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Executive Summary

The Minnesota Department of Human Services (DHS) purchases medical care coverage
through contracts ith managed care organizations (MC@wtreceive fixed, prospective
monthly paymergtfor eachenrollee. DHS is responsible fagvaluating care to enrollees in
Minnesotd@s publicly funded MCOs relative to health care quality, timeliné¢ssre and
accessibility to services

In 2009,Minnesotds publicly funded managed care programs included Families & Children
Medical Assistanc@~&C MA), Managed Care General Assistance Medical Care (MC
GAMC), Minnesota Senior Care Plus (MSCahdMinnesotaCargtheyalso includd three
voluntary, managed care, Medicaviedicaid integrated programs: Minnesota Senior Health
Options (MSHO)Minnesota Disability Health Optia(MnDHO), and Special Needs Basic
Care (SNBC). The DHS/MCO Contract specifies the relationships between purchaser and
service providers, and it explicitly states financial, service delivery, and goéligre
compliance regirements.

In keeping with federdExternal Quality Reviewequirements, as set forth in the Balanced
Budget Act of 1997 (BBA)the Michigan Peer Review OrganizatioddRRO) conducted a
comprehensive review of the nine MCOs listed below to assess eaclzatigats
performance relative to the quality of health care, timeliness of serviceaceeskibility to
care for enrollees.

A Blue Plus
FirstPlan Minnesota (FirstPIaln)
HealthPartners (HP)
Itasca Medical Care (IMCare)
Medica
Metropolitan Health Plan (MHP
PrimeWest Health System (PrimeWest)
South Country Health Alliance (SCHA)
A UcCare

This 2009Annual Technical Report (ATR) is MPR®assessment of mandastate and
federalactivitiesorganized around anifying framework: structure, process)d outcomes

This framework serves as the foundation on which MPRO has made recommendations to help
theseorganizations maintain and improve health care servi€bis assessment consists of an
inventory of activities and programs set forth in the DHS/MCO Congratttthe BBA

>y v D> D> D>

' FirstPlan discontinued operations as of January 1, 2010.
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Changes to the DHS Quality Improvement Program

In the past yeacertainevents impa&dthe various programs DHS offers. These events
included discontinuation of the MnDHO program, closure of FirstPtdmangeof GAMC,
completion of race ahregion analysis, creation of integrated programs for the dually eligible,
improvements to the grievance system eatiamission procesand provision of technical
assistancéo the MCOs by MPRO.

MDH QA Examinations

TheMinnesota Department of HealfhMDH) Quality Assurance(@A) Examinationaddresses
MCO compliance with Minnesotaanaged care licensing statuiteshe areas of quality
program administration, the internal complaints and appeals program, availability and
accessibility of health services torellees, and compliance with Minnes@tartilization review
laws. During 2009%two MCOs had QA ExaminatioReports finalizedlealthPartners and
Medicg andtwo MCOs had MidCycle ReviewsKirstPlan and UCaje HealthPartnerbad
four deficienciesandfour mandatory improvementsviedicareceivedfour deficiencies
(including one repeat deficiency from 200@ur mandatory improvements, ande
recommendationuting its 2009 QA Examination.

Triennial Compliance Assessments (TCA)

OneMCO, UCare undervent the TCA review process based on 2009 requireméertie
MCO had multiple areas afoncomplianceelated to utilization managemeudenials,
terminations, and reductiof®TRs); notices of actiongrievances and appeaind advance
directives

Performance Improvement Projects (PIPS)

In 2009, DHS validatethree PIPs related to blood pressure control for members with diabetes.
The MCO collaborative acountybased purchaseollaborativé, and UCardfor MnDHO) all
selectedhe same PIP topic. The gosto increase the proportion of members with diabetes
who have blood pressure in confra$ defined by the Healthcare Effectiveness Data and

Information Set (HEDI@)4 indicator from the Comprehensive Diabetes Care measure.

Grievance System Data

All of the MCOggrievance rates were well below 1 per 10,000 member months. I8Care
grievance rate fell from 3.2 to 0.14 grievances per 10,000 member mdihghsppeal rates
for both Blue Plus (12.21) and IMCare (22.66) exceeadedverageacross MCOs Most of

2

MCO collaborative includes Blue Plus, HealthPartners, Medica, MHP, and UCare.
3

CBP collaborative includes IMCare, PrimeWest, and SCHA.
4

HEDIS" is a registered trademark of the National Committee for Quality Assurance.

—~
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the 200%ppeakates decreased substantially from 2008 with the exception of ME#ica,

and PrimeWesteach ofwhich increase onlyslightly. In 200, the percentage of MCO
decisionappealghat wereoverturned decread and the percentage of MCO decisions that
were upheld increased’he DTR rate, per 10,000 member months, varied substantially among
MCOs annually. PrimeWest and MHP had the highest rates of DTRs fromt200ght2009.
Medica, on the other hand, consistently had the lowest DTR rates fromi260ght2009. In

2009, the two most common resolutions to State Fair Hesuaegurring abouequally,were
thatthe casesvereresolved before the hearing and that theQ/@2evailed.

QA Work Plans and QA/PI Program Evaluations

Every year, each MCO is required to submit to DHS a written evaluation of its quality
improvemen{QI) program and a Work Plan for the upcoming @eaguality activities. Thee

QA Work Plars and Evhuations generally comply with mobtational Committee for Quality
AssurancéNCQA) standards and State statutes/rules and regulations. However,®MPRO
mostcommon recommendatisfor the MCOsareto crosswalk all quality documents to ensure
consistencyyse the same nomenclature as the regulations to ensure clarity, and to adequately
address the requirements regarding information systems and focused studies.

Practice Guideline Reports

MCOs must: 1) adopt practice guidelines based on clinical evidentgk®) certain the
organizatiods guidelines arelisseminagdto providers, 3) ensure proper application of
guidelines to an MCO decisiemaking process, and 4) perform an annual audit of provider
compliance with the guidelineg’hree MCOs- IMCare,MHP, and PrimeWest presented
detailedimprovement strategiemnd recommendationdn general, there was comparability
and consistency amottige Practice Guideline Reportsecausenostof the MCOs now use the
standard form recommended by MPRO in the 200RAThe MCOs that did not use the
templateoftendid not address specific dates for guideline updates the strategies for
opportunities and recommendations were not akepth as thosesing the template.

Special Health Care Needs Reports

MCOs are rgsonsible for: 1) identifying enrollees with special health care needs (SHCN), 2)
assessing identifieBHCN patients, 3) providingnrollees with SHCNccess to specialists
consistentvith assessment findings, and 4) reporting annually t&thie a summarthat

briefly describes these efforthreeMCOsi MHP, SCHA, and UCaré met all of the SHCN
reporting requirements from the MCO/DHS Contract

Performance Measures

DHS uses performance measures to quantify qualitare and service improvements by
focusing on measimmg process or outcome charsgddHS bases these measureH#DIS
specifications, which are developed and maintained by NCQA. DHS contracts directly with

—~
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MetaStar, an NCQ#ertified HEDIS auditor, to conduct an independent calculationsadit

of each MC@s performanceneasures based on encounter data submitted to Di&all,

F&C MA and MinnesotaCare progrardemonstrated the most measures with increased rates
over three yearsAntidepressar¥ledication Managemeri€Continuouslreatment) ad

Cervical Cancer Screenirgethe only two measures with downwagrdrformancedrends by

MC GAMC and MinnesotaCargrograns, respectively

Consumer Assessment of Healthcare Provider and Systems Survey

DataStat, Inc., an NCQaertified Consmer Assessment of Healthcare Provider and Systems

Survey (CAHPS®) vendor, under contract with DHS, conductedktanaged Care Public
Programs Consumer Satisfaction Survey. The annual survey assesses and compares the
satisfaction of enrollees in publiclyrided, managed care programs administered by DHS.
With theexception oMnDHOG ratingsfor How People Rated Their Health Camember
experience ratingor all programsre higher than the 20 MedicaidHMO national average.
Similar to last yearespamdents across all programs consistently gave the highest ratings to
How Well Doctors CommunicateConverselyGeting Needed Carbad the lowest rate of
positive responses in every program.

Numeric Scoring

Numeric scoring provides an objective meanddmonstrate each M@®ongoing

improvement efforts. This system incorporates two key outcomes of care addressed in the
ATR: enrollee satisfaction (CAHPS) and performance measures (HEDISpmparing

overall performance, the average score has goma by4.4 points since 208
HealthPartnerbas the highest overall numeric score with.9points out of a possible 100.
When comparing the 2009 numeric scores with2QCare and MHRIemonstrated the

largest numeric score decresise

Voluntary Changes MCO Enrollment Survey

DHS administera monthly written surveto track voluntary changes in MCO enroliment and

to compare the reasons enrollees in F&C MHnnesotaCareand MSHO programs chardje

from one MCO to anotherThe 2009 statewide changegdbr F&C MA, MinnesotaCare, and
MSHO enrolleesemained relatively stable from the previous yedr.8%, 25%, and 2%,
respectively.The reasons for voluntary enrollment changes varied across prdguamere

similar to the previous yeaiOne of thenost common reasomggvenfor F&C MA enrollees to
change health plans wHsatthey wanted to try a different plan. For MinnesotaCare, more than
half of the changes were the result of enrollees being placed in a plan they did not choose.
Among MSHO enrollees, many changed becausedbeld not get the services they wanted

—~
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Financial Incentives and Disincentives

DHS developed a payment strategy to encourage increased health care service utilization in
preventive and chronic disease care. Minnesota MCO reimburses providers on a capitated
basis and added financial performamuzentives to the contract in 2001 to cover the cost of
expanding preventive services. In 2009, DHS paid participating MCOs a toiad 6855

The total incentive dollars paid to MCOs has decreased ®y,$10since 208. DHS has paid
$6,743,6850 the MCOs since 2004None of the MCO4ost points in the performance
measuravithhold targetareasn 2009

Completed PIPs

In 2009,four PIPs were concludesliccessfully FirstPlan completed its 2008 blood lead
screening PIPand UCare completed its PIPs on colorectal cancer and chlamydia screening.
The MSHO Collaborative including MedicaUCare,and MHP- successfully completed a

PIP on pneumococcal vaccinations.

2007 ATR Recommendations Folleldp

MPRO requested that eabtCO describe how their organization addressed both general and
MCO-specific recommendations in the Z08nnual Technical ReportThrough the written
responses, each MCO documerdgethedegree of consideration for the ATR
recommendationgven when they dinot agree with them. Those MCOs that addressed
resource issues, upddtpolicies and procedurelettereducaedtheir staff, andmplemented
corrective action plans<CAPS provided the most compelling evidence that they are effectively
striving to impove on the issues identified through the ATR recommendations.

MCOSpecific Strengths and Weaknesses

The number of strengths almost exactly matches the number of weakmdssksndicates
general improvement on some of the recurring review activitiesh Mtreasing expectations
by purchasexfor quantifiable indicators of high quality care, MCOs must continue their
improvement efforts. Bysing CAPs tdocusin on areas of weaknesscluding training staff
on basic concepts of continuous quality imymment such as root cause analysis, MCOs can
effectively address the most common issgash asioncompliance oMDH QA

Examinatiors and TCA Audis and low CAHPS ratings. To ensure accountability, these efforts
should be documented in the QA Work Plad &nacked through th@uality
Assurance/Program Improveme@A/P1) Program Evaluationsing the nomenclature
specified in the contract to ensure clear linkagdsese types ofr@yoing efforts will keep the
MCOs moving towards excellence

—~
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Discussion and\dvice to DHS

TheMCOsevaluatedby MPROhave demonstrated advancements in several important areas
andprogramwide outcomeseflect high quality care overalBecause many of the larger
issuesareaddressed through contract changes and existing rectextias, MPRO advises

DHS toselectsmallerissues, one at @ime, which could benefit from additional attenti@md
improvement As a start, DHS shoultbnsiderfocusing on MCO compliance with advance
directive requirements.

M% Executive Summary Pagevi
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Chapter 1: Introduction

The Minnesota Department of Human Services (DHS) purchases medical care coverage
through contracts with managed care organizations (MCOs) that receive a fixed, prospective
monthly payment for each enrolleln 2009,Minnesotds publicly funded managed ear
programs included Families & Children Medical Assistateed MA), Managed Care

General Assistance Medical Care (MC GAMC), Minnesota Senior CaréW8(+),and
MinnesotaCargthey also includethreevoluntary managed car®ledicareMedicaid
integratedorograms: Minnesota Senior Health Options (MSH@Ipnesota Disability Health
Optiors (MNDHO), and Special Needs Basic Care (SNBT)e DHS/MCOContract specifies

the relationships between purchaser and the MCOst arglicitly states compliance
requrements for finances, service delivery, quabfycare terms, and conditions. DHS and the
MCOs meet throughout the year to ensure ongoing communication between the purchaser and
the MCOs and to discussntract issues.

