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Wisconsin Department of Health Service@HS)
Division of Medicaid ServicegDMS)

HMO Quality Guide

This Guide provides an overview of the measutagjets, methodologyand operational details
supportingDMSHMOQuality initiatives for BadgerCare Plus and SSI.
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|. Measurement Yea2023 Overview

The quality initiatives of th&Visconsin Department of Health ServicBsvision of Medicaid Services
(DMS)cover abroadrangeof initiatives as shown below:

WICR
NCQA P4P
OB
Medical Repc()jrt
Home MY2023 DHS Car
Quiality Initiatives
CAHPS PPR

PIP SSICM

1 The Wisconsin Core Reporti(yICR)nitiative focuses on providing DMS healthcare quality data
for a broad set of conditions and measures relatedhiMedicaid Core Sets published by CMS.
WICRdoes not include a withhold but requires HMOs to report data on specific quality measures
and mposes financial penalties for not reporting resulMMS submit®ayfor-PerformancgP4P
and WICR results tihe Centers for Medicare & Medicaid Servic€sI§ and CMS publishes an
annual scorecard of state performance.

1 TheP4Pinitiative focuses on iproving the measurable quéaliof care for Medicaid members
served by HMQd41MOs are subject toapitation withholdsthat HMOscanearn back based on
their performance relative to qualittargetsfor various measure§ hese measures relate @MS
priorities, while balancing the totahumber of measures in P4ABMScontinues to movérom
processonly measures to a combination pfocess an@dutcome measure¢e.g., from HbAlc
Testing to HbAlc Control, related to diabetes gare

1 TheHMO Report Carévaluatsthe quality of health care that Medicaid members receive from
BadgerCare Plus and Medicaid SSI HvE3sd on performace dataprovided by the HMO 5-
starrating system is used to compare HMOsnoajor areas of carasingnational and statevide
benchmarks.
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1 ThePotentially Preventable Readmissions (PRitjiative focuses on reducing preventable
hospital readmissions following an initial admission. Excess readmissions compared-iwigete
benchmarkssuggest an opportunity to improve patientittomes and to reduce costs through
better discharge planning, better coordination of care across sites of service, and/or other
improvements in the delivery of care.

1 TheSSI Care Managemeritiative aims toprovide persorcentric care througmeeds
stratification, integration of social determinants, persoentric care plans, interdisciplinary care
teams, and orgoing assessmestnd alignment of th&8SY SYO SNB Q Yy SSRa gAGK 0

1 HMOs conduct twderformance Improvement Projects (PIRsch year as part of their quality
assessment and performance improvement (QAPI) progfaRIP is a project conducted by the
HMO that is designed to achieve significant improvement, sustained over time, in health outcomes
and member satisfactiorzor MY2023both PIPs must focus on reducing health disparities among
Medicaid members and compliance with the Managed Care Rule requirement defined in 42 CFR
438.340 (b).

1 TheConsumer Assessment of Healthcare Providers and Systems (CALR8Yis a survey tool
used byDMSto survey both fegor-service and HMO member experience aatisfaction with
care. The survey is performed annually for children in BadgerCare Plus or CHIP populations, and
data is shared with CMS.

1 OB Medical Homés an initiativeto improve bith outcomes and reduce birth disparities among
high-risk pregnantmembersenrolled in BadgerCare Plus aMedicaidSSI HMOs by providing
enhanced care coordination services.

1 National Committee for Quality Assuranc®& CQA Accreditationis a nationally reognized review
process.DMSrecognizes NCQA Health Plan Accreditation to avoid duplication of External Quality
Review (EQR) activitie®MSwill require all HMOs to be accredited for Medicaid, as well as a
distinction or certification regarding culturally appropriate care, by December 31, 2023.

Measurement Year (MY) for theitiatives starts on January 1 and ends on December 31 of that
cakendaryear, unless otherwise noted for specific initiatives

These quality initiatives are part of tiMSMedicaid Managed Care Quality Stratégyhich is a
three-year strategic plan to improve quality and ensure quality assurance and compliance within
managed care programs, including HMOs.

Depending on the specific Medicaid members served, an HMO might participate in maoutiiey
initiatives

1 DMS Medicaid Managed Care Quality Strategy
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%2@8@nization/Quality for BCP_and Medicaid
SSI/Home.htm.spage
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Participating HMOs

The table below lists thBadgerCare PluBCHHMOs andSupplemental Security InsureeRelated
Medicaid ES)HMOs participating in the P4P and Core Reporting initiatives f@ORIY This list is
updated annually.

HMO BC+ SSi

1. Anthem Blue Cross and Blue Shield \Y, Vv

2. Chorus Community Health Plans v -
3. Dean Health Plan Vv

4. Group Health Cooperative of Eau Claire \Y, Vv

5. Group Health Cooperative of South Central Wiscons vV [N
6. Independent Care (iCare) Vv Vv

7. Mercy Cardnsurance Company v e
8. MHS Health Wisconsin Vv Vv

9. Molina Healthcare Vv Vv

10. My Choice Wisconsin Health Plan Inc Vv Vv

11. Network Health Plan Vv Vv

12. Quartz \ \Y

13. Security Health Plan of Wisc Vv Vv

14. United Healthcare Community Plan Vv Vv
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lI. Wisconsin CoreReporting (WICR)

Note: This section is current as of the release of Version 1.0 of the 2023 Quality Guide; however, it
will be updated once CMS publishes the final 2023 Child Core Set and Adult Core Set in December
2022. There may be furtherevisions to the list of WICR measures based on the final Core Set lists.

