resurvey to ensure compliance to occur in 2009.

Open/Closed Panels
Missouri Care monitors the status of PCP panels on a monthly basis. In 2009, the proportion of
PCPs with open panels has remained very stable, ranging from 88% to 90%.

Cultural Competency

Missouri Care Health Plan is committed to establishing multicultural principles and practices
throughout its organizational systems of services and programs as it works toward the critical
goal of developing a culturally competent service system. The Cultural Competency (CC) plan is
integral to the Missouri Care’s quality improvement process and as such, employs a health plan
and system-wide approach to integrating core cultural competence principles into our daily
operations as well as in our day-to-day interactions with members.

Program Mission

To improve health outcomes and member satisfaction through promoting the delivery of
culturally competent, linguistically sensitive health care, and services that respect the cultural
backgrounds, beliefs, and literacy levels of our diverse membership.

Program Purpose

The purpose of Missouri Care’s CC program is to:

* Participate in the State’s efforts to promote the delivery of services in a culturally
competent manner to all members, including those with limited English proficiency and
diverse cultural and ethnic backgrounds

* Ensure that all health plan members receive equitable and effective treatment in a
culturally and linguistically appropriate manner

 Ensure that the health plan exhibits congruent behaviors, attitudes, and policies that come
together in a system that enables effective work in cross-cultural situations

» Comply with MO HealthNet Division (MHD) Cultural Competency requirements (RFP
No:B3Z09135, Section 2.3) and DHSS standards for Culturally and Linguistically
Appropriate Services (CLAS).

Program Activities - SFY 2009

In SFY 09 Missouri Care promoted the delivery of services in a culturally competent manner to
all members, including those with limited English proficiency and diverse cultural and ethnic
backgrounds. The following items were addressed:

* Followed phone procedures to use the AT&T phone line for any member who requires
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translation services. In addition, members were able to call using TTY.
* Assessed the number of members by primary language spoken (see Languages Identified,
page 14 for details).
* Made interpreter services available when members called Informed Health Line 24-hour
nurse advice line.
* Translated (or made available) materials in Spanish on the following topics:
- Member Handbook
- “Your Pregnancy” Booklet
- “You and Your Baby” Booklet
- EPSDT Reminder Postcards and Flyers
- Lead prevention/education materials
- Immunization schedules and booklets
- Disease management education materials
* Provided mandatory staff training on cultural competency

Program Plans — SFY 2010

In May 2009, Missouri Care created a new Cultural Competency (CC) plan designed to improve
health outcomes, increase member satisfaction, enhance operational efficiencies, and comply
with MO HealthNet contract requirements and federal standards for Cultural and Linguistically
Appropriate Services (CLAS). The Quality Management Department is responsible for preparing
the CC Plan and Work Plan and submitting them for review and approval to the newly developed
Missouri Care Community Outreach Advisory Council on Health (COACH). At least quarterly,
COACH participants will review the work plan to monitor progress and update or revise
activities as necessary. The outcomes of the quarterly reviews will be reported to the Quality
Management Oversight Committee (QMOC).

The 2010 CC Work Plan includes an annual project plan, which specifies projected CC activities,

designated staff and/or departmental responsibilities, and the resources required to complete the

work plan within anticipated time frames. The CC Work Plan is used as an action plan to

document specific goals for the coming year. For 2010 these include:

* Provide members with culturally competent, linguistically sensitive services and care
through our provider network

 Educate providers on culturally competent practices that improve member adherence to
prevention and wellness and treatment recommendations

« Support providers in assisting members in achieving improved health outcomes and
satisfaction

* Build a solid communication bridge between members and providers for all aspects of
health care

« Empower members to participate in their own health care through improved health
literacy, satisfaction and health outcomes

+ Implement practices to enhance Missouri Care’s ability to meet language and disability
needs of members

« Improve health plan capabilities to meet federal and state Limited English Proficiency
(LEP) and the Americans with Disabilities Act (ADA) requirements