DHS has contracted with the Miclaig Peer Review Organization (MPRO) to serve as its
External Quality Review Organization (EQRb}\S part of this contract, MPRO assesses
MCO QI activities and provides recommendations on how these activities can improve the
timeliness and quality of, and access to, health care services for ensrdlleiesr.eport is the
result of MPR@s assessmennd review of these activitiésr 2009. Due to the timing of
several of the evaluations and data elements that contribute to the creatioArofubé
Technical ReporfATR), it is not released until later the following year.

Purpose and Objectives

Thepurpose of th009ATR is ta

A Discuss the results of the quality assessments performed in accordance with the
Balanced Budget Act (BBA) of 1997 [Subpart E, 42 Code of Federal Regulations
(CFR), Section 438.364]

A Review the strengths and weaknessesath of the ninetate-affiliated MCOs

>\

Provide recommendations for performance improvement

A Establish a foundation to enhance states qualityof-care services provided to
publicly funded programs

A Provide technical assistancette MCOs

The objective othis report is to provide comprehensive insight into the performance of the
MCOson key indicators of health care quality for enrolleépublicly funded program

® 42 CFR§438.350
6
42 CFR§438.364

—~
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Chapter lintroduction provides general information about DHS, the purpose and obgctive
of the ATR, explanation of DHS/MCO Contract requirements, details on how the report is
organized, and explanations of the concepts and resources used to evaluate MCO activities.

Chapter 2Changes and Updates that Impact the DHS Quality ImprovelRtegtam focuses
on key changes to the various programs DHS offers, incluigegntinuation of the MNDHO
program, the closure of FirstPlazhangein the GAMC program completion of race and
region analyss creation of integrated programs for the dyaligible, improvements to the
grievance system dataubmission procesand provision of technical assistartogehe MCOs
by MPRQ

Chapter 3Key Findings Summayyliscusses the most important findings from 2009 review
activities in the context of contilous quality improvemerCQI) — that is, structure, process,

and outcomes. These concepts serve as the underpinning for the entire MPRO report. Key
findings for each MCO include, but are not limited to, various activities such as the Minnesota
Departmenof Health (MDH) Quality Assurance Examinations, Triennial Compliance
Assessment (TCA) Audits, performance improvement pro{€tis) voluntary disenrollment,
member satisfaction, grievance t&ya data, performance measuyr@sd numeric scoring.

Chapter4, 2007 ATR Recommendations Follow, [gpesents how each MCO addressed the
guality-improvement recommendations made by MPRO in th& 200R and provides an
evaluation of the adequacy of the responses as appropriate.

Chapter 5MCO-Specific Strength and \&keness Evaluatigrdrills down to the strong and
weak points of each MCO and recommends activities to help them focus their-quality
improvement efforts. These recommendations will enable each MCO to align its
organizatiois initiatives with industry staads as well as benefit from the experiences of
other MCOs.

Chapter 6Discussionprovides commentary and advice on the structure of Uty

programs and the requirements each MCO must meet based on its contractual agr@éments
commentanhighlights those DHS efforts that are working well and offers ideas for enhancing
programs in the future.

Chapter 7MCO ATR Commentgrovides remarks from each responding MCO abouiTre
prior to final publication.

Quiality Strategy

TheCenters for Mediare & Medicaid ServiceCMS) requiresstateMedicaidagencieso
have a written strategy fewvaluatingthe quality ofcare of its publicly funded managed care
programs.The 2M9 DHS Quality Strateg7wperatioralizes theheories and precepts that
influence the purcha®f managed health care serviéespublicly funded programs.

! See th2009ATR Companion Report for tHdinnesota Department of Human Services, Managed Care Public
Programs, 2009 Quality Strategy, ReviSede 2008.

—~
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Purchasing quality health care services is the primary outcome of the Quality Strategy. To
achieve this outcoméhere must be measurement of improvement in enrollee hétitis and
satisfaction as functi@of cost. DHS anticipats the Quality Strategy will result iall of the
following essential outcomes:

1. Purchasing quality health care services

2. Protecing the health care interest of managed care enrollees through rmgnitor
3. Assisingin the development of affordable health care
4

. Reviewing and realigmg anyDHS poligesand procedures that act as unintended
barriers to the effective and efficient delivery of health care services

o

Focusng health care improvements on enrollee demographics and cultural needs

Improving the health care delivery systé&rcapacity to deliver desired medical care
outcomes though process standardization, improvemedtnnovation

7. Strengthemg the relationshigpetween patients and health care providers

DHS is in compliance with the requirements of a Quality Strategyasidrmulatedits plan
in amanner that is likely to result in positive outcomes and measurable improvement across
programs.

DHS/MCO Contrad®equirements

DHS contracts with nine entities. MDH licenses six of the entities as MCOs (Blue Plus,
FirstPlan MinnesotaHealthPartners, Medica, Metropolitan Health Plan, and UCaie)
remaining three entitiésltasca Medical Care, PrimeWest Healyyst@m, and South Country
Health Alliancei are licensed as CounBased Purchasing (CBP) organizatiok®r the
purposes of this report, MPRO considertadime to beMCOs.

Through itsMCO contracs, DHS requires them to provide a wide range of admatise
management services and to develop and subcontract with health care providers to deliver
services. The contract also requires MCOs to work with their providers to improve quality of
care for enrollees. DHS oversees and monitors compliance withdbggities by way of

various MCO reports on a broad range of contract issues designed to ensure enrollee health
care needs are being met. In addition, MPRO uses the reports to review the impacts and
effectiveness of MCO contractual compliance as wedlssgss each organizatisistrengths

and weaknesses.

In 2009,enrollment in these nine MCQstaled521,836individuals. The distribution of the
enrollees varig widely, with Medica Blue PlusandUCareenrollmentaccounting fothe

° 42 CFR§438.202 and438.204
9
First Plan discontinued operations as of January 2010.

—~
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largest percentages28%, 23%, and21%, respectively- and IMCare accounting for jusd
of the total Figurel displays enrollment by MCO as of DecemB809

Figurel. 2009Enrollment by MCO

Total Enrollment =521,83¢

UCare
109,406 Blue Plus
21% 122,196
23%
SCHA FirstPlan
31,364 10,497
6% ————
PrimeWest__ HealthPartners
20,419
4%
MHP
18,283 Medica

4% N 144,829 > \_IMCare
28% 5,855
1%

Table 1 displays the nine MCOs that provide servicésdananaged care enrollees of publicly
funded programs in Minnesota. The date indicates the month and year that the MCO began
registering enrollees in the designated program(s).

Tablel. MCO Participation in Publicly Funded Manay€are Programs

Families and Children MSHO/MSC+
F&C MA° MinnesotaCare MC GAME  MSC+ MSHO MnDHO  SNBC
0-64 yrs 0-64 yrs 1864 yrs 65+ yrs 65+yrs 1864 yrs 0-64 yrs
Blue Plus \Y \Y \Y \Y/ \Y \Y
1/08 9/05 1/08
FirstPlan Minnesota \% \% \% \ \ \Y
(FirstPlan) 1/08 7/05 1/08
HealthPartners (HP) \ \ \Y \Y, \Y
1/08 9/05
Itasca Medical Care* \% \ \% \% \
(IMCare) 6/05 1/06

o

10

Formerly referred to as PMAP
11

Formerly referred to as PGAMC
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Families and Children MSHO/MSC+
F&C MA® MinnesotaCare| MC GAME  MSC+ MSHO MnDHO  SNBC
0-64 yrs 0-64 yrs 1864 yrs  65+yrs 65+yrs 1864 yrs 0-64 yrs
Medica \Y \% \% \ \% \%
1/08 9/97 1/08
Metropolitan Health Plan \Y, \Y, V \% V \%
(MHP) 1/08 3/97 1/08
PrimeWest Health \% \% \% \ \% \Y
System* (PrimeWest) 7/03 10/05 7/03 6/05 8/05 1/08
South Country Health \% \% \Y \Y, Y \Y,
Alliance* (SCHA) 10/01 1/06 10/01 6/05 12/05 1/08
UCare \Y \Y \ \% \Y \Y \Y
1/08 3/97 PD 9/01 1/08
DD 2/06

* CBP=County Based Purchas@b = Physically Disabled; DD = Developmentally Disabled

External Quality Review Activities

MPRO conducts annual external quality review activjiregduding analysis and evaluation of
aggregated information on the timeliness and quality of, and ac¢cessabiee health care
services for DHSas required by the BBA. As an EQRO, MPRO meets specific competency
and independence requirements.

For this report, DHS conducted three mandatory (BBA, Section 438.358)r&qiBd
activities for each contractédCO; MPRO, as the EQRQOprovides analysis of the results.

Table 2 describes these required activities.
Table2. Mandatory EQRRelated Activities for Each Contracted MCO

Mandatory EQR Activity Description

ValidatePerformanceMeasures DHS contracts with MetaStar, a certified HEDIS vendor, to fulfill the
requirements of the CMS EQR Protod|idation of Performance
Measures including the Information Systems Capabilities Assessm
Tool. The audit and validation assess the extent to which the DHS
information system meets the requirements set forth in the BBAe
systen®@ ability to collect, analyze, integrate, and report data
centralto meeting this requirement and ensuring accurate
performance measure reporting. The assessment includes extens
examinations of DH&bility to monitor these data for accuracy and
completeness.

ValidatePIPs DHS validates that each MCO develops its proposed PIPs in a ma
consistent with the CMS protocdlionducting Performance
Improvement Projects MCOs must design their projects to achieve
significant improvement that is sustainable over time.

S
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Mandatory EQR Activity Description
Conduct a&review of the MCOR DHS uses MDH aminations and TCAudits to determine whether
Compliance withFederal and State | MCOs meet requirements relating to access to care, structure and
SandardsEstablished by DHS operations, quality measurement, and impesvent.*

In addition to these EQRelated activities, the BBA also requires a detailed ATR be produced
each year that describes the method by which the EQRO aggregated and analyzedrdme data
the mandatory and optional activities, and drew its corahssi

This ATR details MPRO, DHS, and MDH quality evaluation actividgesductedduring 2009,
including:

A MDH QA Examinations and MicCycle Review Analysis
TCA Findings Summary
Performance Improvement Project Validatidpdates

Grievance System Datenalysis

> > > >

QA Work Plan andQuality Assurancd?erformancdmprovemen{QA/PI) Program
Evaluation Review

Practice GuidelineReport Evaluation
Special HealtlCare Needs Report Evaluation

Performance Measures Comparisons

> > > >

Consumer Assessment of Healthcare Providers and Systems SLAlRS Analysis

>

Numeric Scoring
Voluntary Changes in MCO Enrollment Survey
Financial Incentives and Disincentives Summary

Completed PIPs

> > >

MCO Strength and Weakness Evaluation

Part of the goalfathis ATR is to identify the strengths and weaknesses of each MCO, including
making recommendations for improvement and supplying it with the technical assistance
necessary to achieve success. Only by understanding the strengths and weaknesses of each
MCO can MPRO assess an organizasaeadiness to take on new tasks, identify initiatives

that utilize its strengths, and give an MCO the information it needs to act on areas where
additional training or resources are needed. MPRO references both cod@atsa

performance, trends, benchmarks, and comparisons, along with specific DHS goals or targets,
to make these determinations. Based on this evaluation, MPRO presents DHS witleadhigh

" 42 CFR §438.204 (g)
“42 CFR §438.364

—~
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commentary on the direction of each MBI program, along witadvice on how to
facilitate positive change and further improve the care and services provided to enrollees of
publicly funded programs.

Strengths

MPRO defines an MC@ strengths as those valuable resources and capabilities it has
developed or acquireaver time that are distinguishing characteristics. A resource or
capability is afistrengtld when the MCO consistently performs beyond requirements,
exceeding both DH&nd enrolleedexpectations of quality care and service.

Meeting a contractual requireent does not qualify as a strength. Only when an MCO achieves
consistently high performance over several years or measurement periods, or across multiple
indicators, is that organizatiGcapability deemed to be a strength. MPRO also bases its
assessnrd of an organizatiais strengths on improvements over time.

Weaknesses

An MCOG weaknesses are those resources or capabilities that are deficient and are viewed as
shortcomings in its ability or performance. MPRO identifies an organizatiesource or

capability as @weaknesswhen the MCO is not compliant with the DHS/MCO Contract or
federal regulations, or performs substantially below both @48 enrollee®expectations of

quality care and service.g, MCO consumer satisfaction sesrbelow the aggregate MCO
program average or deficiencies on MDH QA Examinations).

MPRO assesses the strengths and weaknesses of each MCO to make a statement about quality,
access, and timeliness.

Components of Care: Quality, Access, and Timeliness

MPRO used 2009 EQR activities to formulate combined measures of the three components of
care: quality, access, and timeliness. To create a qualitative statement about the assessments
included in this report, MPRO has definbeé three components of carsfollows:

A Quality is the extent to which an MCO increases the likelihood of desired health
outcomes for enrollees through its structural and operational characteristics and through
thehealth care services provided, consistent with current professionaldduysy

A Accesss the opportunity or right to receive health care; access also encompasses
measures that address an enr@iexperience before care is delivered. Access to care
affects an enrollgs experience and outcome.