The Bipartisan Budget Act of 2018 (P.L.-128)requires states to report on théhild Core et for

Medicaid and CHIP beginning with reports for fiscal year (FY) RO2ddition,section 5001 of the
Substance UsBisorder Prevention that Promotes Opioid Recovery and Treatment for Patients and
Communities Act (SUPPORT Act) 2018 made state reporting of the Behavioral Health Core Set for adults
mandatory starting in FY 2024. WhileukdCore Set measures, other than behavioral health, are not
mandatory, DMS is working towards improving the number of measures from the Adult Core Set reported
to CMS each year.

To improve alignment with current and future CMS requirements (e.g., CHIPRA, Managed Care Rules)
andimprovequality ofcare, DMS requires all plans to report auditddalthcare Effectiveness Data
and Information SetHEDIpdata for key measures designatadWisconsin Core Reporting (WICR)

1. 2023WICR measures are all tNCQAHEDIS measures included in either the 2023 CMS Adult or Child
Core Set.

2. HMOs will be subject to 10,000 penaltyper measure for not reporting HEDIS dé&daany WICR
measureasapplicable to BC+ and SSI, shown in the tabfgppendix E

3. General Submission Considerations
1 HMOs should report results using standard HEDIS specifications unless otherwise sipecified
Appendix F.

1 HMOs are asked to report all age bansish-populations, and any applicable totals for the
measures using standard HEDIS technical specifications.
1 HMOs should follow guidelines for denominators less than 30.

1 If an HMO is unable to generadd/NICR measurdue to the specification®eingtailoredto
CMS rather thatNCQAthe HMO mussubmit a letterby July 312023,to DMS clearly stating
the reason(sjor its inability to generate this measuralong with its regular HEDIS data
submission to DM&e.g.,Diabetes Care for People with Seriddental Iliness: Hemoglobin Alc
(HbAlc) Poor Control (>9.0%) (HP&\2)

For a full list of WICR measures, in addition to P4P measures a2k measures that are to be
reported to DMS, se@ppendcesEand F.

CMS Medicai@023 AdultCore Setlink tobe updated when CMS releas2023 Core Set)
CMS Medicai@023ChildCore Seflink to be updated when CMS releas®23 Core Set)

2 National Committee for Quality Assurand¢etp://www.ncga.orqg), a private, 501(c)(3) nefor-profit organization
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1. Pay-for-Performance (P4P)

Note: ThisP4Psection is in placeholder status. P4Pelssure selectionbaseline
data, targets and withhold ratesare all pendingneasure result analysis and the
release 0f2022Quality Compass.

Scope
1 BC+Standard plann all 6MedicaidRegions
1 SSiAll 6 MedicaidRegions

Dual(Medicare) eligible memberare excluded fronBC+ and S8UP unless they meet
enrollmentrequirements for Medicaid only during the year. Retroactive Medicare eligibility
and enrollment are accounted for if such actions occur before theotfudate for the data used
for the Measurement Year (MY).

DMS will set prformance targets for each mea® and HMOResultsvill be calculated for all 6
Regions collectively, unless otherwise specified

Measures, Withhold and Targets

1. TheDMSusesHEDIS measurdsr its P4P initiative
There will be no deviations from HEDIS specificatidieter to HEDIS Technical
Specificationpublished by NCQfr detailsof specific measures

2. The MY2023 upfront withhold rate is 2.5% The withholdwill apply to capitatiorfor BC+
and SSincluding administrative payments.

a. BC+:

- 0.75%withhold will be assigned to RIPfor reducing disparities
- 1.7%6withhold will be assigned tBlEDIS measures
b. SSI:

- 0.75%withhold will be assigned to RIPfor reducing disparities
- 1.7%6withhold will be asigned to HEDIS measures

c. An HMO can also earn a bonus
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MY?2023 Withhold

SSI BC+
(2.5% total) (2.5% total)

P4P Measures =
1.75%(divided

P4P Measures
=1.75%(divided

= 0, = 0,
Pl =0 up among AP =Ere among 68 adult &
measures) children measure

7

Children Adult
TBD Composite: Composite:

TBD TBD

3. MY2023 P4P targets for BC+ and SSI

MY2023baselinedor HEDIS measures are set using the latest available MY2021 HEDIS state
wide averages and the MY2021 national HEDIS percentiles as published in the Quality Compass.