« Identify areas of strength and weakness in the organization’s and providers’ cultural
competence and health literacy knowledge and practices
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+ Identify opportunities to remove linguistic, cultural, and accessibility barriers to care
through key initiatives and services such as Language Line®

« Increase internal awareness of activities that will increase the cultural competence and
health literacy of the organization

+ Implement practices to improve health literacy

* Maintain staff diversity

+ Implement systems and processes for monitoring and evaluating the care and services
members receive through the health delivery network

« Meet state and federal regulatory agency requirements

» To the extent possible, strive to develop and maintain a provider network that mirrors the
racial, ethnic and linguistic composition of our membership

Multilingual Services

Missouri Care members have access to a certified translation service through the Member
Services Department via Language Line® Services. The Member Services department accepts
calls from Relay Missouri in order to provide accommodations for members with a hearing
impairment. Special assistance is also available for cognitively impaired members or their
caregivers. The health plan communicates the availability of the translation service through the
Member Handbook and Provider Manual. Member services staff are oriented to this and
reinforce translation service availability when talking to both members and providers. Missouri
Care’s interpreter services support the MO HealthNet Division’s guiding principle of emphasis
on the individual person.

Requests to Change Practitioners

Missouri Care members have the right to change their primary care provider two times a year
without cause. During SFY 09, there were a total of 2,874 PCP changes. Of these changes, 2,465
requested to change to a familiar provider, 112 changed as a result of a location change of the
member or provider, and 297 changed for other reasons.

Molina Healthcare of Missouri
Average Speed of Answer
Molina Healthcare of Missouri’s (MHMO) Member Services and Medical Management
departments’ Average Speed of Answer (ASA) are reflected below. The Member Services
telephone statistics are reviewed by the Member/Provider Satisfaction Committee (MPSC) and
the Quality Improvement Committee (QIC), while the Medical Management telephone statistics
are reviewed by the Utilization Management Committee (UMC), Clinical Quality Improvement
Committee (CQIC) and QIC. The health plans’ goal is to answer 85% of all calls within thirty
(30) seconds or less. With the exception of three (3) months, Member Services met the goal. In
October 2008, the Member Services Department experienced longer talk times as a result of the
name change from Mercy CarePlus to MHMO as well as subcontracted vendor changes. In
January and April 2009 the department experienced staffing challenges which has been rectified.
Medical Management continues to review the data and determine methods for meeting the goal.
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Member Services ASA

ASA | JUL | AUG | SEP | OCT ([ NOV [ DEC | JAN | FEB | MAR | APR | MAY | JUN
97% [ 96% | 87% | 81% | 87% | 87% | 83% | 88% | 86% | 80% [ 88% | 89%

Medical Management ASA

ASA JUL AUG | SEP OCT | NOV | DEC | JAN FEB MAR | APR | MAY | JUN
82% | 56% | 54% |31% |39% |80% | 78% |85% |81% |77% |81% | 84%

Call Abandonment Rate

The average goal of <5% of calls abandoned was met and exceeded by Member Services.
Medical Management did not meet the abandonment rate goal for several months during the
conversion to a new pharmacy computer system. Following the conversion, the department met

the goal.
Member Services Abandonment Rate
Abandonment JUL | AUG | SEP | OCT | NOV | DEC |JAN | FEB | MAR | APR | MAY | JUN
Rate
04% [ 0.5% | 2.0% | 3.7% | 2.0% | 2.0% | 3% 2% 2% 3% 1% 1%

Medical Management Abandonment Rate
Abandonment | JUL AUG | SEP | OCT | NOV | DEC | JAN | FEB | MA APR | MAY | JUN
Rate R

2.2% 6.5% | 7.1% | 16% 11% | 2% 3% 2% 2% 2% 2% 1%

Non-Routine Needs Appointment

Practitioners make every effort to see the patient within an average of one hour from his/her

scheduled appointment. This includes time spent both in the lobby and in the examination room
before being seen by the provider. Providers can be delayed when they incorporate urgent cases,

when a serious problem is found, or when a patient has an unknown need that requires more

services or more education than was estimated at the time the appointment was made. In
addition, members who are late for their appointment may not be able to be seen within the one-
hour period. MHMO requires its participating providers to meet contractually required access

standards as set forth below:

Appointment Type

Standard

Routine care without symptoms

30 Days

Routine care w/symptoms

Within 1 week or 5 business days
whichever is earlier

Urgent, non-life threatening care

Within 24 Hours

Emergent (Serious) Medical/Behavioral Health

Services

Available
(24) hours seven (7) days per week

immediately

twenty-four

Maternity Care

First trimester appointment

Within 7 days

Second trimester appointment

Within 7 days

Third trimester appointment

Within 3 days

High risk pregnancy

Within 3 days
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Emergency Immediately

Mental Health
Behavioral Health Non-Emergent 5 business days
Behavioral Health Upon PCP’s request Within 72 hours

Behavioral Health and substance abuse after | Within 7 days after hospital discharge
care

Routine Needs Appointments
See appointment standards information above.

Access to Emergent and Urgent Care
See appointment standards information above.

Network Adequacy — Provider/Enrollee Ratios

MHMO has developed a geographically accessible network for members throughout the three-
region service area. It is of sufficient number, range, and depth to ensure that covered benefits
are available to members in a timely manner. MHMO providers include hospitals, physicians,
advanced practice nurses, mental health providers, substance abuse providers, pharmacies,
dentists, emergent and non-emergent transportation services, emergency medical services, dental
health care, and ancillary health care services.

MHMO tracks and monitors its provider network adequacy on an on-going basis. Various
reporting tools are used to identify areas of improvement. Member grievances and appeals are
monitored by the MPSC for trends in network adequacy. In addition, the network is reviewed
using the state-required distance standards as set forth by the Department of Insurance, Financial
Institutions & Professional Registration in 20 CSR 400-7.095. Appointment standards and
waiting times are also tracked and trended using member inquiries and grievances.

24 Hour Access/After Hours Availability

MHMO offers 24-hour toll-free Nurse Advise Line (NAL) to accommodate all members across
the three regions to ensure access to twenty-four (24) hours per day health care. The NAL
provides medical and parenting advice to members using nationally recognized phone triage
systems. The toll-free NAL includes telecommunication service to accommodate deaf
participants. The MHMO Nurse Advice Line is a medical triage line available to all MHMO
members’ 24-hours per day, including weekends, and holidays. The NAL offers resources to
help members decide when it is appropriate to use the emergency room or urgent care, contact
the on-call physician or wait until the next day to call the Member’s primary care provider (PCP)
(the Medical Home).

MHMO requires that all participating Primary and Specialty Care Practitioners be available to
assist/direct members’ needs twenty-four (24) hours a day, seven (7) days a week. Primary and
Specialty Care Practitioners should have office hours at least 20 hours per week, preferably over
the span of four (4) days per week. An annual phone survey is completed for all PCPs,
OB/GYNs, and other health plan-designated providers. Providers are called after-hours to
determine if the provider meets their contractual requirement. Provider Service Representatives
visit identified providers who do not appear to meet the standard and review a corrective action
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plan with the provider and staff. The Provider Service Representative follows up on the
corrective action plan to assure adherence.

Additionally, providers are required to include on the Counsel for Affordable Quality Healthcare
(CAQH) Form during the credentialing and re-credentialing process detail of their 24-hour
access and after hours availability. If a provider’s description of access and availability does not
meet the access and availability standards, the designated Provider Service Representative will
contact the provider to discuss appropriate access.

Open/Closed Panels

PCPs may define the number of members they want to have assigned to their care, or close their
panel by submitting written notification to MHMO. Currently, the state of Missouri limits the
number of patients per physician to 1,500 patients.

During the reporting period, MHMO had 2,446 participating PCPs in its network. Of all
providers, 85% had open panels. This results in a PCP to participant ratio of approximately 1:37.
MHMO acknowledges when providers must limit patient panel load due to extenuating
circumstances as such conditions could compromise patient care.