A Timelinessis the extent to Wich care and services are provided within the periods
required in the DHS/MCO Contract and federal regulations. Timely interventions
improve the quality of care and services provided as well as enhance enrollee and
practitioner satisfaction. Timelinessfers to the timeframe during which an enrollee
obtains needed care. Timeliness of care is influenced by access to services and can

M% Chapter 1: Introduction pageT
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affect utilization of care, such as appropriate care and ovemderutilization of
services.

Table 3 represents holwa EQR activities that MPRO, DHS, or MDH conducted in 2009
contributed to the analysis of each M@&Q@uality, access, and timeliness of care components.
MPRO used the results of the relevant review activities to organize the discussion ef MCO
specific stengths and weaknesses detailed in ChaptdiC®-Specific Strength and Weakness
Evaluation. Strengths ¢ ) and weaknessek J are indicated with arrows throughout the report
with a Q (quality), A (access), or T (timeliness) to indicate the applicable siomeritems

that are shadeid the table belovindicate that the information preseniadhis reporidoes not
allow for the determination of MCO strengths and weaknesses.

Table3. Assignment of EQR Activities into Quality, Accemsd Timeliness Components

Report Dimension

Review Activity ~ Quality Access Tlmellness
MDH QA Examinatien

TCA Audits
Grievance System Data Analysis
Quality Improvement Work Plans and Evaluations

Practice Guidelines Report Review ///////////////%////////////////
Special Health Care Needs Report Review I %//////////////%%///////////////

Performance Measuré$
Consumer Satisfaction Survey (CAHPS) 7

Numeric Scoring ///////////////%???/////////////

Voluntary Enrollment Changes Survey

Financial Incentives and Disincentives //////////////% ////////////////

Performance ImprovemerRrojects (Completed)

14 . .
The calculated rates from performance measures were not used to determirsp®tdio strengths and
weaknesses but are included in the calculation of numeric scoring.

N
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Chapter 2: Changes and Updates that Impact the DHS Quality
Improvement Program

An effectiveQI program is dynamic and designed to respond to internal and external changes as
appropriate. The QI Program for DHS is no different. There have been several changes that
impact the programand his chapter focuses dhem. Thekey changes to various [3H
programsnclude:

A Discontinuation othe MnDHO program

A Closure of FirstPlan

Changsin GAMC

Race and region analysis

Integrated programs for the dually eligible

Improvements to the grievance system dgatlhmission process
MCO technical assistance

> > > > > P

Discontinuation ofthe MNnDHO Program

UCare Completethe Minnesota Disability Health Options (MnDHO) program, has informed
DHS that the program will beiscontinued as afanuary 1, 2011UCare is taking this action
due tothe uncertaintyof future fundirg that could make MNnDHO prograoperations
unsustainableOther UCare contractsF&C MA, MSHO,MSC+, andSNBC - will not be
affected.

During calendar year 201DHS will work with UCare Completand county human services
representative® implement aransition plan for MNDHO membetisatincludes the following
elements

A Responsibility for providindiome and communitpased waiver servicés eligible
individuals will be transferreftom UCare Completéo the county of financial
responsibility

A Eligible individuals who aréess tharage 65 yearsld will go back taeceiving services
usingthe feefor-service(FFS)systan

A Eligible individuals who are 65 years or oldeil be placedinto the most appropriate
program

As of February 2010, there were 1,28Bmbers enrolled withlCare Completewith 920 of
these members currently receiving home and commibaised waiver services.

CON

MPRQO Chapter2: Changes and Updates That Impact the DHS Quality Improvement Program Paged




Mo

Minnesota Department of Human Services 2009Annual Technical Report

Closure of FirstPlan

After two years of losses and the prospedutire lossesFirstPlanmade the decision tdoseat
endof 2002 The reasons cited werising administrative costs, falling payments from
government programand the declining popularity of HMO plans among employers.
Ultimately, theMCO was too small to make the investments needé&eéep up with its
competitas. FirstPlan membensere giverthe option of picking anothéiCO.

Changsin GAMC

A group of Twin Cities metropolitan area hospitals &S have reached an agreement to
provide coordinated care delivery systems (CED& General Assistance Medidahre
(GAMC) enrolleesas required by the Minnesota State Legislature, in June 20t four
hospitals are Hennepin County Medical Center, North Mem®&t&gjonsand University of
MinnesotaFairview. Although located in the metierea the CCDSs doat have service
delivery areas and are open to enrollees statevidatracts with the hospitals include
enrollment thresholds to manage the stability ofG#D Sservice delivery systemThe
agreements with these four hospitals do not preclude otheitddegrom becoming CCDsSSn
the future.

The four CCDSs will provide health servicess of June 1, 2010, people enrolled in GAMC

may choose to receive health care services from a CCDS or from a hospital that receives funds
from the temporary uncompsaited care poolLocal clinicsalsomay offer free or lowcost care.

All GAMC enrollees, regardless of participation in a CCDS, have access to outpatient
prescription drugs through a prescription drug p&&AMC enrolleesalsomay continue to have
acces to drug and alcohol treatment through the ConsolidatechicheDependency Treatment
Fund

The CCDS model is an important bridge to reform efforts at the federal level to provide coverage
for low-income adults without childrerirhis modelwill provide an opportunity for meaningful

health care reform and important cost savirgsoviders can focus on primary care rather than
emergency services, which results in better care for clients and lowefardbis Minnesota

health care systenProvidersalsocan work more closely with community organizations and
counties to improve the health status of enrollees and coordinate medical and social services.

Race and Region Analysis

Minnesotd@s population has become progressively more div@rse the 1980s asresult of
increasing immigration While Minnesota is rated as one of the healthiest states in America, it

has some of the greatdmstalthdisparitiesamongracial/ethnic group? This means that

15 Laws of Minnesota 2010, Chapter 200, Article 1.

16Minnesotais Eliminating Health Dispities Initiative (EDHI), Report 1l: Overview and History, prepared for MDH
Office of Minority and Multicultural Health, April 2008:-2.

CON
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racial/ethnic populationsxperience greater rates of disease, illness, prendsgatk,and poorer
quality of life as compared tiheir white counterparts State and local daghowthat there are
persistentlisparities in both access to and outcofmas healthcare, mental hédi, andhuman
services programlé.

As a result of theedisparities DHS has established reduan of disparities irhumanservice
programsaccess and outcomes for racial and ethnic populaisabepartmentapriority.

DHS s activelyworking to address these issuegidentifying disparities in service access and
outcomes, séhg goals, and implemeinty targeted and coordinated strategi&s ensure health
care isavailableto all enrollees antb identify health care accessrriers, DHS willanalyze how
services are being deliveredNbnnesota Health Care ProgramMHCP) enrollees according to
racial or ethnic grougpacross seven regioimsthe State

Therace/ethnicityanalysis will concentrate on preventi@reeningand care managemen

activities directed to maximize or maintain enrollee health status in the primary care seténg. Th
reportwill containa set ofperformance measure$ health care utilizatiom four categories that
have been selected to assess the effectiveness pifitmary care delivery systenthefour

categories of servicesclude AmbulatoryCareSensitive Conditions (ACSC), Measures of
Prevention ¢ffice visitsimmunizationsicreening, Management of Chronic Conditiorend
SatisfactiorMeasures.

Integrated Programs for the Dually Eligible

The Medicare Modernization Act of 2003 (MMA), created a new type of Medicare Advantage
coordinateecare plan focused on individuals with special nelgedSpeciaI needs plans (SNPs)
were allowed to target enrollment to s@cieeds individuale/ho are:

A Institutionalized

A Dually eligiblg and/or

A Havesevere or disabling chronic conditions.

Originally, the SNP program waetto expire in December 2008 but was extended to December
31, 2009 as a result ofhe Medicare Immvements for Patients and Providers Act of 2008
program- Integrated Programs for MHCPwasextended through December 31, 2010.

DHS hasl3years of experience integrating Medicare and Medicaid progtaganing with
the establishment of the MSH®ogram. In 2010, Minnesota contracted withMedicare

Advantage SNPs sponsored by local M(f%)é:urrently, therearemore thar37,000(or 70%9 of
Medicaid seniors enrolled in SNP programs. Forty percent of the SNP enrollees receive home

17
Minnesota Department of Human Services, Disparities and Barriers to Utilization among Minnesota Health Care
ProgramEnrollees, June 2009: p-ix.

e Centers for Medicare & Medicaid Services; Special Needs Plans; Overview
(http://www.cms.hhs.gov/specialneedsplans/

* Eight MCOs: BluePlus, HealthPartners, IMCavkedica, MHP, PrimeWest, SCHA, and UCare.
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and communitybased services (HCBS)f these30% are in nursing homes, and there are five
thousand 184 yearolds enrolled with disabilities (83% with mental health diagnoses and 47%
with chronic diseasdiagnoses).

Integrated Programs for MHCP managed care enradifesthe following benefits:

A Creates a platform for Medicare involvement in State goals foraliggthle enrollees,
including reform efforts such as Health Care Homes

A Leveragedviedicareresources to pwide individualized care coordination for all
members across primary, acute, and {tergn care

A Simplifies access to Medicare and Medicaid benefits under onéhgitincludesall
prescription drug coverage

A Integrates Medicare and Medicaid enrollmentyher materials, benefit determinations,
member services, and provider billing to simplify access to all serfacesirollees

A Engages MCOs to align with State efforts to reduce institutionalization, increase
preventive benefits and hofaemmunitybased ativities, improve quality, and control
20
costs

Improvements to the Grievance System Dafabmission Process

The DHS MCO Contrac%}srequire MCOs to send a quarterly report of all oral and written
grievances; denials, terminations, and reduct{fidRs) ofservices; and oral and written

appeals to DHS. Prior to 2010, all reports were sent to DHS in an ASCII format using required
data elements and formattinHS staffconducted dta edits and uploads

Starting in April 2010, the process for file submissitaschanged to &Veb-based application.
The MCO Online Grievance/DTR/Appeals Reporting Web Application (ORWA) allows the
MCOs to load quarterlgrievance DTR, andappeals data directlyather than sendingto DHS
for processing. The ORWA allows the MCOs to directly load files separately intdehe
application during the 3@ay period following the end of a quarteks a result, the data
submission process is more efficient and DHS is no longer reqoihduct edits.

MCO Technical Assistance

As part of the EQR contract with DHS, MPRO is available to provide technical assistance to
both the State and the MCOs by request. In 2009, MPRO provided MHP and SCHA with
technical assistance related to the dgw@ent of theilQA Work Plars and Program

Evaluations. Both MCOs were given detailed feedback about their documents and suggestions
for future improvements.

20
Minnesota Department of Human Services, Pam Parker presentation at NCQA SNP Conference, January 8, 2010:
Minnesota Dual Programs, Sharing Best Practices on S+P Number 6: Slide 5.

= Filing requirements for grievee system data are outlined in all of the DHS/MCO Contracts under Article 8.
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Chapter 3: Key Findings Summary

This chapter focuses ahe keycomponent®f CQI: structure, process, and outcomé&sach
section explores the findings from quality activities associated with that component.

Structural Findings

fAStructur® refers tothe physical and organizational properties of settings in warich
organizatiormprovides caré. fiStructure of carerefers to the rules, regulations, policies, and
goalsthatan organization develops andesto govern howt providescareandservices.23
These types of structural elemedtsnotensure appropriate care, but they do provide the
necessary foundation elements to support processes and outcimsesection provides
summaries of:

A MDH Quality Assurance Examinations

A Triennial Compilance Assessments

MDH QA Examinations

The DHS/MCO Contract requires that MCOs remain in compliance with Minnesota Managed

Care Licensing Statutés To assess MCO complianddDH QA Examinatiors include an
evaluation of each MCO in the following areas:

A Quality program administration , whichincludesa review of thequality assurance plan,
work plan quality studies and activities, organization and staffing, credentialing program,
medical records anagement, delegated activitiaed qualityof-care complairg

A Internal complaints and appeals program whichincludesmonitoringsystems
conductingroutinequality-of-careevaluationgdo assess quality and processewl
checking theecordkeeping systesithat trackcomplaints and appeals

A Availability and accessibility of health services to enrollegwhichincludesthe

geographic location of providers, appointment scheduling, coordination of care activities,
referrals, timely access to health services, access to emergency care, continuity of care,
direct a&cess tmbstetrical and gynecologicsérvices, and equal access to chiropractic
services

* Donabedian A. Explorations in quality assessment and monitoring: the definition of quality and approaches to its
assessment. Ann Arbor, MI: Health Administration Press; 1980.

23Medicare+Choice Quality Review Organizations for the Centers for Medicare & Medicaid Services (CMS).
Quality Assessment and Performance Improvement (QAPI) Project Completion Report Instructional Guide.
Revised: November 2002.