This approach provides:

1 Alevelstarting pointfor all HMOs
1 Transparent targetshared in advance
1 Consistent targets that do not change nyidar

The table below lists for each P4P measure:
1 2021national HEDIS percentiles
1 2021state average
1 The composite applicable to the measure
1 Targets for earning P4P points (further explained i B4P Methodology section)

MY202B HMO P4P Measures, Composites and Targets:
Tablewill be updated when measures argelected,and Quality Compass released with
revised benchmarks.
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P4P Methodology

This sectionwill be updatedpending finalization of P4P measure selection.
The same methodology applies to all composites

1. Points:

Based on its level of performance, an HMO can €am4 pointsfor each measure (more

points are better)n the following manner:

f 4pointsifthel a h Q& aldr Gbdve théi national 75th percentifer that measure

1 3 points at or above theational67th percentilefor that measure

1 2 points at or above thaational50th percentilefor that measure

1 1 point- When the State average formaeasure falls below the national 50th percentile
for that measure, then an HMO can edrrpointfor resultsat or above the State
average

1 No points below the 50tmationalpercentilefor that measure

2. Earring back the withhold:
a. An HMO can receiveetween 0 and 4 points for each measure
b. Themaximum# of points each compositean have
= 4 points per measure * # of measuiaghe composite
c. Each measure in a composite is weighted equally
d. Actualtotal # of points for each composite for an HMO
=Sum2 ¥ | ahQa LRAyda F2NI Fft YSIadaNBa Ay (K
e. % of pointsearned for each composite
= {Actual total # of points received / Maximum # of points} * 100
f. % of withhold earned back
= % of points earned by the HMO for the composite

3. Small denominatorsAnHMO with insufficient observations (i.e., less than 30 observations
in the denominator for a measure) will receive back the amount withheld for that measure.

4. Example: The followinghypothetical exampleusingtheOKA f RNBy Qa KSIf 6K O02)
illustrates the above methodology:
f ¢KS OKAfRNBYyQa KSIFfiK O2YLa@dmustokKla o YSI
points an HMO can earn for this composite = 3*4 = 12 points.
1 Assume that the table below represents the results and points for this composite:
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0 et fo Points earned based on hypothetical
performance of:
4 points 3 points 2 points 1 point HMO A HMO B HMO C
0, 0, 0,
ombo >=752% | >=73.2% | >=71.1% N/A _ e _
= 4 points = 3 points = 0 points
48% 45% 44 %
= 0, = 0, = 0,
ombo >=43.1% >=40.9% >=36.9% N/A = 4 points = 4 points | = 4 points
0, 0, 0,
>=81.0% | >=79.2% | >=73.1% N/A _ Ew _ | B
= 4 points = 2 points = 4 points
Total points earned 12 9 s
% of points earned =12/12 =9/12 =8/12
=100% =75% =66.7%

1 HMO Aearns a total of 12 points for all measures in this composite, shown in the
secondto-last row of the above table. This represents 12/12 = 100% of the maximum
points for this composite. Therefore, the HMO will earn back 100% of its withhold for
this conposite, shown in the last row of the above table.

1 HMOBearns a total of 9 points for all measures in this composite, shown isg¢bend
- to-last row of the above table. This represents 9/12 = 75% of the maximum points for
this composite. Therefore, hHMO will earn back 75% of its withhold for this
composite, shown in the last row of the above table.

1 HMOCearns a total of 8 points for all measures in this composite, shown in the
secondto-last row of the above table. This represents 8/12 = 66.7#emaximum
points for this composite. Therefore, the HMO will earn back 66.7% of its withhold for
this composite, shown in the last row of the above table.

Bonus

The P4P initiative has two separate pools for withhptuthe for BC+, and the other for SSI;
correspondinglythere aretwo separate bonus poolsThebonus wouldreward HMOghat
demonstratehigh quality by meetinall their targets and earning back thdill withhold for
each poo] separately AnHMOmustmeetall the following requirements:

1. To earn a BC+ bonus, an HMO must drmck 100% of itBC+withhold for all applicable
compositesto earn a SSI bonus, an HMO must earn back 100% of its SSI withhold for all
applicable composites.

2. The HMChas reportel data forall the P4° and nonP4PWICRmeasures

3. A minimum # of P4P measures apply to the HMO, as shown in the table b&loveasure

YIe y24 FLIWX e G2 Fy lah AF GKFG | ahQa RSy2YA
HEDISpecifications, or smaller than 30 for nétEDIS measures.
MY2@3: Minimum # of applicable P4P measures for bonus eligibility
BC+ 4 out of 5P4P measureending finalization of number of measures)
SSi 4 out of 5 P4P measureending finalization of imber of measures)

10
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The total bonus earned by any plan will be the total withhesiountforfeited by other
plans, capped at the total capitatid?dPHEDISvithhold amountfor the plan. (Max bonus is

= toP4P HEDMIithhold)

Separatebonus poos for BC+ and for S@ill beformed by therespectiveportion of withhold
not earned back (i.e., forfeited) by HM@orfeited withhold will bethe sole source of funding
for the bonus pool.Eligible HMOs will share thmnus pooln proportion of the sunof their
members in thedenominatorfor all applicable measuszsubject to thebonuslimits. This
approach addresses key methodological issues such as

1 \Variation in the # of members enrolled, i.e., the difference between large and small

HMOs whichis acounted for by the limit on bonus.
Variations in the performance of HMOs.
Variation in performance of HMOs duettoe proportion of enrolled members with

)l
T

specificmedicalconditions whichis accounted fousingthe denominator (not the total
HMOenrollment) in calculating the bonus.