Providers may request member removal from the provider's panel for cause, however providers
are expected to make every effort to resolve incompatible patient relationships and notify their
Provider Relations Representative prior to making a decision to remove a member from the
panel. Reasons for cause include family continuity, abusive behavior, a documented pattern of
non-compliance, and failure to keep or cancel scheduled appointments. The provider must notify
MHMO in writing indicating reason for the request. When this occurs, Member Services
immediately contacts the affected members to assist them in finding a new PCP and takes the
appropriate action to resolve the dispute including but not limited to filing a grievance on behalf
of the member.

Cultural Competency

MHMO incorporates cultural competency training into its training for employees. During a
scheduled all employee training day, the Molina Institute for Cultural Competency visited
MHMO and presented a cultural update on the subject of diverse communities with reference to
the Bosnian and Latino communities. MHMO has plans for additional cultural competency
training for employees.

Multilingual Services

MHMO examines opportunities for continuously improving multilingual services offered to its
members with English language barriers. MHMO tracks data on the volume of members who
have been identified as speaking a language other than English. MHMO’s current membership
reports reflect a total of 200 or 5% of eligible members that speak Spanish as well as English.
Incorporated into MHMOQO'’s practitioner orientation program is education on processes to access
interpreters for members.
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Requests to Change Practitioners

Members are allowed to change their PCP up to two (2) times per year after the initial
assignment. MHMO considers any request that exceeds the allowed 2 per year on a case-by-case
basis. If the PCP change requests exceed 2 per year, consideration is given to issues of
provider’s accessibility, attitude, and quality of care, enrollment and acts of insensitivity. In
cases where the PCP has left the plan, members are given the option of choosing a new PCP
before being assigned to a new provider. MHMO notifies all affected members in writing at
least thirty (30) days in advance of the change, and issues a new member identification card once
the member is assigned to a new PCP. This is not considered as one of the 2 times members are
permitted to change per year without cause. If the provider’s termination does not allow the
required advance notice Member Services takes the liberty of calling to notify members to ensure
they are reassigned to a new PCP as soon as possible and educate our members on the
importance of having a PCP home to effectively manage their care.
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Fraud and Abuse

The following information was taken from the MO HealthNet Managed Care health plans' SFY
2009 Annual Evaluations:

Blue Advantage Plus of Kansas City

Prevention, Detection, Investigation

Blue Cross and Blue Shield of Kansas City (BCBSKC) established the Special Investigations
Unit (SIU) in 1986 and it has been in continual operation since that time. The SIU has multiple
goals:

e To prevent and deter fraud and abuse through acts committed by providers, members,

employees and any other BCBSKC business constituents.

e To deter unnecessary medical services.

e To demonstrate the company's strong commitment to honest and responsible provider and

corporate conduct.

e To facilitate compliance with state law, federal law, accreditation agency requirements,
contractual requirements, and Blue Cross and Blue Shield Association requirements.
To prevent processing of fraudulent or abusive claims.

To facilitate a more accurate view of risk and exposure relating to fraud and abuse.
To minimize the financial impact of fraud and abuse to BCBSKC and its clients.
To meet the customer expectations that we will reimburse only for services that are
appropriate and do not constitute fraudulent or abusive activity.

We execute this mission through strong inter-departmental processes and communication
procedures, supplemented by fraud and abuse detection technology, and supported by
appropriate policies and procedures. Currently, the SIU has three full time staff members. The
SIU Manager is a Licensed Practical Nurse and a Certified Professional Coder (CPC). The Fraud
Investigation is working on completion of a degree in Investigations from Bellevue University.
The Clinical Fraud Investigator is a Licensed Chiropractor; a Certified Professional Coder (CPC)
and holds an accounting degree.

The SIU has other resources available on an as-needed basis, including claims auditors,
registered nurses, medical directors, pharmacists, quantitative analysts, I'T support personnel, and
financial analysts. If required, the SIU has access to external resources such as investigators and
independent review organizations for determination of medical necessity and validity of medical
records documentation.