#Minnesota Statutes Chap®&2D, 62M, 62N, 62Q, Section 256B, and Minnesota Rules Parts 4685.1105 through
4685.1130.
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A Compliance with Minnes o,incudisgMCO stdndamlat i on r e
staffing, procedures, and qualifications of reviewers

If MDH finds a deficiency or randatory improvement, the MCO completes a writiemective
action plan CAP), and MDH conducts a Mi€ycle QA Examination to ensure that the MCO
has corrected the identified issﬁsesDuring the MidCycle Exam, MDH reviews only the
deficiencies and manttay improvements found during the previous QA Examination to
determine if theVICO correctedhem

In 2007, MDH with the assistance of Stratiealth(Minnesotd@s Quality Improvement
Organization, developed a QA Examination Monitoring GuideThe monitoring guide is a
comprehensive audit manual that provides a detailed overview of the audit pibcesgains
audit tools and worksheets covering the primary statutes and rules included in the MDH QA
Examination in the areas of quality, acgewailability, utilization, and the grievance system.
The monitoring guide promotes transparency in the examination praceéelpsMCOs

prepae for the triennial QA Examinatiorend conduct selfudits.

2000 MDH QA Examinations

In 2009, two MCOS$ HealthPartners and Meditéhad final QA Examination reports issued.
For the purpose of this ATR, MPRO consideashmandatory improvement or deficiency as a
weakness in the category of qualite., E Q). There are no indications from the findingai
allow consideration of strengths.

HealthPartners 2009 MDH QA Examination

The MDH reviewers identifiefbur deficienciesfour mandatory improvementand no
recommendationfor HealthPartners.

Deficienciez HealthPartners

To address the noted deficienciggalthPartnershust:

1. File notice with the Commissioner of Health 30 days before modifying its written
quality assurance plar{E Q)

2. Provide notice for denials of standard authorizations to the attending health care
professional and hospital by telephone within one working day after making the
determination Written notice must be sent to the hospital, attending health care
professionaland enrollee HealthPartne@policies must reflect this(E Q)

3. Resolve oragrievances withil0days of receipt (E Q)

Mid-cycle exams are generally scheduled 18 months following the original QA Examination.

26The MDH Health Plan Quality Assurance Examination Monitoring Guide céoumg in the 2008 ATR
Companion Report.

27
QA Examination Reports can be found on M8HhVeb site:
http://www.health.state.mn.us/divs/hpsc/mcs/quality.htm
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4. Ensure that when an initial determination is made not to certify, the written
notificationmustinform the enrollee and the attending health care professional of the
right to submit an appealE Q)

Mandatory Improvementsc HealthPartners

To address the notedandatory improvementslealthPartnersust:

1. Categorize and store complaints and appeals in a manner that permits accurate
retrieval of complaintsconsistent with Minnesota law(E Q)

2. Revise its pbicy to ensure that extensions of the resolution timeline are not requested
or taken on expedited clinical appeal& Q)

3. Revise itsappealgolicy to: reverse a determinatida not certify for clinical reasons
to: a) fully describeits same or similar specialty review proceasdb) ensure that
the determination is made by a physician in the same spemiatye thatypically
manages the medical condition, procedardreatment under discussio(E Q)

4. Reuvise its policy regardingppeallevel consultationto ensure the physician making
the final determination of a clinical appeal is a beeedified specialist (E Q)
Medica 2009 MDH QA Examination

In 2009, Medicé QA Examination resulted fiour deficiencieqincluding one repat deficiency
T item #1 below from the 2006 QA Examinationfour mandatory improvementandone
recommendation.

Deficienciesz Medica

To address the noted deficiencies, Medica must:

1. Inform the complainant of the right to submit the complaint gtteme to the
Commissioner of Health for investigation andludethe toltfree telephone number

in its notifications of complaint decisions.

2. When the appeal decision is partially or wholly adverse to the complainant, advise the
complainant of theight to submit a request for an external review to the
Commissioner of Health (rather than to the Commissioner of Commerce, as
documented in several files) and the procedure for initiating the external process
(EQ)

3. ldentify the enrolleé request foan expedited appeal. If the request does not meet
Medicas criteria for expedited appeal review, Medica must make reasonable efforts
to give the enrollee prompt oral notice of the denial and follow up within two
calendar days with a written noticé= Q)

* This was a commercial repeat deficiency and due to changes in DHS policy requirements, a commercial
deficiency is not included in the Withhold. Therefore, a quality weakness ind{ea@rwas not assigned.
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guantity limits such that licensed physicians mtdefinal decisionsaboututilization

review denials (E Q)

Mandatory Improvementsc Medica

To address the noted mataly improvements, Medica must:

1. Revise and implement its policy and proced@Rharmacy Ultilization Management

MDH QA Examination Results (1999-2009)

Reviewso to include the specific provisions of law regarding coverage of non
formulary drugs for mental illness and emotional disturbagee)

Revise its written plan for providing continuity of care to include more specific
informationabouttransition plans foenrolleeswith special needs(E Q)

In its written notificationsdirect enrolles to the appropriate regulagobodyfor

external appeal(rather than tdoththe Commissioner of Health and the

Commissioner of Commerce, as documented in several fE€))

Revise its policy and procedure to accurately reflect its stated process of joint
decision making for casesdergoing same/similar specialty review in which Medica
identifies a need for clarification or discussion concerning the review. Further, the
policy/procedure must specify the process Medica will follow wingable to maka

joint decision (EQ)

Table4 provides a summary count tbfe recommendation@R), mandatory improvements (M)

and deficiencie¢D) by MCOsince 1999. Because the QA Examinations are staggered, not

every MCO is reviewed annually. The table does not include data frorCitileé Reviews.

Table4. MDH QA ExaminatioResults(199-2009)

Audit Period 1999 2000 2001 2002 2003 | 2004 2005 2006 2007 2008 2009
MCO R DRDRDRDIRDRDRD R D RD R M* DR M D
BluePlus 5 |5 45 7|12 3|12
FistPlan 9 |2 6|0 401 1110 |6
HealthPartners 810 3|5 5 |7 014 4
IMCare 16 | 6 5|8 11|11
Medica 8 |5 5|6 6|10 114 |4
MHP 43 2|8 6 | 15 9 |5 |5
PrimeWest 5 (11 7 12 2
SGA 5|7
UCare 313 517 5 1|0 4

* M = Mandatory Improvement (added in 2008)

Mid-Cycle Reviews

Two MCOs had MieCycle Reviews FirstPlan and UCare. A Mi@ycle Review is conducted
by MDH when a CAP is required following a QA Examination. MDHewiews the MCO and

M% Chapter 3:

Key Findings Summary
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its CAP approximately@ months later to determine whether the plan has adeqaaldigssed
its deficiencieand mandatory improvements.

Table5 provides a summary of thevo Mid-Cycle Revievg thatMDH conducted in 2009. An
MCOG ability to successfully address the issues of a previous review through a CAP can help
the plan to be more successful in future reviews and is a DHS contractual requirAment.
deficiengy thatwasnot effectively addressedascounted as a weaknege., E Q). MPRO did

not consider correcting a deficiency as part of a @\Bea strength.

Table5. Summary of 200 MDH QA MidCycle Reviews

MCO ‘ Mid-Cycle Review ResulBummary

FirstPlan FirstPlan met its corrective action plan for four of six deficiencies (##5¢and
#6) but not for2 deficiencies (#3 and #4)2E Q)

UCare UCare met its corrective action plan for all 2008 QA Examination deficiencie
(#1-#4).

Triennial Compliance Assessment Findings

The purpose of the TCA is to determine an ME@ompliance with its contractual requirements.
The DHS TCA processomprisegshreemainsteps

1. Collection. Supplemental information is collected during the triendiaH QA
Examination. The desk and onsite examination includes collecting information on 13
supplemental federal and pubficogram compliance standards.

2. Evaluation. DHS evaluates theupplemental information collesd by MDHto
determine if the MCO ha@ned or finot med contract standards. Following the
evaluation, the MCO is allowed 14 days to review BP®liminaryfimet/not med
determinations and to identify any errors or omissions. DHS consiadviCOds
rebuttal comments before making a finaledeination of compliance.

3. Corrective Action Plan. DHS requires MCOs to submit a CAP within 30 days to
address identified noncompliance issues. If the MCO fails to submit a CAP and does not
address contractual deficiencies, then DHS may assess finagec#lies.

In 2009, one MCO completed the TCA review prodesiCare The area®f noncompliance
were identified by reviewingtilization managementyM) files, QI activities, grievance and
appeals files, and numerous policies and procedures.

CON
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Table6 provides a summary of the 2009 TCA findi?lggsvhere areas agfoncompliancen
guality (Q), access (A), and/or timeling3g are representess a weaknedsy a down arrow
(E). There are no indications from the findings that allow consideration of strengths.

Table6. Summary 02009 TCA Findings

MCO TCA Requirements Not Met
UCare The TCA report identified the following areas of noncomplianc&J@are
A Utilization Management (Element 4)

0 The MCO does not measure or address member satisfaction with the UM
process as required, even though its medical management strategy states
it will use the information obtained from CAHPS for this purpd&eQ)

0 Although the MCO utilized a vendor (PNM) to conduct a provider survey, t
UM staff was unfamiliar with the results of the surveiz Q)

0 The MC@ policies and procedures did not addrasgoint of service or
dispensing system within its pharmaceutical management program that
identifies, classifigsand notifiesaboutdrug-drug interactions (E Q)

A DTRs and Notices of ActitmEnrollees (Element 11)

o Four files were sent witfewer than the required 10days notice of denial or
reduction of services(E T)

0 Extensions were not addressed in the policy and UCare did not request ar|
one file BHP (a delegatedlid not make a determination until after the
extension expired (E QT)

o0 There weréour filesfor whichthe enrollee was givefewerthan 10 days
notice of DTR(E T)

A Grievances and Appeals (Element 12)

0 There were 14 filebor whichthe attending health care provider did not

receive the written notification of the appeal determinatio(E Q)
A Advance Directives (Element 13)

o Evidence of compliance with advance directives requirements is only cheg

at new provider sitesThere is no ngoing monitoring (E Q)

Conclusiorg Structural Findings

The evaluation of structural elements looks at the foundation of MCO operations that supports
processes and outcomes. A solid structure doeguamanteguality but without one, sustained
guality isunlikely.Per si st ent moni t or ralcgmpetency thmughregMl@ O6 s s
audits ensures ongoing accountabilifjne findingsof noncompliancérom the structural
evaluations presented in this repsuggesthat MCGs mustcontinuework to maintain the
appropriate structusethatensure quality

Process Findings

fiProcess refers tathe treatmerstor servica provided to enrolleesProcess studies ansed
most often to measure and evaluate an NKO§ality of care MPRQOGs review of process
includes the assessment and/or discussion of findings from the following sources:

* U Ca r atidesIClereportisincluded in th20® ATR Companion Report.

f\ Pagel8
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PIPs
GrievanceSystem Data
QA Work Plansand QA/PI Program Evaluations

> > > >

Practice Guideline Reports

A Special Health Care Needs Reports

Performance Improvemast Projects

PIPs assess and evaluate current health care processes for improving outcomes. In accordance
with the DHS/MCO Contract, Section 7.2.1, NBW Proposals, each MCO must annually

submit to DHS, for review and validation, a written descriptiothefPIP that the organization
proposes to conduct beginning the first quarter of the next year. The project proposal must be
consistent with CM8published protocoRProtocol for Use in Conducting Medicaid External

Quality Review Activities: ConductiiRerformance Improvement Projects well as DHS
requirements. DHS reviews and validates each PIP proposal and provides feedback for
improvement.

PIP Validation Methodology

A PIP is a planned process of data gathering, evaluation, and analysis to detet@nuentions

or activities that are projected to have positive outcomes. A PIP involves measuring the impacts
of the interventions or activities, with a goal of improving the quality of care and service delivery
with sustained improvement over time.

DHS assesses a PaBainsthe 10 activities specified in the CMS protocol for validating BiPs:
1. Review the selected study topic(s).

Review the study question(s).

Review the selected study indicator(s).

Review the identified study population.

Review thesampling method (if applicable).

Review the MC@s data collection procedures.

Assess the MC@ improvement strategies.

Review data analysis and interpretation of study results.

© © N o a0 s~ D

Assess the likelihood greab improvement.

10. Assess whether the MCO has susdiits documented improvement.

30CMS protocol: Validating Performance Improvement Project: A Protocol for Use in Conducting Medicaid
External Quality Review Activities. Final Protocol Version 1.0, May 1, 2002.

CON
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DHS evaluates the MCOPRIPs for consistency with the protocol to determine the likelihood
they could result in sustained and meaningful improvement. The MCOs submit PIP proposals
and updates, either as individuals or as pacollaborativenvorkgroups Proposed PIPs lay the
groundwork for futurel activities and advancements in the quality of care for enrollees.
Appendix Bprovides a list of alvalidated PIP topics by MC@ndthe reported data faach

DHSValidated 201CPIPs

MCO Collaborative PIP i Diabetic Blood Pressure Control

This MCO collaborative includeBlue Plus, HealthPartners, Medica, MHad UCare The

goal of this PIP is to increase the proportion of members with diabetegbibod pressures
undercontrol as measured by the Healthcare Effectiveness Data and Information Set(?)-allEDIS
Comprehensive Diabetes Caneasurel30/80mmHg blood pressurendicator foradults agé

18 through 75 years.

The intervention strategies imcle encouraging and engaging members inrsetiitoring of

blood pressure and improving medication management, targeting interventions for members in
long-term care facilities, and promoting selective intensive QI projects with identified clinics.
The prgect will be successfulpon attaining 4 percentage point improvement. The

preliminary baseline rategereported inTable?7.