Exampleof bonus calculations

Assume the total bonus pool is worth $2 million foe Measurement YearAlso assume that
the table below represents HMOs that haveet all the bonus egjibility requirements

HMO Total # of members in
denominator for all
applicable measures

% share based on
denominator size

Bonus amount
(assuming all are below the limits)

A 500 = (500 / 4000) = 12.5% = 12.5% of $2 million = $250,000

D 400 = (400 /4000) = 10% = 10% of $2 million = $200,000

F 2000 = (2000 / 4000) = 50% = 50% of $2 million = $1 million

H 1100 = (1100 / 4000) = 27.5% = 27.5% of $2 million = $550,000
Total 4000 100% $2 million

11
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V. HMO Report Card

The HMO Report Card servasiltiple purposes:
1 Informational tool for Medicaid membets select an HMOThe Report Card is included
in the HMO Enrollment Selection Tool.
1 Comparisons of HMO performancemparedto state and national benchmarks

CurrentlyHEDIS measureseincluded on the Report Car@eeAppendix Eor information on

the pool of measures availab{eote: Draft until a later version of this Quality Guide]he list

of measures that are planned for inclusion in the 2023 results HMO Report Card may be revised
due to changes in priority areas, revisions to the measure specifications from the measure
stewards €.9.,NCQA), and member feedback.

The HMO Repor€ard is publicly available ¢iorwardHealtR. Reports cards will be published
in the 4" quarter of the HMO submission year (e.the 2023 results Rport Card, using data
submittedto DMSin June 202, will be published in Q4 2@}

Star Rating System and Methodology

1. Each HMO will receive 1 to 5 stars for each quality measure in each area basack
2y K2g¢ 6Stf AG LISNF2NYSR O2NatidnalBdficaid2 b/ v! Q
HEDIS percentiles

29 9.9 9 ¢ HMO was among the top 25 percent of all Medicaid HMOs in the nation; it
S8 performed better than 75 percent (or, 3/4™) of all Medicaid plans.
'S 8.9 ¢ HMO was among the top 33 percent of all Medicaid HMOs in the nation; it
LT performed better than 67 percent (or, 2/3) of all Medicaid plans.
*** HMO was among the top 50 percent of all Medicaid HMOs in the nation; it
Good performed better than 50 percent (or, half) of all Medicaid plans.
** HMO was below the national average; it performed better than 33 percent
Fai (or, 1/3™) of all Medicaid plans in the nation.
HMO performed in the lowest 1/3™ of all Medicaid plans in the nation.

I
o
o
o
=

2. Areas of care are assigned a star rating in ¥z star increnfiasisd on theaverage star
rating for each quality measure within that Area @are

Shttps://www.forwardhealth.wi.gov/WIPortal/ontent/Managed%20Care%200rganization/Quality_for BCP_and_
Medicaid_SSI/Home.htm.spage

12
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From To Number of stars assigned
4.75 5 5
4.25 4.74 4.5
3.75 4.24 4
3.25 3.74 3.5
2.75 3.24 3
2.25 2.74 2.5
1.75 2.24 2
1.25 1.74 15
0.75 1.24 1
0 0.74 0.5

The table below is a placeholderArea of Care and measurekection will depend on analysis
of data received in the % quarter. Table will be updated im future version.

Area of Care Quality Measure BadgerCare Plus  Medicaid SSI
Breast Cancer Screening (HEDBSAD) Applicable Applicable
Childhood Immunization (HEDJ€1S, Combo 3) Applicable N/A
Cervical cancer screening (HEQISSAD) Applicable Applicable
Staying Healthy
Chlamydia screening, ages-26 (HEDFEHECH) Applicable Applicable
Adolescent immunizatio(HEDISMA-CH)¢ all Applicable N/A
except combo 2
Lead screening in children (HEDREC) Applicable N/A
Diabetesg HbA1lc testing (HEDE(SCDC) Applicable Applicable
Living With lliness
Controlling Blood Pressure (HERISBP) Applicable Applicable
Anti-depressant Medication Managemeqt . .
Continuation (HEDISAMM) Applicable Applicable
Alcohol and Other Drug Dependence . .
Engagement (HEDISET) Applicable Applicable
Followup after Hospitalization for Mentallness Applicable Applicable
(HEDI FUH30)
Mental Health Care —
Followup after ED visit for alcohol and other drug Applicable Applicable
abuse or dependence (HEEHBA) PP bp
Followup after ED visit for mental illness (HEDIS Applicable Applicable
FUM)
Adherence taantipsychotic medications for . .
individuals with schizophrenia (HEEB8A) Applicable Applicable
(I-;ngltal 2uciE® Plan alcause readmissions (HEEBASR) Applicable Applicable

13
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Area of Care

Pregnancy & Birth

related Care

Quality Measure BadgerCare Plus  Medicaid SSI
Prenatal care (HEDt{SPPC) Applicable N/A
Postpartum care (HED¢IPPC) Applicable N/A

3. Overall numericadjuality score is calculated as an average scoatculated athe total
sum of each individual measure divided by the total number of individual measures.