The SIU is a department within the Audit Service and Compliance Division (AS&C) under the
management of the Director of Audit Services and Blue-Advantage Plus — Annual Appraisal of
the QI Program — Program Year SFY2009 41 Compliance Officer. The Director of Audit
Services and Compliance Officer reports to the Senior VP of Financial Services Group and has a
direct line of reporting to the Board of Directors Audit Committee.
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Other activities undertaken by the AS&C Division include:

e Conducting regular reviews and audits of operations to guard against fraud and abuse.

e Assessing and strengthening internal controls to ensure claims are submitted and
payments are made properly and that the company*s assets are appropriately protected.

e Establishing and maintaining organizational resources to respond to complaints of fraud
and abuse.

e Establishing procedures to process fraud and abuse allegations.
Establishing procedures for mandatory reporting requirements.

e Developing procedures to monitor utilization/service patterns of providers,
subcontractors, and beneficiaries.

The SIU currently uses STARSentinel™ software. “STARSentinel is an automated ,gearly
warning™ system that applies both standard and user defined rules to identify billing patterns that
differ dramatically from a provider's past history of the norms for a given condition or specialty”
(2003 ViPSSM). The software provides a more timely and accurate in house data mining
capability to identify and investigate trends and indicators of fraud and abuse. The STARSentinel
software was upgraded to include the pharmacy module in first quarter 2009. This additional
capability will provide the SIU with a more complete view of members and providers.

The SIU may receive referrals or identify instances of potential fraud and abuse from any of the
following sources:

e Members, providers, other insurers, and the public.

e Personnel in the BCBSKC claims, customer service, medical management, provider
services, audit services, underwriting, and any other BCBSKC departments.
Data studies conducted by BCBSKC and/or contracted external data analysis vendors.
The BCBSKC Anti-Fraud Hotlines.
The Code of Business Conduct Hotline.
The Federal Employee Program (FEP) Anti-Fraud Unit.
Law and regulatory enforcement agencies such as local police departments, the Missouri
Department of Insurance, Financial Institutions & Professional Registration, the Program
Integrity Unit, the FBI, or other such agencies.
e The Blue Cross and Blue Association National Anti-Fraud Department (NAFD).

Federal Anti-Fraud Task Forces.
e Local and/or national media sources.

Employees may report improper activity to their supervisors, the General Counsel, the Director
of Audit Services and Compliance Officer, the Deputy Compliance Officer, SIU staff, or a
member of the Compliance Committee. In accord with the federal False Claims Act, the
Corporate Compliance Program expressly prohibits retaliation against those who, in good faith,
report concerns or participate in the investigation of compliance violations. Employees are
allowed to report anonymously.

As a part of the credentialing/recredentialing process, BCBSKC screens providers against the

Office of Inspector General (OIG) debarred providers list as well as the Office of Foreign Asset
Control (OFAC) anti-terrorist list
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in compliance with Executive Order 13224. Likewise, BCBSKC screens new and existing
employees, members, brokers, and vendors against the OFAC lists and conduct background
investigations on all new employees. Certain employees (including those involved in government
programs) are subject to repeat background checks at five year intervals.

In general, the coordination or departments throughout the organization, the use of technology,
the skills, and abilities of experienced personnel, and the support of executive management
combine to provide a comprehensive approach to the prevention, identification, and investigation
of fraud and abuse in the BCBSKC service area.

Training and Education

BCBSKC conducts fraud awareness training to highlight the issues of fraud, the red flags that
may indicate potential fraud or abuse, and the means to report suspected instances of fraud and
abuse. BCBSKC employees are informed about fraud detection and reporting during Code of
Business Conduct training and through required compliance training sessions.

BCBSKC notifies providers about issues of fraud and abuse in the Provider Office Guides. As
necessary, topics of fraud and abuse will be communicated via provider newsletters and through
provider advisory committees.