Table7. MCOCollaborativeDiabeticBlood Pressure Control PIP

Contract . Measure Baseline Goal
MSHO/MSC+ Diabetics aged 18 through 75 years who hav¢ 49.0% 53.0%
F&C MAMinnesotaCare | blood pressure below 130/80 mmHg 50.1% 54.1%
SNBC 61.7% 65.7%

County-Based Purchasing Quality Collaborative PIP 1 Control Diabetics Blood Pressure

This collaborative includes IMCare, SCHa&nd PrimeWest. The purpose of tR&C
MA/Minnesota&CareMC GAMC, MSHO/MSC+, SNBC PIP is to increase the proportioacflt
memlersaged 18 through 75 yeamith diabetes who achieve a blood pressuress than
130/80 mmHg.

Intervention strategies include memibecused curriculum, member surveys, provifterused
curriculum, and partnerships with champion clinics, nursing lsoared group homes. This
project will be considered successful wheh@ercentage point improvementashieved

Table8. CBP Collaborative Controldbetics Blood Pressure PIP

Contract Measure Baseline Goal

F&C Number of Members with Diabetes Who Attain a| 44.3% 50.3%
MSHO/MSC+ Blood Pressure < 130/86mHg 46.7% 52.7%
SNBC 62.8% 68.8%

3
' HEDIS® is a registered trademark of the NatibBammittee for Quality Assurance.
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UCare PIP T Blood Pressure Control for Members with Diabetes

The goal of this MNDHO PIP is to improve blood pressure control for diabetic melmbers
implemening clinical best practices, providing support and tools to providers, and increasing
member activation and engagement in blood presgifenanagementThebaseline data will
come from initial structured interviews that will occur prior to project implementation. After
these data are collected and analyt#&@darewill set improvement goals based on the baseline
rates anawill provide details ints interim reportto DHS

Grievance System Data

The DHS/MCOContract’ requires each MCO havegaevancesystem in place that includes a
proces for filing grievances; DTRs; appeals; and a procesadmssing the State Fair Hearing
system Thecontract specifies tmeframes and specific aspects of each process that the MCO
must follow to ensure the enrolfiseright to dugprocess Each quarterMCOsreport all
grievances, appeals, and DTRs to the &aimbudsman

Table9 lists the number of MCO grievances, appeals, DTRs, and State Fair Hearings from
calendar yeafCY) 2007 to CY 200 for all product lines and all age$he totalnumber of
DTRs and State Faearings hascreased since 200®hile grievances and appeals have
decreased

Table9. Total MCO Grievances, Appeals, DT&txl State Fair Hearings (202009)
(All Product Lines and All Ages)

DTRs
DTR StateFair
Grievances Appeals Denials | Terminations Reductions Total Hearings
2007 157 2,717 370,041 449 1,040 371,530 404
2008 345 4,878 417,539 485 1,389 419,413 327
2009 253 3,384 473,741 476 2,226 476,443 432
Grievances

A grievance is defined as a written or aggpression of dissatisfacti@bout any matter other
than an action, including (but not limited ty quality of carg(or serviceyprovided or failure to
upholdthe enrolleés rights The following figure depicts thgrievanceratesper 10,000 member
monthsreported by MC@for the pasthreeyears.

32Article 81 The Grievance System: Grievances, DTRs, Appeals, and State Fair Hearings.

33
42 CFRE8438.400(b) defines an action as a decision such as a utilization review recommendation or benefit
payment.
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Figure2. Rate ofGrievancesy MCO 2007-2009)
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Note: In 2007, MHP had zero grievances.

The overall number of grievances went down in 2009 correspondarglyhe rate of grievances
per 10,000 members also decreased for most of the M@&exceptios wereMHP and
HealthPartnersvhosegrievanceates increased from the previous year. All of the M&EOs
grievance rates were well belmmeper 10,000 member months. Notably, IMCanate fell
from 3.2 to 0.14 grievances per 10,000 member months.

Once a grievance has been received, there are several possible gubcovegsr the five most
common outcomes atbatthe grievances: acknowedged substantiated with action taken
unsubstantiatedeferred for quality reviewor denied due to time limitations.

* IMCare had 122, and 4 grievances in 2009, 2008, and 2007 respectively.
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Table10shows the percgage of grievance outcomes combined across all MCOs and programs.
The most common outcomes are to acknowledge the grievance or refer it for quality review.

Table10. Percentageof MCO Grievances by Outcome (20R009)

Grievance Otcome 2007 2008 2009
Acknowledged 37.6% | 22.9% | 34.0%
Qubstantiated/ Action Taken 8.9% 7.5% 5.5%
Unsubstantiated 1.3% 1.4% 1.6%
Referred forQuality Review 47.8% | 60.6% | 56.1%
Grievance Denied / Exceeds-@8y Limit 0.0% 0.9% 2.4%

Appeals

An appeal is avritten or oral request to reconsider an M&@revious decision or action.
Figure3 displaysthe rates of reported appepkr 10,000 member monthg MCO from 2007
through2000.”

Figure3. Rate of Appeals by MCO (20@2009)
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In 2009, the average rate of appeals was 6.80 per 10,000 member months across MCOs. The
appeals rates for both Blue Plus (12.21) and IMCare (22.66) exceeded that average. lItis
important to note that most of the 2009 rates decreased substantially D8widd the

exception of MHPMedica,and PrimeWeskach ofwhich increase onlyslightly but remaired

below the average rate for appeals

* IMCare had 159, 275, and 84 appeals in 2009, 2008, and 2007 respectively.
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There are several possible outcomes to an appeal, but the two most common outcomes are:

A The enrolleé requestvas validated, and the MC®® decision has been overturned
A The enrolleé requestvasdenied and the MC@s decision has been upheld.

Tablelldisplays the percentage for each of theseappeabutcomes over the pasireeyears.
Tablell. Percentagef Appeals by MCO Outcomes (28Q009)

Appeal Outcome 2007 2008 2009
MCO Decision Overturne|  54.0% 68.3% 45.6%
MCODecision Upheld 39.5% 27.9% 47.0%

In 20, theoverallpercentage of appedts whichthe MCO decisionvasoverturned
decreasedand the percentage of MCO decisions that were upheld increBhedPlus(54%),
IMCare (65%),and SCHA(63%)all exceeded the statewide average of 45@%MCO
decisions that were overturned.

Figure4 depicts, by year, the MG8pecificpercentagef appealsesulting in overturned
decisiors. The percentage increased from the previous year for IMCare, Medica, and
PrimeWest.

Figure4. MCO Appeals/Decisions Overturned (Z0R2009)
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Denials, Terminations, and Reductions

DTRsare adversactions resulting from an MG® decision about authorizations or claims.
MCOs communicate DTRs to enrollees and/or providers through written notifications, referred
to as Notice of Action letters.
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Figure5 depicts the rate of DTRs by MCO for 2007, 20a&d 2009.

Figure5. Rate of DTRs by MC@0(07-2009)
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The DTR rate per 10,000 member months varied substantially awhG@s annually.
PrimeWest and MHP Iva the highest rates of DTRs from 20@i7augh2009. Medica, on the

other hand, consistently sithe lowest DTR rates
Table12 depicts the percentage of DTRs by action from 2@@3ugh 2009.

Tablel2. Percentage of DTRyy Action(2007-2009)

DTR Action 2007 2008 2009
Payment Denial 91.4% | 88.4% | 89.1%
Reduction of Service 0.3% 0.3% 0.5%
Service Denial 8.2% 11.1% | 10.3%
Termination of Service 0.1% 0.1% 0.1%

The distribution of DTR actions has remained relatively stable over théhpaeyears with the
percentage of DTRs for payment denials increasimnig 0.7 percentage points and service
denials decreasing 0.8 percentage points.
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State Fair Hearings

In the case of an adverse MCO action, and even beforake® placgthe State Rir Hearing
process affordeachenrolleethe opportunityto request a reew ofhis or hercase by an
impartial third party.

Tablel13. Number of State Fair Hearings by MCO (2@WD9)

MCO | 2007 2008 2009
Blue Plus 62 42 111
HealthPartners 134 63 61
IMCare 2 0 4
MHP 14 3 3
Medica 99 91 96
PrimeWest 8 12 8
SCHA 3 6 13
UCare 82 110 136
Total 404 327 432

Overall, the number of State Fair Hearings appears to fluctuate annually. UCare, Blue Plus,
Medica and HealthPartners accounted for the majority of the hearings in @a@Hh
correspondsogically with the enroliment of each MCOrigure6 provides the outcomes fatl
State Fair Hearing®y year from 2007 through 2009 In 2009, théwo most common
resolutionsoccurring abouéqually,to a State Fair Hearing were tllaé cases wenmesolved
before the hearing and that the MCO prevailed.

Figure6. Outcomes for State Fair Hearings (Z0R009)

500
450
g 350
§ 118 m Withdrawn
T 300 111 .
= O Resolved before hearing
£ 250 - 22 .
© 50 ® Pending
E .
@ 200 ~ 118 B MCO prevailed
¢Ot 150 - B MCO partially upheld
27 O Enrollee prevailed
100 -
41 B Dismissed
50 -
0 T T T 1
2007 2009
Year

M% Chapter 3: Key Findings Summary Page26



Mo

Minnesota Department of Human Services 2009Annual Technical Report

Is isdifficult to make astatemengaboutthe quality, access, and timeliness of care as it relates to
grievance, appeal, DTR, asthteFair Hearing data due to the varying reasons for high or low
rates among the MCOgn 2009 there was an increasing trend éecisions to go in favor of the
MCO versus the enrollee more often than in previous years

QA Work Plans and QA/PI Program Evaluations

DHS/MCO Contract perArticle 71 Quality Assurance and Performance Improvement regjuire
each MCO to provide DHS with specific QA/Rilated documentation, including:

A An annual QA Work Plan (DHS/MCO Contraétticle 7.1.7)
A A QA/PI Program Evaluation (DHS/MCO Contrakiticle 7.1.8)

In addition to compliance with State statutes/rulesfaddral regulations, the documentation
must also comply with current applicalational Committee for Quality Assuran@¢CQA)
Accreditation Standards for Health Plans. MPRO conducted a critical assessesait of
MCOG& QA Work Plan and QA/PI Progravaluation. MCO staff should use the QA Work
Plan andQA/PIl Program Evaluation reports as working documents with appropriate
amendments/updates, as necessahe aforementioned DHS/MCO requirements are the
foundation for MPR@ subsequent commentary andoremendationslssues that were
noncompliant with State law and/or contract requirements were deergadl@gweaknesses
and werdndicated by a red arrovi.¢., E Q). Each noted weakness counts toward the K&CO
sum of strengths and weaknesses discuss€tiapter 6.0ther comments are provided as
opportunities for improvement, but did not countvesmknesses

Blue Plus

QA Work Plan

Overall, Blue Plué Work Plan addressed tie activities in theQA/PI Program Evaluatiaon
MPROalsorecommends Blue Plus:

A Incorporatethe requirements of DHS/MCO Contract, Secfioh.2 AC regarding the use
of informationsystems that support initial and ongoi@gactivities as objectives in the
QA Work Plan (EQ)

A Incorporate theultural and linguistic needs of membesbbjectives described in the
Quality Program Description into all quality documents.

QA/PI| Program Evaluation

Overall,Blue Plu®QA/PI Program Evaluatioaddressed the effectivenessifactivities.
MPROalsorecommends the MCO:

A Include a section onhether there was a decision to restructure or change the QI program
for the subsequent year based on findings.

A Include a synopsis or breakdown of membership demographics, products, etc., to provide
a comprehensive picture of Blue RIGFA/PI program.

CON
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A Incorporate the requirements of DHS/MCO Contract, Sedtitr? AC, about the use of
informationsystems that support initial and ongoi@gactivities into the quality
documents (E Q)

A Documeniand use the headers/categogawmployedn thefocusedstudys methodology
requirementgl685.1125 Focused Study Subpaiin8luding:(E Q)
o The focused study question
The sample selection
Data collection
Criteria
Measurement techniques

o O O O

HealthPartners

QA Work Plan

Overall,HealthPartne®@wWork Planaddressethe QI activities in theQA/PI Program
Evaluation MPRO also recommends the MCO:

A Include aNext Stepsection to th&A/P| Program Evaluatioactivitiesto correspond
with the QA Work Planto satisfy thgplanned monitoring of identified issues
requirement.

OA/PIProgram Evaluation

Overall,HealthPartne®QA/PI Program Evaluatioaddressed the effectivenesgf
activities. MPRO also recommends the MCO:

A Include a section on whether there was a decision to restructure or change the QI program
for the subsequenkar based on findings.

A Provide a breakdown of membership demographics, products, etc., to provide a
comprehensive picture of HealthPart@g€p#\/P1 program.