Example ofBadgerCare +Report Card

BadgerCare Plus HM(

Hospital and ED

Living with lliness

Mental Health

Pregnancy & Birth  Staying Healthy

Overall

(outof 5)
HMO a ok kX 2.0.0.90.0.¢ ok kK 2.0, 0. ¢ 2. 0.0 34
HMO b *k . 0.0 2.0.0.90.0.¢ k& 2.0.0.90.0.¢ 3.8
HMO ¢ ok k ok k Kk ok ok ok &k *k 2.0 0.¢ 2.8
HMO d 2.0.9.0.9.9 2.9.9.0.¢ 2.0.9.0.¢ 2.9.9.0.9.9 2.9.9.0. ¢ 4
HVOe . * *k k& * 2.9.9.0 ¢ 24
ALWISSOnSInBEE 1 ekkoke Kok ko *ok Kk *hk Rk kA 32
Example of SSI Report Card
. . " . . Overall
Medicaid SSI HMO Hospital and ED Living with lliness Mental Health Staying Healthy e B
HMO a 2.0.0.9.9.¢ ok kK 2.0.0.¢ *k 2.7
HMO b * 2.0.0.0.0.¢ ok kk ok k ok 3.7
HMO ¢ * * K * ok k 2.0.0.¢ 2.7
HMO d * 2. 0. 0.6 2.0.9.0.¢ 2. 0.0.0.¢ 3.3
HMO e 2.0.0.9.0.¢ 2.0.0.9.0.¢ 2.0.0.0 ¢ 2.0.0.¢ 3.6
All Wi in SSI
e *koke Fdkok ko Fokok 32

14
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V. Potentially Preventable Readmissions (PPR)

1. Goal of the HMO PPR Initiative

The goal of the HMO PPR Initiative ise¢duce Potentially Preventable Readmissions (PPRS)
for Wisconsin Medicaid members served by HMB)xess readmissiatains relative to
benchmarks suggest an opportunity to improve patient outcomes and to reduce costs
through discharge planning, coordination of care across sites of service, and/or other
improvements in the delivery of care.

2. PPR Software

PPR calculation is based upon a clinical algorithm cddat@M. Many items are evaluated

when determining clinical relationships such as DRGs, diagnosis codes, procedure codes and
duration between dischargend admission. Certain conditions are excluded when classified
Fa GAYGNRyYyaAOl f IMdrovitiesiayistalied UsersGuidpuvhedting theb ¢
algorithm to hospitals and plans who purchase the software.

The 3M PPR software analyadsadmissias for HMO members, artdassifies each
admission into one of the following categories:

1 Only Admission (OA): A claim that is not a potentially preventable readmission and is
not followed by a potentially preventable readmission (at any hospital) withide3@

1 Initial Admission (IA): A claim that is not a potentially preventable readmission and is
followed by a potentially preventable readmission (at any hospital) within 30 days

1 Readmission (RA): A claim that is a potentially preventable readmission ssdatithn
an initial admission within 3previousdays

T 9EOQf dzaA2yyY ! OflAY (KIG Aa SEOf-baB8R FTNRY Y
algorithm exclusions (example: clinically complex cases)

Qualifying Admissions are defined as OAs + IAs.

3. PPRCalculation Methodology
a. All Wisconsin Medicaid recipient®r whom an HMO receives a capitated payment are
included in the PPR model.

b. Actual IAs and benchmark IAs (readmission chains) are aggregated for each HMO to
determine risk adjusted readmission chain rates for each HMO.

c. Readmission chain rates for HM@sll be calculated using only the HMO data from all
providers, sinc®MX2 fdcus is on the impact of HM@pecific initiatives with their
providers, recognizing that there will be variation across providers and HMOs.

d. Readmission chain rates fBeefor-Service (FF3®)ospitals will be calculated using only
the FFS data. All FFS healgiare included in FFS PPR calculations, though only
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providers with over 25 qualifying admissions are eligible to participate in the FFS
incentive program.

. Benchmark IAsre risked adjusted and calculated for each HMO based on the statewide
managed caraverage rate of IAs by ABHRG and Severity of lllness combination.
Further adjustments to benchmark I1As are made to account for differences in patient
age and secondary mental health diagnosis. Benchmark IAs by HMO are aggregated
ol aSR 2y ( KiSenlicasibased ovf ARG and patient age) and volume.
Analysis by a { erdor,Milliman, has not shown a variation in the ABRs across the
Medicaid rate regions.

. SYOKYIN] L!'a N8B O2YLJI NBR G2 FOldzrt L!'a&a ¥
exceading benchmark 1As. Measuring HMO performance based on actual vs. risk

adjusted benchmark IAs (readmission chains) enabMSto compare HMO

performance even when there are differences in enrollment, population morbidity,

inpatient volume, and inpatientase mix.

. Providers who are paid onger diem basisre included in the development of
statewide managed care average rate of IAs by-BRE and Severity of lliness, though
these providers are exempted from RB&sed incentives/penalties. Behavioral
admissions are included in calculations of PPRs.

. PPR calculations for an HMO are based on all providers serving the Medicaid members
of that HMO. There are no minimum thresholdsr the numberof Qualifying
Admissions for HMOs.

Attribution of PPR chains tan HMQ HMO PPR analyses are based on encounter data
only, which eliminates the impact of mizhain switching between HMO and FFS

eligibility. Similar to the hospital PPR initiative, the HiYi& isassignedhe start of a

PPR chairs also assigned thePR if aecipientchangesHMOswithin aPPRchain (ike
recipients switching hospitals for hospital PPR chaitgwever, such instances are ear

a DMSanalysis found that less than 0.5% of HMO PPR chains involved a switch between
HMOs by anember.