Fraud and Abuse Cases

Case 1

A local Kansas City, MO Walgreen"s Pharmacy called to report a patient who was forging
prescriptions using a doctors DEA number. The doctor filed a police report with Green Valley
Police Dept. The doctor had not seen this patient for approximately three years and believed the
member was printing false computer generated prescriptions for hydrocodone w/APAP 10-
325mg.

Placed on pharmacy lock-in 04/04/2008.

Correction: the fraudulent claims were not being billed to the BA+ program. Notified the State
requesting advice since this did not impact State funds, BA+ did not feel they had a right to place
on lock-in program. Eventually the State changed pharmacy benefit managers and BCBSKC was
no longer responsible for pharmacy lock-ins effective 7/1/08.

Note: law enforcement referral was made by the physician whose name the member was using to
forge prescriptions.

Outcome: Member is no longer monitored per the change in policy mentioned above.

Case 2

In September 2007 Dr. Martha Hurley notified BCBSKC in writing that a nurse mid-wife
obtained their provider number in Dr. Hurley's name without her permission and associated it
with the Suzanne Ryan Midwifery Services in Leavenworth, Kansas. Ms. Ryan obtained the
number in May 2007 and had been billing claims for BA+ members. In a conversation with Ms.
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Ryan she acknowledged she forged the signature on a letter to BCBSKC requesting the billing
number as Dr. Hurley. The number was termed upon notification by Dr. Hurley. A demand letter
was sent to Suzanne Ryan for $9,306.00 4/29/08. Ms. Ryan reimbursed the monies and refiled
the claims for her services under her own rendering number. Further action pending.

Actions Taken

9/2007 Provider Dr. Hurley number termed.

9/2007 Provider Suzanne Ryan placed on Pre-Payment review.

9/2007 to 12/31/08-Claims history reviewed and documented. Analysis of claims processed
through Blue Card and through BCBSKC.

1/31/08 Met with Legal to discuss case.

4/23/08 Demand letter sent to Suzanne Ryan for return of $9,306.00 paid under Dr. Hurley's
number.

4/28/08 Received check for repayment of the $9,306.00.

5/28/08 Claims sent to Operations for adjustments.

8/15/08 Continue to monitor claims from provider. Provider is nonparticipating.

Outcome: Quarterly reports submitted to State on Suzanne Ryan indicated the SIU closed her
case effective 5/15/2009 after monitoring her claims.

Children's Mercy Family Health Partners

Prevention, Detection, Investigation

Fraud and Abuse Plan Overview

The Fraud and Abuse Plan requires that fraud and abuse concerns are reported, investigated,
resolved and tracked. As part of this process fraud and abuse case data is compiled quarterly
with the Compliance Program data and then summarized annually to evaluate the effectiveness
of the Program. This information is presented to the Board of Directors. The Chief Executive
Officer, Corporate Compliance Officer and Compliance Committee provide oversight of the
Compliance Program.

Prevention and Detection

Children‘s Mercy Family Health Partners” (CMFHP) Fraud and Abuse Plan outlines specific
methods of prevention and detection of suspected, alleged, potential or actual fraud and abuse.
Some of the methods used are (1) claims software that identifies anomalies in provider billings
or that do not meet the billing payment requirements, 2) delineation of job responsibilities
between departments to ensure checks and balances of processes, 3) routine review of member
enrollment and dis-enrollment to ensure accuracy of membership data, 4) strong credentialing
and re-credentialing processes that evaluate provider's participation in federal and state
programs, 5) strong internal processes such as annual employee conflict of interest review, and
6) ongoing training regarding compliance/fraud and abuse identification and reporting.

Tracking Compliance/Fraud and Abuse Cases and Concerns

The CMFHP Fraud and Abuse Committee is comprised of representatives from the Compliance,
Customer Service, Health Services, Claims, and Provider Relations departments and is
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responsible for investigating suspected cases of fraud and abuse. Cases are referred to the
Committee by various internal and external sources including all CMFHP departments, physician
offices, pharmacies, state agencies, community health centers, CMFHP beneficiaries and more.
In July of 2009, CMFHP developed on-line database programs to enter, track and report
compliance and fraud and abuse cases. Data access and security for the Children“s Mercy Family
Health Partners database is limited to the CMFHP Compliance Officer and other members of the
CMFHP Fraud and Abuse Committee. The information on the log is used to create the aggregate
quarterly and annual compliance/fraud and abuse case reports.