A Documeniand use the headers/categogewmployedior thefocusedstudyé methodology
requirement€685.1125 Focused Study Subparincluding:(E Q)
o0 The focused study question

The sample selection

Data collection

Criteria

Measurement techniques

o O O O

IMCare

QA Work Plan

Overall, IMCarés QA Work Planaddressed th@l activities in theQA/PI Program
Evaluation MPRO also recommends the MCO:

CON
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A Include objectives to further address tétural and linguistic needs of membership
requirements Objectives could include the examples listed in the NCQA P{EHth
PlanStandards and Guidelines

A Complete th&A Work Plards Timelinecolumn.
QA/PI Program Evaluation

Overall,IMCareis QA/PI Program Evaluatioaddressed the effectivenesifactivities.
MPRO also recommends the MCO:

A Include a section on whether there was a decision to restructure or cha@y@tbgram
for the subsequent year based on findings.

A Incorporate the requirements of DHS/MCO Contract, Se@ibr?2 AC onthe use of
informationsystems that support initial and ongoi@g activities as objectives in the QA
Work Plan (EQ)

Medica

QAWork Plan

Overall,Medicas Work Plaraddressethe QI activities in theQA/PI Program Evaluation
MPRO also recommends the MCO:

A Incorporate requirements for Minnesota Rules Ba85.1B0 FocusedXtudiesin the QA
Work Planto: (E Q)
o Descrile proposed focused studies to be conducted in the following year.
o Completa minimum of three (3) focused studies annually.

A Include objectives and timeframes fdonitoring Activities

A Include objectives to further address tutural and linguistic needsf membership
requirement. Objectives could include the examples listed in the NCQA 2010 HP
Standards and Guidelines.

OA/PI Program Evaluation

Overall,Medica®s QA/PI Program Evaluatioaddressed the effectivenesdJifactivities.
MPRO also recommendkse MCO:

A Include a section on whether there was a decision to restructure or change the QI program
for the subsequent year based on findings.

A Incorporate the requirements of DHS/MCO Contract, Segtibr2 AC onthe use of
informationsystems that suppbinitial and ongoindQI activities as objectives in the QA
Work Plan (E Q)

A Incorporate requirements for Minnesota Rules B&85.1B0 FocusedXtudiesin the
QA/PI Program Evaluation(E Q)
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MHP

QA Work Plan

Overall, MHP& Work Plaraddressethe QI activities in theQA/P1 Program Evaluation
MPRO also recommends the MCO:

A Completea minimum of three focused studiesaccordance with Minnesota Rules Part
4685.1130 TheQA Work Planidentified one Focus Study for 2010 afpdans for new
2010 focusedtudies 0

A Includeobijectives to further address thatural and linguistic needs of membership
requirement Objectives could include the examples listed in the NCQA 2{&Edth
PlanStandards and Guidelines.

QA/PI Program Evaluation

Overall MHP& QA/PI Program Evaluatioaddressed the effectivenesgifactivities.
MPRO also recommends the MCO:

A Add a section on whether there was a decision to restructure or change the QI program
for the subsequent year based on findings.

A Incorporate requirements bfinnesota Rule4685.1125 Focused Study Subpatt 3
documenthe studymethodology employed, includingE Q)
0 The focused study question

The sample selection

Data collection

Criteria

Measurement techniques

o O O O

Prime West Health

QA Work Plan

Overall,PrimeWests QA Work Planaddressethe QI activities in theQA/PI Program
Evaluation MPRO also recommends the MCO:

A Include objectives to further address thutural and linguistic needs of membership
requirement Objectives could include the examples ligstethe NCQA 201MHealth
PlanStandards and Guidelines

QA/PI Program Evaluation

Overall,Prime West Healtis QA/P1 Program Evaluatioaddressed the effectivenessQif
activities. MPRO also recommends the MCO:

A Include a section on whether there wateaision to restructure or change the QI program
for the subsequent year based on findings.

CON

MPRQO Chapter 3: Key Findings Summary Page30




Mo

Minnesota Department of Human Services 2009Annual Technical Report

SCHA

QA Work Plan

Overall, SCHAG Work Plaraddressethe QI activities in theQA/PI Program Evaluation
MPRO also recommends the MCO:

A Include objectives to furtmeaddress theultural and linguistic needs of membership
requirement. Objectives could include the examples listed in the NCQA 2010 Health
Plan Standards and Guidelines.

QA/PI Program Evaluation

Overall, SCHAG QA/PI Program Evaluatioaddressed the effectivenesJifactivities.
MPRO also recommends the MCO:

A Include a section on whether there was a decision to restructure or change the QI program
for the subsequent year based on its findings.

A Provide a breakdown of membership dempbies, products, etc., to provide a
comprehensive picture tfie SCHA program.

UCare

QA Work Plan

Overall,UCards QA Work Planaddressethe QI activities in theQA/PIl Program
Evaluation MPRO also recommends the MCO:

A Incorporate requirements of Minnead®ules Pa685.1130 Focused Studigsinclude
plans for three (3) focused studig& Q)

QA/PI| Program Evaluation

Overall,the UCareQA/PI Program Evaluatioaddressethe effectiveness @l activities.
MPRO also recommends the MCO:

A Include asection on whether there was a decision to restructure or change the QI program
for the subsequent year based on its findings.

A Addressconfidentiality in the quality documents.

A Addressdelegation in th&A/P1 Program Evaluationlt was addressed in theulity
Program Description an@A Work Plan

A Incorporate requirements for Minnesota Rules P&85.1130 Focused Studiesthe
QA/PI Program Evaluation(E Q)

Discussion

Thework plans andorogramevaluations generally comply with most NCQ&quirementsState
statutesrules,and regulationsHowever, MPR@ mostcommon recommendatisifor the
MCOsareto crosswalk all quality documents to ensure consistency, use the same nomenclature
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as the regulations to ensure clarity, and adequately address thhemesquigon information
systems and focused studies.

Practice Guideline Reports

Clinical practice guidelines are systematically developed statetn@sgsbn a common set of
evidencebased clinical recommendatiotiathelp practitiones achieve consistent delivery of

services and better health outcomes for their patients. The guidelines provide clear
recommendations about key decisions, such as the specific diagnostic or screening tests to order,
the length of time patients should staythe hospital, and other details of clinical practice. By

using these guidelines, practitioners help to reduce variation in clinical practice and improve
health outcome¥® These guidelines encourage established, effective interventions and

discourage actices proven ineffective or detrimental. They reduce patient morbidity/mortality

and improve the quality of life for people suffering from many common clinical conditions.

In accordance with DHS/MCO Contract, Section 7.1.5, MCOs must adopt practieérgsd
based on clinical evidence, ensure that they are disseminated to providers within the
organization, ensure proper application of guidelines to an MCO deas&img process, and

annually audit provider compliance with the guideli%7e$\s part of his contractual
requirement, the MCOs must audit a reasonable sample of its prdvioiegghysician or clinid@
to determine provider compliance with the practice guidelines the MCO has prioritized for
auditing, using an appropriate data source. Theatemast address all of the following
elements:

1. The way the MCO implemented Section 7.1.5CAi.e., adoption as well as
dissemination and application of guidelines)

2. Reviews and/or revisions of all adopted guidelines, sources of guidelines, and dates the
guidelines were reviewed/revised

Results of the audit

Improvement strategies and/or corrective actions being taken

Table14 providesimprovement sggestions fothe 20@ MCO Practice Guideline Reports
Although the quality of the discussion and analysis variely, the MCOs indicated by a red
downwardpointing arrow E ) were deemedoncompliant with the reporting requirements.
Green arrows( ) indicatethat thePractice Guidelin®epors were detailecandthoroughly
covered all aspects of reporting requirements

%Woolf, SH, Grol, R, et alClinical guidelines: Potential benefits, limitations, and harms of clinical guidelines.
BMJ. 1999; (318):52:530.
3" Practice guideline requirements per DHS/MCO Contract, Section 7.1.5(D).

M% Chapter 3: Key Findings Summary Page32



Mo

Minnesota Department of Human Services 2009Annual Technical Report

Table14. 2009 Practice Guideline Report Evaluation

MCO \ Improvement Suggestions

Blue Plus List opportunities for improvement and recommendations in detail. Provide specific dg
for guideline updates(E Q)

HealthPartners | MCO must ensure that Blood Lead Screening guidelines are applied to decisididad
coverage of services in accordance with 7.1.5 C of the DHS@d@exct. € Q)

IMCare Improvement strategies for opportunities and recommendations related to the practice
guidelines mentioned were detailed. To maintain these positive efforts, the M@0s to
continuously monitor and evaluate thestablishedstrategies and plansic Q)

Medica Provide specific dates for guideline updaté¢s Q)

MHP Improvement strategies for opportunities and recommendations related to the practice
guidelines mentioned were detailed. To maintain these positive efforts, the MCO nee
continuously monitor and evaluate thestablishedstrategies and plansic Q)

Prime West Improvement strategies for opportunities and recommendations related to the practice
guidelines mentioned were detailed. To maintain these positive efforts, the MCO nee
continuously monitor and evaluate thestablishedstrategies and plansic Q)

SCHA Provide specific dates for guideline updatés Q)

UCare List he improvement strategies andf necessary corrective actisthat will be
undertaken (7.1.4). (EQ)

In general, there was comparability and consistency among Practice Guideline Reports because
mostof the MCOs now use the standard form recommended by MPRO in the 2004TAER.

MCOs that did not use the template did not address specific dates for guigedatesand he
strategies for opportunities and recommendations were notepth as thosesing the

template.

Special Health Care Needs Reports

According to Section 7.1.4 of the DHS/MCO Contract, MCOs are responsiblB fdentifying
enrollees with special health care needs according to specific categpassessing identified
patients 3) providing access to specialists in accordance with assessment finding$, and
reporting a brief summary describing these effortsuatly to theState.

Tablel5displays the elements of the SH@porting requirementsBlank cells {-) indicate

that the MCOs did not include désaabout this element in its repofReports that includedf

all required reporting requiremerakng with analysis of the findings and an evaluation of
barrierswere deemed strengthd Q) and the absence of at least one element as a weakness
(EQ). Reports that addressed all required elements without any additional analysikemes
neither a strengthor a weakness.
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Table15. 2009 Compliance with SHCN Reporting Requirements by MCO
Blue  Health Prime
Contract Element (7.1.4) Plus Partners IMCare Medica MHP  West

Adults Identified with SHCN --
7.1.4(A)

Assessment of Enrollees -- --
Identified 7.1.4(B)

Access to Specialists 7.1.4(¢ - - -

SCHA UCare

Compliant with A, Band C? | NoE NoE NoE Yes | Yes; | NoE | Yes | Yes

Three of the MCOs MHP, SCHA, and UCae — provided SHCN-epors that fulfilled all of the
contract requiremenendincluded meaningful and adequate analysiherMCOs did one or
the other. For example, Blue Plus included a thorough presentation of quantitative and
gualitative information in its report but was missinfprmation about access to specialists and
assessments of identified enrolle@gedica includeall of the requested data elements but
provided no analysis of the findings or evaluation of barrieable16 summarizes MPR®
evaluation of eacMCOG& 2009 SHCN Report.

Table16. 2009 SHCN Report Evaluation

MCO Comments
Blue Plus The report was well outlined and easy to read. The contractual elements were define
clearly and included qualitative and quantitative anakys Although its threshold is more
stringent than required by contract (i,dndividual Enrollee Claims exceeding $75,000
instead of $100,000 he MCO should still identify which claims were over $100,000. A
there was no mention of Assessment of &lees 7.1.4(B). Assessment of Enrolises
defined agtimplementing mechanisms to assess enrollees identified and monitor
the treatment plan..€ The language used in the report wamnsented and actively
engageck The Access to Specialists 7.1.4(C)laasm was not included in the report.
HealthPartners| The MCO did not address the 7.1.4. (A) elements. It did clearly addréssessment of
Enrollees andccess tdecialists mechanisen The MCO may want to outline the repor
to include: Describn, Process, Quantitative/Qualitative data/results, Analysis (includi
barrier analysis where applicahlend Next Steps/Recommendations.
IMCare The report was well outlined and easy to read. The contractual elements were define
clearly andncluded qualitative and quantitative anaBs There was no mention of
Assessment of Enrollees 7.1.4(B) or Access to Specialists 7.1.4(C).
Medica The report was well outlined and easy to read. It addressed 7.1.4. (A) elements and 7
(B and C) mecmésms. While the MCO identified SHCN enrollees in 2009, a breakdow
each required element was not provided.
MHP The report was well outlined and easy to read. It addressed 7.1.4. (A) elements and 7
(B and C) mechanisms. The report includeditptale and quantitative analys.
Prime West The report was well outlined. The MCO may want to usecgubgories under the analysi
section to increase readability. The MCO addressed 7.1.4. (A) elements and 7.1.4. (B
There was no mention of AccetssSpecialists 7.1.4(C).

SCHA The report was well outlined and easy to read. It addressed 7.1.4. (A) elements and 7
(B and C) mechanisms. The report included qualitative and quantitatislyses
UCare The report was well outlined and easyread. It addressed 7.1.4. (A) elements and 7.1.

(B and C) mechanisms. The report included qualitative and quantitative asalys
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Conclusiorg Process Findings

Evaluations of processes help to measure and evaluate qudigugh ongoingnonitoring of
established processes and additional qualitative analysis, the MCOs can ensure the processes in
place are successful for the long term.