Transfer of patients across facilitiesAll transfers across facilities are handled in a
similar manner, regardless of diagnoses (e.g., behavioral health, others).

Social determinants There are no current adjustments for social determinanBRir
calculations. HMOs have the flexibility to collect social determinants data usiftpICD
codes and report the data tbMS DMS isopen to reviewing how social determinants
data submitted by HMOs can be used in PPR calculations.

For PPR related 863 Care Management onlyWhen a patient who has previously not
had an upfront screening (i.e., no G9001 code billed yet for that year) is so identified
while being admitted for inpatient care, it presents an opportunity to conduct the
upfront screening (G801 billing code) and to provide transition care services (G9012
code). Both the codes cannot be billed in the same month even though both services
can be provided in the same month in tisisenario DMSwill track suchserviceevents.
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The HMOs are alssxpected to track suckerviceevents separately, and to bring them
to5 a { ddantion in a timely manner. HMOs will have an opportunity to review the
preliminary results fronDMSand provide feedbac®MSif such services are missed in
the calculations.

. An HMO may disputB a { FP& calculations by sending a written communication to

the DHSDMSBRS@dhs.wisconsinrgailboxno later than 30 days after receiving

DM®& ttw OFt Odzf I GA 2y walves the fightSoMispota theRPPR 4 = (G K S
calculations. Any dispute communication should be accompanied by supporting
R20dzYSy il NBE S@OARSYOS (KIG aKz2g¢ga K2¢g GKS | a
5 a { €laulations.

4. HMO PPR Initiative
a. Population in scope:

b.

MY 2023 HMO PPR initiative will focus on Badger(Rltes readmissions only.

PPR measure:
= % reduction in Actual to Benchmark Ratio (ABR) in the Measurement Year (MY) ABR
compared to the Baseline ABR.

Pi QQ6 wadsys

HMO ABR value used for baseline is shown inkawthe HMO PPR report shared by
DMSwith the HMOs

Numerator =QAs with associated PPR (Initial Admissistg)wn in ronElin the HMO
PPR report

Denominator = BenchmaifRPR Chainshown in row in the HMO PPR report.

Note: The Wisconsin Medicaid PPR measure is different than the CNause
Readmissiomeasure in that the PPR measuséased on actual WiscandViedicaid
utilization;its exclusions for clinically complex conditions such as neonatal births and
certain malignancies make it more relevant and actionable for Wisconsin Medicaid
HMOs and providers. The CMS measure is aligned with Medicare utilization data.

Baseline for2023:
MY 2021 HMO-specific ABRerformance resultswill be used to establish thieaselines

forMY203> NXFf SOGAY3I SIFOK | ahQa | Obdzrt | 2F tt

- . LasStAyS t.w I' m YStya (GKFG Ay GKS ol asSta
the same as the stateside average PPR performance

- . FaStAayS !'.w f ™M YSIya GKIFIG Ay GKS ol aSta

below (i.e., better than) the statevide average PPR performance
- Baseline ABR > 1 means that in the baseline yeat, theh Q& t t w LISNF 2 NX | y
above (i.e., worse than) the stateide average PPR performance.

Upside incentive
For MY2023, HMOs will have an upside incentive only, with no-R#&ted
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penalties. DMSwill set aside a pool diindsas upsidencentive, to be distributed
among HMOs that meet their targets for % reduction in their ABR, as-balsed
payments. HMOs that do not meet the target will not receive any PPR incentive funds.

There is nd®PR withholadurrentlyfor HMOs In future yeas the initiative may include

an upside (bonus) and downside (penalties) arrangements, in alignment with the FFS

PPR initiative for hospitals.

Note: Per 42 CFR 438.6(b)(#)X/ 2y UGN} Olla 6AGK AYyOSYGA@S | NN
provide for payment in excess 004 percent of the approved capitation payments

attributable to the enrollees or services covered by the incentive arrangement, since

adzOK G20GFf LI eyvYSyita oAttt y2i o105y aAiARSNEBR
limitation will be applicable cumulativebcross various incentives such as P4P and

PPRs.

. DMSguidance to HMOs:

1 DMSexpects HMOs to identify how best to work with their provideE¥viSwould
like to see HMOs develop their plans to reduce PPRs jointly with their providers;
HMOs may also choose tollaborate with other HMOs to identify jdifiocus areas
to reduce PPRs with common providers.

1 Throughout the state, no health plan holds a majority (over 50%) of the state
Medicaid market shareDMSbelieves this incemtizes larger HMOs to wonkith
smaller HMOs so thatogether, the relative market share encompasses a greater
share of the population for plans pursuing statewide approaches.

Methodology for targets and incentives:

Each HMO will be eligible to earn a prorated share of the ineeqtool based on two
factors- its relative share of the total qualifying admissions in the baseline year, and its
% reduction in ABRIMSwill publish the # of qualifying admissions in the baseline year
for each HMO.

DMShas established three tiers of Hd4,based ortheir baseline ABRs:

9 Tier 1 = High performance HMOs, with baseline ABR <= 0.95
9 Tier 2 = Middle performance HMOs, with baseline ABR => 0.96 but <= 1.05
9 Tier 3 = Low performance HMOs, with baseline ABR => 1.06

The Tiers above alsweateconfidence intervals for the methodology.