The development of the database has also provided tools for tracking issues that did not meet the
compliance/fraud and abuse case file criteria, but are issues that the Compliance Officer feels
should be monitored. The compliance database has a monitoring log that is used in these
situations. This provides the Compliance Officer with tracking of recurrent issues that may
require additional staff training or education or further operational evaluation.

Fraud and Abuse Case Activity

Starting in 2004 with the use of the database, compliance/fraud and abuse case activity is now
available through the reporting function of the compliance/fraud and abuse database. The
following represents the fraud and abuse case data for Fiscal Year 2009 (July 1, 2008 — June 30,
2009):

» There were 9 fraud and abuse cases investigated in Fiscal Year 2009, 1 provider and 8
members

Of the 9 cases, all were resolved during FY 2009

There were 5 CMFHP member cases of fraud and abuse substantiated. All of those cases
were referred to DMS in order for it to make lock-in determinations

There were 3 CMFHP member cases of alleged fraud and abuse that were investigated but
not substantiated

There was 1 provider/subcontractor case of fraud and abuse substantiated.

There were no provider/subcontractor cases of fraud and abuse that were investigated but
not substantiated.

All cases were rated as low risk

YV VYV V VYV

Training and Education

The database also features a module that can be used to track training and education conducted
by the Compliance Officer. This includes annual compliance plan and fraud and abuse plan
trainings, employee newsletter articles, provider newsletter articles, etc. The following training
and educational activities related to fraud and abuse were completed in FY 2009:

» New employee orientation (CMFHP specific orientation provides the employee with
basic knowledge and expectations related to fraud and abuse identification, detection and
reporting)

»  Annual Education Fair (employees are required to attend an annual education fair or
complete the training on line through the Children“s Mercy Hospital Online Education
System, called CHEX. Both of these venues provide information on fraud and abuse
identification, detection and reporting).
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»  Annual Corporate Integrity Plan training (CMFHP employees are required to attend the
annual Corporate Integrity Plan training, which occurred in May and June 2009. The
training includes review of the Compliance and Fraud and Abuse Plans)

» Newsletter Articles (employees are required to read the monthly In the Know employee
newsletter. Information is routinely submitted from the Compliance department
regarding topics related to fraud and abuse).

HealthCare USA

Prevention, Detection, Investigation

The fraud and abuse program continued throughout FY 2009 by maintaining, as well as
updating, the previous years work. HealthCare USA continues activities to prevent, identify,
investigate and resolve fraud and abuse among members, providers and employees of the health
plan.

The Compliance Management Committee, which encompassing the fraud and abuse program,
continues to meet to review fraud and abuse issues and updates. Coordination, prevention and
detection activities and any open cases are discussed during Compliance Management
Committee meetings. This committee is multi-disciplinary and interdepartmental. Feedback
about fraud and abuse issues is received from all HealthCare USA departments. Additionally,
information may be found in member and providers complaints and other survey content,
through claims review, quality of care investigations and through on-going provider monitoring.

All fraud and abuse policies and procedures documenting the processes for the fraud and abuse
program continue to be adhered to and reviewed on an annual basis, at minimum. These
policies, as well as all HealthCare USA policies, are maintained on a shared drive where all
employees can access them.

Processes for fraud prevention, detection and investigation continue to evolve throughout the
company, as well as with external parties. Processes for obtaining information related to
suspected fraud and abuse investigations also continue to be reviewed and opportunities to
improve the processes identified and implemented. Internal departments that are most likely to
encounter or detect fraudulent activities related to members include, but are not limited to,
Customer Service Operations (CSO), the Pharmacy Department, Case Management, Disease
Management, Quality Improvement and Provider Relations.

The Special Investigations Unit (SIU) runs reports to detect and investigate potential provider
frau