Outcome Findings

An foutcom® is the result of enrollés health, functional status, or satisfactetfterreceiving
care orservicesbased on the diagnosis or problems presemtedsatisfaction with the health
careteam (of which the enrollee is a membe&Changesn an enrolleé health status,
knowledge, behavior, or satisfaction are all types of cai@mes Outcomefindingsassess the
success of structures and procegagsnto place byMCOs to provide quality care to enrollees
Measuring outcome®quirestabulatng, calculatng, or recording an activitgffort and
expresmg it in quantitativeform.

Outcomes discussed in this chapter include

A Performance measures
CAHPSconsumesatisfaction survey
Numeric scoring

A
A
A Voluntary changes MCO enrollment
A

Financial incentives and disincentives

-

A Completed PIPs

Performance Measures

DHS uses performaneeeasures to quantify qualitf-care and service improvements by
focusing on process measurement or outcome chdg& bases these measures on HEDIS
technicalspecificationsdevelogdand maintaied byNCQA.

The BBA requirg a validation process to ame that performance measures comply \igttheral
protocolsaboutmethods of data collection and calculatiodHS catracts with MetaStar, an

NCQA-certified HEDIS auditor, to conduct an independent audit of performance measures
based on encounter data submitted to DHS.

Tablel7 summarizes the validated performance measures by program, based on encounter data
from CY 2009. Green arrowsq ) in the table indicate program level rates that have

demonstrated an increase for three consecutive years. Conversely, red Ejraéte a rate
decrease for three consecutive years. These indications are based on a percentdgengejnt

38CMS protocols used in Conducting Medicaid External Quality Review Activities: Validating Performance
Measures, Calculating Performance Measures, andatizn Systems Capabilities Assessment for Managed Care
Organizations and Prepaid Health Plans.
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nota test of statistical significance. In those instances where there is no arrow indication, the
rate either did not change or fluctuated from year to year (i.e., increased or decrBasadse

the rates in the table are presented at thergnodevel, there are no MG8pecific strengths or
weaknesses to considddetails of programspecific rates for previous years are located in
Appendix C

Tablel7. 2009 Performance Measures

Minnesota= MC

HEDIS Measure Care GAMC
Adult Ambulatory or Preventive
Visits
A 20¢ 44 years 91.9% | 87.1% 91.1% 98.3% 99.2%
A 45¢64 years 92.4%; | 90.2% 90.3% 98.6% 99.6%
A 65+ years 98.0% | 92.1%
Antidepressant Medication
Management
A Acute Treatment 36.2% | 45.6% 41.4% 59.3%
A Continuous Treatment 26.7% | 34.0% 29.7% 54.7%
Asthma Medications 87.7% | 87.7% 81.8%
(5¢ 50 years)
Adolescent WelCare Visits 36.9% | 32.8%
Breast Cancer Screening
A 40¢64 years 47.8% | 63.6% 76.1% 62.4%
A 65¢ 69 years 57.6% | 56.3%;

Children Primary Care
Practitioners Visits

A 12¢ 24 months 98.6% | 98.2%
A 25 monthsc 6 years 93.2% | 92.8%
A 7¢llyears 93.1% | 93.0%
A 12¢19years 93.1% | 94.1%
Cervical Cancer Screening 77.9% | 69.3% 61.1% 60.9% 54.8%
Diabetes Screening
A HbAlc Testing 80.0% | 89.8% 86.4% 90.7% 90.7% | 90.0% | 72.1%
A LDLC Screening 65.9% | 82.3% 76.4% | 81.6% 75.9% 82.4% 62.2%;
Chlamydia Screening 56.3% | 48.3% 69.9% | 42.4% 15.4%
(16¢ 24 years)
Childhood Immunizations
A Combination 2 67.5% | 62.2%
A Combination 3 64.3% | 58.5%

WellChild Visits First 15 Months| 52.8% | 58.3%
(6 or more visits)
WellChild Visits (& 6 years) 65.6% | 66.1%;

¢ /E = Rate increase/decrease for three consecutive years.
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Overall, F&C MA and MinnesotaCare programs demonstrated the most measures with increased
rates over three yea3rgsAntidepressarMedication Managemerg€Continuous Treatmepand

Cervical Cancer Screenirgethe only two measures with downward performance trends by

MC GAMC and MinnesotaCangrograms respectively.MCO-specific detailed rates are located

in Appendix D

Consumer Assessment of HealthcdPeoviders and Systems (CAHPS) Survey

Consumer satisfaction surveys provide DHS and the MCO with feedback about né&embers
experiences with medical facilities and medical service providers, including scheduling, access
to providers and specialists, wait timgsiality of clinical interactions, and customer service.

The CAHPS survey helps promote MCO accountability and better management of services.

DataStat, Inc., AICQA-certified CAHPS vendor under contract with DHS, conducted the
Managed Care Public Prograr@onsumer Satisfaction Survey. Using the CAHPS 4.0 survey,
DHS assesses and compares the satisfaction of enrollees in publicly funded managed care
programs annuallyCAHPS provides global ratings of health care experience and composites of
member satisfction.

Information obtained from consumer satisfaction surveys alM@®sto measure how well the

organization is meeting enrolléescpectations and needs. Surveys also can reveal areas of
. . . . 0

recent improvement and target areas to improve the quah:ayrefprowdeé.

Member Experience Rating

The 2A.0survey included four questions related to member experiémeguestions assessed
member views about thgdersonaldoctor,the gecialistthey sawmostoften, andoverallratings

for their realthcare anchealthplan. Survey questions asked respondents to score their health
care experiences on a scale of 0 to 10, wh@bés the worst possiblexperienceandiil0ois the
best possible.

Table18displays the member experiene¢ingsin these four areas by program, noting the
percentage of respondents answering wilaceor il00 (i.e., imost positive). The findings are
compared to the 20 Qualty Compass national average for Medicaid. As noted in the table,
member experience ratings for all programshégber tharthe 2.0 Medicaid national average
for all lines of business

* MCO-specific rates are located in Appendix D. MCO calculated rates may be different if the MCO used the
hybrid method or other data sources not availableH&, since DHS only uses MC&ubmitted encounter data.

40
The 2010 Managed Care Public Programs Consumer Satisfaction Survey Results, Juty2@llable on the
DHS Website.
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Tablel8. Global Ratings of Health CaEsperience by Program

Rating ofdMost Positiveé Response*

F&C Minnesota National
Experience Rating Area Care MSC+ MnDHO SNBC Average
How People Rated Their Personal Doc| 66.6%%6 67.526 71.13%6 | 74.8%6 | 62.13% | 65.086 | 60.03%
How People Rated Thefipecialist 59.3%% 60.61% 66.430 | 72.4%9 | 62.3%9%0 | 63.026 | 60.2%

How People Rated Their Health Care | 48.41%| 53.36% 56.88% | 63.72% | 46.09% | 53.01% | 46.9%0
How People Rated Their Health Plan | 54.81% 54.56% 64.120 | 71.7%% | 48.630 | 60.400 | 5247%

*Note: éMost Positivé Response = Rating @€ or ¢10¢

Enrollees in the MSHO program have highest positive responses across progharasngs
higher tharthe national average in evesyperience rating areand MnDHOenrolleeshave the
lowest. When evaluating experierre#ings by category, respondents rate their personal doctor
the highest and their health care the lowest.

Member Satisfaction Composites

Satisfaction composites include:

A Getting Needed Card Satisfaction when attempting to get care from doctors and
specialists

A Getting Care Quickly i Satisfaction with receiving care and getting appointments
within in a reasonable time

A How Well Doctors Communicatei Satisfaction with whether providers listen, explain
care issues, show respect, and spend enough titmeneinbers

A Health Plan Information and Customer Servicel Satisfaction with getting information
from written materials or the Internet, getting information or help from customer service,
and treatment by customer service staff

= Based on National HMO data from 2010 Medicaid Quality Compass from NCQA.
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There are four possible respgas to the satisfaction compositéglways 0 iUsuallyo
fiSometimes) or iNevero Table19 provides a summary of the most positive results for each
program.

Table19. Global Composite of Health Care Satisfaction by Program

Rate oféMost Positive Response*

F&C National

Satisfaction Composite Area MA MnDHO SNBC Average

Getting Needed Care 50.586 | 59.8®% 53.58% | 60.0M0 | 42.48% | 52.4046 | 74.91%

Getting Care Quickly 52.4® | 59.81% 61.7%6 | 66.09 | 50.8%% | 60.2®%6 | 7943%

How Well Doctors Communicat| 76.226 | 78.0P% 7490% | 76.486 | 70.996 | 70.2®%6 | 86.98%

Health Plan Information & 59.3%6 | 64.0% 61.91% | 67.1®6 | 50.006 | 66.03%6 | 7941%
Customer Service

*Note: dMost Positivé Response = Rating @hlways

As indicated inTable19, respondents across all programs consistently gave the highest ratings to
how well their doctors communicated. Conversely, the ability to get needed care has the lowest
rate of positive resnses in most programs. As ithe casenost years, enrollees in the MNDHO
program have the lowest positive response rates and the MSHO enrollees the highest rates.

Key Findings for MCOs by Program

Separate comparisons of the survey data from MCOs within F&C MA, MinnesotaCare, MSC+,
MSHO, MnDHO, and SNBC programs form the basis folMli&0sHkey findingswithin these
programs.A ratingthat is significantly highefc ) or lower(E ) thanthe program eerage for

the categorys indicated withanarrowindicatinga strength or weakness for the MCO in one of
the components of carguality, access, antimeliness)

Table20 displays the member expence for each MCO by program. The MCOs that were
significantlyhigheror lower thanthe program averagevere focused in two rating areas: How
People Rated Their Health Care and How People Rated Their Health Plan. Blue Plus was
significantlyhigher tharthe F&C MA average for How People Rated Their Health Riad
IMCare was significantlyjower. MinnesoaCare, IMCargand MHP were significantliower
thanthe program average for How People Rated Their Health Cand@mdPeople Ratedheir
Health Plan. Medica was significanthigher tharthe MinnesotaCare average for How People
Rated Their Health Caréviedica was significantljower thanthe MSC+ average for How
People Rated Their Health Care. PrimeWest was significhigher tharthe MSHO average
for How People Rated Their Health Caaed HealthPartners was significantyver.

PrimeWest and SCHavere both significantlyrigher tharthe MSHO average for How People
Rated Their Health Plaand UCare was significantlgwer.
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Table20. Global Ratings of Health Care Experience by MCO and Profg-d:t)

Minnesote
Global Rating Area F&C MA Care MSC+ MSHO MnDHO SNBC
How People Rated Their Personal Doctor| 66.69 67.52 71.15 74.89 62.13 65.05
Q)
Blue Plus | 68.97 66.20 73.29 76.07 - 66.35
HealthPartners | 73.96 64.32 71.84 71.59 -- --
IMCare | 67.84 68.99+ 72.03** 74.127 - -
Medica | 60.23 69.45 67.00 71.25 - 63.84#
MHP | 67.79 68.99+ 72.03** 74.127 - 63.84#
PrimeWest | 64.54 66.01++ 72.03** 78.13 - 63.84#
SCHA | 69.06 66.01++ 72.03** 78.19 - 63.84#
UCare | 59.89 69.42 71.8% 72.53 62.13 63.84#
How People Rated Their Special(f) 59.35 60.61 66.43 72.49 62.39 63.02
Blue Plus | 63.74 59.15 65.49 77.33 -- 64.34
HealthPartners | 61.96 57.69 68.32 69.23 -- --
IMCare | 57.69 54.68+ 71.23** 64.66" - -
Medica | 70.15 66.45 62.30 72.84 - 61.67#
MHP | 60.00 54.68+ 71.23** 64.66" -- 61.67#
PrimeWest | 49.43 60.66++ 71.23* 77.84 - 61.67#
SCHA | 58.97 60.66++ 71.23** 74.58 - 61.67#
UCare | 53.85 64.23 68.32% 67.33 62.39 61.67#
How People Rated Their Health C&i@) 48.41 53.36 56.88 63.72 46.09 53.01
Blue Plus | 52.09 51.96 63.54 64.72 -- 51.76
HealthPartners | 50.89 53.57 60.58 57.28 -- -
IMCare | 43.72 46.4E + 57.82** 61.38" - --
Medica | 50.85 58.94; 45 56 60.54 - 54.20#
MHP | 44.22 46.4F + 57.82** | 61.38" | -- 54.20#
PrimeWest | 45.61 52.42++ 57.82** 70.4%; -- 54.20#
SCHA | 49.32 52.42++ 57.82** 66.67 - 54.20#
UCare | 51.61 57.23 60.58 61.54 46.09 54.20#
How People Rated Their Health PIéQ) 54.81 54.56 64.12 71.79 48.63 60.40
Blue Plus | 62.13; 52.85 69.32 71.34 - 59.57
HealthPartners | 57.04 55.62 61.23 66.50 -- --
IMCare | 45.74 46.24 + 64.79* | 71.65" | -- -
Medica | 55.07 57.50 59.94 71.33 - 61.20#
MHP | 58.61 46.24 + 64.79** 71.65" - 61.20#
PrimeWest | 47.45 57.45++ 64.79** 77.9% -- 61.20#
SCHA | 54.74 57.45++ 64.79** 75.24; - 61.20#
UCare | 56.39 57.80 61.23 65.7€ 48.63 61.20#
+ MinnesotaCare population: IMCasad MHP have a grouped rate
++ MinnesotaCare population: PrimeWest and SCHA have a grouped rate
* MSC+ population: HP and UCare have a grouped rate
** MSC+ population: IMCare, MHP, PrimeWestd SCHA have a grouped rate
A MSHO population: IMCare and MHP have a grouped rate
# SNBC population: Medica, MHP, PrimeWest, S@tdUCare have a grouped rate
¢ /E = Ratings that are above/below the program average for the category
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Table21 displays the satisfaction composite ratings by MCO for each publicly funded program
in the following areas: Getting Needed Care, Getting Care Quickly, How Well Doctors
Communicate, and Health Plarformation& Customer ServiceSCHA ratedsignificantly
higherthanthe F&C MA average for Getting Care Quickind MHP rated significantly lower.
Both PrimeWest and SCHA were higher than the MinnesotaCare average for Getting Needed
Care and Health Plan Informati@Customer Service. Blue Plus rated sigaiftly higher than

the MSC+ average for Getting Care Quickly. For MSHO, HealthPartners rated significantly
lower thanthe program average for Getting Needed Care, Getting Care Quickly, and How Well
Doctors Communicate. SCHA rated significantly highanttne MSHO average for Getting
Needed Care and Health Plan InformaCustomer Service. PrimeWest rated significantly
higher than MSHO average f@etting Care Quicklyand Health Plan Informatio& Customer
Service. UCare rated significanttywer thanthe program average for Getting Care Quickly.