HMOs with low ABR (<= 0.85):

DMSrecognizes that HMQsvhichalready have low ABRsightface alimited ability to
AYLINRE DS GKSANI LISNF2NXIF YOS @SIFENI 208SNJ @S| NW
both the baseline yar and the Measurement YeaDMSwill deem that HMO eligible to
participate in the incentive even if it does not show any % improvement in PPR in the

MY over the baseline year. Such an HMO will be eligible for 100% of its potential

incentive share. Themill be no graduated scale for this adjustment.
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All HMOs are expected to improve their PPR performance over time, as reflected in the
reduction in their ABR in the MY compared to their baseline year. Howiaver,
recognition of a potentially different starting point for each HM&ach tier will have
different targets for earninghe Potential Incentive Share, as shown in the table below:

Table: PPR Reduction Targets

Proportion of Potential Baseline Tier (based on ABR)

Incentive Share that is Tier 1- High Tier 2- Middle Tier 3- Low

earned by the HMO performance HMOs performance HMOs performance HMOs
100 5% or more 7% or more 10% or more
75% 3% to 4.9% 4% to 6.9% 7% t0 9.9%
50% 1% to 2.9% 2% to 3.9% 4% to 6.9%
25% 0.25% to 0.9% 0.5% to 1.9% 1.5% to 3.9%

LY GSNIINBG WwERADK S 2¢t twNBASGaé GHot Sy

1. Identify the tier in which an HMO was placed, based on its baseline year ABR.

2. Calculate the % reduction in ABR and find the cell (in white, in the table above) that
corresponds to that % reduction. For example, the relevant celfTier 1 HMO
with a 6% reduction in ABR is the top left cell (in white) in the above table, which
NBI Ra ap& 2NJ Y2NB

3. Identify the proportion of the Potential Incentive Share that is earned by the HMO
based on its % reduction in ABR, by looking leftiénfirst column.

Example: A Tier 1 HMO with a 6% reduction in ABR would earn its full potential
incentive share (earned proportion = 1.00, or 100%).

Alternatively, f that HMO reduced its ABR by, e.g., 3iB%tead of 6%it would earn

0.75proportion (=75%) of its potential incentive share; if that Bveduced its ABR
by, e.g., 0.%, it would earn 0.25 proportion (=25%) of its potential incentive share.
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lllustrative example- HMO PPR methodology (hypothetical data)

1 Assumehere are 5 HMOs as shown in Column 1 of the table below, each with the
total number of qualifying admissions in thaselineyear shown in Column 2.

HMO PPR - HYPOTHETICAL EXAMPLE

Ql. 1 Ql. 2 @l. 3 @l. 4 @l. 5 Q. 6 Ql. 7 @l. 8 @l. 9 @l. 10
alifyin Share of Potential . . Potential .
HMO a(?rr‘}J i$i)c;nsgi n | qualifying Incentive Baseline ABR Tl.e rin MY ABR % reducngn Incentive LT
. . baseline year from baseline earned
Baseline Year | admissions share earned
A 40,000 25.3% $1,265,823 1.090 Low 0.940 13.76% 100% $ 1,265,823
B 20,000 12.7% $632,911 1.030 Middle 0.980 4.85% 75% $ 474,684
C 50,000 31.6% $1,582,278 1.040 Middle 1.070 -2.88% 0% $ -
D 15,000 9.5% $474,684 0.940 High 0.920 2.13% 50% $ 237,342
E 33,000 20.9% $1,044,304 0.840 Hgh 0.850 -1.19% 100% $ 1,044,304
i?;i' 158,000 100.00% $5,000,000 1.000 _ 3.14% 60% $ 3,022,152

1 Column 3 shows the relative share of each HMO in the total qualifying admigsions
the baseline year Eg., HMO A ha40,000 /158000 =25.3% share.

1 AssumeDMSsets aside $5 million as the total incentive piiown in the last row
for Coumn4). Column 4 shows thgotential shareof the incentive pool each HMO
could earn, based on its share of qualifyadmissions. For example, HMO A could
earn up to25.3% of $5 million =1265,823

Hypothetical baseline ABR for each of the 5 HMOs are shown in Column 5.

Column 6 shows the tier in which each HMO is placed, based on its basBkhe

Column 7 shows theBR achieved in the Measurement Year (MY)

Qf dzYy y aK2 ¢%ABF dedddiorl (Gohurtnss Column 7) / Column.5
/gfvdz\vf)[ d éKZééAt‘:JKé 2TA6K$ t%ﬂé)ﬁé?:l-f L
WSRdAzOUA2Y ¢l NHSUa¢ 0lFofSE Rarmed@cbitkR | 0 2
Potential Incentive, while HMO D earned 50% of its Potential Incentive. HMO E

earned 100% of its potential share because its ABR was <= 0.85 for both, the
baseline year and the MY, regardless of its reduction in ABR.

1 Column 10 shows th$ value of incentive earned (= Column 9 * Column 4).

= =4 4 A4

For the next cycle, the MY ABR (Column 7) would become the baseline for the HMO, so
that HMOs could move across tiers. In the above example, HMO A started in the Low
Tier (ABR = 1.09) in the baselipear butwould be classified in the Higher (ABR<=

0.95) in the next cycle.