Table21. Global Composites of Health Care Satisfaction by MCO and Profkémays)

Minnesota
Global Composite Area F&CMA Care MSC+ MSHO MnDHO SNBC
Getting Needed CaréQA) 50.58 59.87 53.56 60.07 42.48 52.40
Blue Plus | 49.29 55.99 51.90 59.86 - 54.22
HealthPartners | 46.80 58.07 53.32 52.865 -- -
IMCare | 53.24 61.39+ 61.80%* 58.99" - --
Medica | 51.99 60.69 47.82 59.00 - 50.59#
MHP | 52.79 61.39+ 61.80** 58.99" - 50.59#
PrimeWest | 51.99 63.50; ++ 61.80** 63.05 - 50.59#
SCHA | 52.91 63.50; ++ 61.80** 65.41; - 50.59#
UCare | 47.42 60.28 53.3% 59.66 42.48 50.59#
Getting Care QuickI{QA) 52.47 59.81 61.75 66.03 50.85 60.27
Blue Plus | 50.07 54.98 67.75 67.54 - 58.73
HealthPartners | 53.68 59.19 61.23 57.9%F -- -
IMCare | 45.12 58.36+ 62.78%* 66.92" - --
Medica | 55.95 60.50 54.58 66.31 - 61.86#
MHP | 46.16 58.36+ 62.78** 66.92" - 61.86#
PrimeWest | 53.76 65.61++ 62.78** 75.3& - 61.86#
SCHA | 58.9¢; 65.61++ 62.78%* 67.07 - 61.86#
UCare | 56.43 59.37 61.23 58.1%F 50.85 61.86#
How Well Doctors 76.22 78.07 74.90 76.46 70.99 70.27
Communicate(QA)
Blue Plus | 74.15 76.36 73.55 76.49 -- 70.69
HealthPartners | 80.19 79.14 75.24%& 71.66 -- --
IMCare | 79.82 80.00+ 76.09** 80.31" - -
Medica | 75.49 82.89 74.55 76.43 - 69.86#
MHP | 75.92 80.00+ 76.09%* 80.31" - 69.86#
PrimeWest | 75.06 74.55++ 76.09** 76.65 -- 69.86#
SCHA | 75.64 74 55++ 76.09%* 78.23 - 69.86#
UCare | 73.32 76.64 75.2%& 75.27 70.99 69.86#
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Minnesota
Global Composite Area F&CMA Care MSC+ MSHO MnDHO SNBC
Health Planinformation & 59.34 64.03 61.91 67.17 50.00 66.03
Customer Servic€QA)
Blue Plus | 65.88 55.21 64.71 62.05 - 64.90
HealthPartners | 66.46 67.55 58.7F 61.11 - --
IMCare | 47.73 59.72+ 65.54** 64.00" - -
Medica | 64.58 69.57 59.64 64.02 - 67.13#
MHP | 57.90 59.72+ 65.54** 64.00" - 67.13#
PrimeWest | 54.08 72.67 ++ 65.54** 80.2%; - 67.13#
SCHA | 56.86 72.6T ++ 65.54** 80.18; - 67.13#
UCare | 54.23 60.25 58.77% 65.05 50.00 67.13#

+ MinnesotaCare population: IMCaaad MHP have a grouped rate
++MinnesotaCare population: PrimeWest and SCHA have a grouped rate
* MSC+ population: HP and UCare have a grouped rate
* MSC+ population: IMCare, MHP, PrimeWest and SCHA have a grouped rate
N MSHO population: IMCare and MHP have a grouped rate
# SNBQ@opulation: Medica, MHP, PrimeWest, SCHA and UCare have a grouped rate
¢ /E = Ratings that are above/below the program average for the category

Numeric Scoring

The numericcoring systemadopted by DHS in 2006emonstrateeach MC@ method for
continuallyimproving its delivery systemThe scoring system providas objective mearfer
demonstrahg eachMCOG& ongoing improvement effortisy incorporaing two key outcomes of
care addressed in the ATR: enrolleestattionandperformance meases.

MCO results for performance measures compri$é dbthe score, while annual consumer
satisfactiopsurvey results determirtbe remainingg0%. The 40/60 weighting gives priority to
the voice of the consumer through the satisfaction scatele paformance measures, which
are based on process measuremanesecondary

The satisfaction portion uses three CAHPS composites (Getting Needed Care, Health Plan
Customer Servicesnd Ratingof Health Plan) The combined rate for each composite is
detemined by adding prograrspecificiimost positive respons‘é2 rates for the composite and
dividing that number by the applicable number of programs. For examite,tHe composite
Getting Needed Care, E&MA scored 67%, MinnesotaCare scored 75%, and MSHO scored
80%, the combined rate would be 74%, or (0.67+0.75+0.80)/3.

The performance measure portion is based on whether the MCO higsintividual
performance goalvhich isdetermined by threeyearaveragdor each measurdhe individual
performance goal has three possible scenarios, based on previous performance:

1. If the threeyear average is at greater tha®0%, the goal is set at 90%.

42
fiMost Positivé response is a rating 680 or fil00 or fiAlways, depending on the question/composite.
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2. If the threeyear average is between 75% and 89%, theigddl% of the difference
between the thregear average and 90%. For example, if the tiypza average is 80%,
then the goal would be 81%, or 0.80+[0.10*(G(XRB0)].

3. If the threeyear average is less than 75%, then the goal is theyheseaverage pib
percentage points. For example, if the thyear average was 56%, then the goal would
be 61%, or 0.56+0.05.

Each year, the aggregate rate for the MCO for each measure is determined by adding the
numerators and denominators for each prograable22 demonstrates how each of the MCOs
scores when the annual dat@applied to the numeric scoring systeMPRO considerec
scorewith more than afpointincreaseor decrease in numeric scoring from the previous y@ar
beastrength(c Q) or weaknes$E Q) in quality. For details on the 2009 scoring calculations,
seeAppendix E

Table22. Numeric Scoring@ otal Points(2008-2009

2008 | 2009
Performance Total Performance Total
Measures CAHPS  Score Measures CAHPS  Score Difference
Blue Plus 21.2 45 66.2 235 45.0 68.5 +2.3
HealthPartners 28.2 45 73.2 259 45.0 70.9 2.4
IMCare - 45 - 118 45.0 56.8 N/A
Medica 235 45 68.5 235 45.0 68.5 0.0
MHP 30.6 45 75.6 23.5 45.0 68.5 -7.1E
PrimeWest 21.2 45 66.2 18.8 45.0 63.8 2.4
SCHA 25.9 45 70.9 235 45.0 68.5 2.4
UCare 30.6 45 75.6 16.5 45.0 61.5 -14.1E
Average 70.3 65.9 -4.4

¢ /E = 5point increase/decrease on total numeric score
Note: The average for 2008 includes FirstPlan which is not represented in the table.
IMCare did not receive a numeric score in 2008

In comparing overall performance, the average score has gone dewhpaynts since 2008.
HealthPartnerbasthe highest overall numeric score, with.9points out of a possible 100.

When comparing the 2009 numeric scores with 2008, UCare and MHP demonstrated the largest
numeric score decrease
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Figure7 provides ahreeyear comparison of numeric scores by MCO. The chart illustrates the
wide variability from year to year and across MCOs.

Figure7. MCO Numeric Scores (20@D09)

UCare
SCHA
PrimeWest
o MHP
@) W 2009
S .
Medica
02008
IMCare m 2007

HP

BluePlus

55 60 65 70 75 80

Total Numeric Score

Note: IMCare did not receive a numeric score in 2008.

Voluntary Changes in MCO Enrollment Survey

DHS administers a monthly written survieytrack voluntary changes in MCO enrollment and to
compare the reasons enrolleedH&C MA, MinnesotaCareandMSHO programs change from

one MCO to another The results presented in this repaick the number a#nrollees who
changed MCOs i€Y 2009

DHS provides theletailed survey results to the MCBg question and categqrso they can

evaluatehe data and identify opportunitiés improvement.Data on voluntary changes in
enrollment exclud&&C MA enrollees living in counties contracting with CBfPs., IMCare,
PrimeWest, and SCHApecause enllees are required to use tG8P and can only change
MCOs if they move to a ne@BP county.

Table23lists voluntary enroliment change rates by ®I€@r 2009 The numerator is thital
number of enrollees who voluntarily changed from one MCO to anoltiier denominator is the
average number enrolled in each MCO duf20§9. The 2009statewide change ratéor F&C
MA, MinnesotaCareand MSHOenrolleesare0.8%, 2.5%and2.5%,respectively MCO

change rates that exceed the threshold of 5% are marked with a redEa@a)y tenotinga
weakness imuality andaccess components of caflCO-specific voluntary enrollment change

“3DHS fivoluntary Changes in MCO Enroliment Repiig available on the DHS public Web site at:
www.dhs.state.mn.us/healthcare/studies

CON
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rates that are $s than the average for the program are marked with a green ar@#) (
denotinga strengthn quality andaccess components of care.

Table23. 20 Voluntary Enrolliment Change Rates by MCO
MinnesotaCare

# # #
Enrollees Enrollees Enrollees
Changing Avg# Change Changing Avg# Change Changing Avg#
MCO Enrolled Rate MCO Enrolled Rate MCO Enrolled

Blue Plus 255 57,543 | 0.4% 627 43,919 1.4%; 85 10,035 0.8%:
FirstPlan 13 5,286 0.2% 87 3,485 2.5% 57 1,020 5.6%
Health 649 33,868 1.9% 556 14,300 3.9% 195 2,744 7.19%
Partners
IMCare 55 1,501 3.7% 4 471 0.8%
Medica 507 88,529 | 0.6% 570 30,052 1.9%; 257 8,760 2.9%
MHP 183 11,947 1.5% 239 2,021 11.8% 92 762 12.1%
PrimeWest 65 1,768 3.7% 10 2,062 0.50/@
SCHA 89 2,358 3.8% 34 1,868 1.8%;
UCare 481 67,703 | 0.7% 731 20,266 3.6% 190 9,032 2.1%;
Total 2,088 264,876 | 0.8% 3,019 119,671 2.5% 924 36,754 2.5%

E = Rate exceeds 5% annual threshold = Rateless tharprogram average

Theaverage change rate for F&C MA was 0.8% in 2009 across MB@e. Plus, FirstPlan,
Medica, and UCare all had change rates that were below the F&C MA average. Blue Plus and
Medica were botless tharthe MinnesotaCar@rogram average, but with a changterof

11.8%, MHP wagreater thathe 5% threshold. Change rates in the MSHO program varied.
Blue Plus, IMCare, PrimeWest, SCHA, and UCare werkesdl tharthe program average,

whereas FirstPlan, HealthPartners, and MHP exceeded the maximum threshold.

Figure8 depicts the voluntary changes in enroliment by F&C MA MCOs for 2006, 2007, 2008
and2009 As indicated in the figure, the ratef voluntary change in enrollment have either
gone down or remained stable acreashMCO for at least three years
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Figure8. Voluntary Changes in EnrollmeqtF&C MA(20062009)

Figure9 showsthe voluntary changes in enrollment for MinnesotaCare MCO2006,2007,
2008 and2009. With the exception of UCare and PrimeWest, the rates for voluntary changes in
enrollment hae increase, although not dramaticallgmong MinnesotaCare enrollees in the

past year.
Figure9. Voluntary Changes in EnrollmegtMinnesotaCarg2006-2009)
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