PPR incentive payments for N¥23 will be disbursedn 2024, after data forthe full MY
have been analyzed.
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g. Sharing the incentives with Providers:

1 HMOs may keep up to 15% of PPR incentive earned for their administrative
expenses. The remaining incentives must be shared with their providers, including
hospital and norhospital providers. HMOs are welcomedigcuss theispecific
incentive sharingdeaswith DMS.

1 HMOs have flexibility in negotiating how they share incentive dollars with their

providers.DMS6 St A S@Sa (KI G GKS | laobpiafisndty i SNB &

penalized by one HMO while being rewarded by anothidirencourage HMOs to
coordinate and collaborate in their approach for designing the incentive program for
hospitals.

1 HMOs may set up their own staff teams (clinical and-olimical) to work on PPR

A

NERdAzOGA2Yy T 'yR &dzOK NBf I GSR SELSy&asSa gAaft

MY2023, provided the HMOs can demonstrate that infrastructure spending on such
internal teams is directly related tand relevant for PPR reductionExamples of

such activities include discharge planning, medication reconciliation on discharge,
follow-up in out-patient settings following discharge, home visits, éttMOs can

count the actual hours (and related dollars) worked by their internal teams on PPR
reduction, as provider sharing for M§23. HMOsarerequired to maintain

supporting documentatiorf time andexpenses tshare withDMSupon request
HMOs will be asked to attest to the accuracy of sexpenss. HMOs are welcome

to discuss their plans for establishing internal teams \BWMS

h. Data reports:
HMOs will receive quarterlypDFsummary repas for the HMO and associated
hospitals, a list of members with PPRs, and a data dashlioatdeir members for their
providers; HMOs will not receive data for patients not enrolled in that HMI@Os will
receive a summary PPR report comparing their performance to other plans, a list of
recipients with one or more PPR within their claims dataaetl onePDFper hospital in
the claims dataset that had a PPR attributed to the plan. 3M licensingambmprohibits
DMSfrom sharing grouped PPR claims with plans. PPR software can be purchased from
3M using default setting®MSintends to sharghree types of PPR reportwith HMOs,
to balance the timeliness and completeness of such regaito see th table below)

1. Working datareportsY |l ahada gAff NBOSAOS Gég2NJAy3
after the end of a measurement period (e.g., a quarter). Working data reports are
meant to provide recent information to HMOs, while recognizing that such report

~

RI

gAff KIFE@S AyO2YLX SGS RIGRdJdzoSOHAz¥S @2 idzx By 2

passed since the end of the measurement period.

2. Preliminary annual reporty¥ |l aha oAff NBOSADS GLINBtAYAYy

4.5 months after the end of the measuremeydar. These reports will have most of

GKS Fdz f YSIFadz2NBYSyid @SIFNRa RIFIGEFE GK2dAK

final annual reports are issued.

3. Final annual report¥ laha gAff NBOSAGS (GKS aGFAYIl ¢

after the end ofthe MY. HMOs will have the opportunity to provide feedback to

21



2023 HMO Quality Guidé/ersion 1.0 FINAL

DMSbetween receiving the preliminary annual reports and the final annual reports.
Any PPRelated incentives will be calculated based on the final annual reports.

Table: Schedule of PPR s for HMOs

Measurement Working data Preliminary annual report Final annual report available
period available on: available on: on:
2022
1/1¢3/31 5/15/2022 5/15/2022 (data for MY2Q1)
4/1 ¢ 6/30 8/15/2022
7/1¢9/30 11/15/2022
10/1¢12/31 2/15/2023
2023
1/1¢3/31 5/15/2023 5/15/2023(data for MY2@2)
4/1 ¢ 6/30 8/15/2023
7/1 ¢ 9/30 11/15/2023 9/15/2023(data for MY2@2)
10/1¢12/31 2/15/2024
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VI. SSI Cardlanagement

The SSI Care Managememitilitive is designed to improve overall quality of life for medically

complex SSI members, incorporating highch, highintensity interventions. HMOs are responsible

for establishing a tearbased care management modd&he care structure and care management

Y2RSt Ydzad | &dadaNBE O22NRAYIFOGA2Y YR AYyGSaINI GAzYy
needs. The HMO must also promote effective communication and shared degisking between

care managementteamand théeS Yo SNJ NB3IF NRAYy 3 (GKS YSYoSNDa O NB

DMSwill employthe followingmechanismdor monitoring its SSI Care Management initiative.

1 Utilizationanalysiof specific care management servi¢€scodes and modifierselated
to needs assessment tieys

1 Qualitative External Quality Review Organizatioe QRQReviewof SSI Care
Management Process Quality

Each of the abovare described in further detdielow. Performance results on either
mechanism may be included in the HMO Report Card or other publicly available quality reports
(e.g.,Annual EQR Technical Report, Managed Care Quality Strategy).

Utilization Analysis

DMSwill analyze the encounter data with&des submitted by the HMQs evaluate how

well the care management services delivered by the HMOs meet the program objediaés
reported will beanalyzedto compare HMOs performan@ndto evaluate overall effectiveness
of the initiative

Reports will be completethroughout the yeaby DMSand shared with HMQOs
The SSl&e ManagementBilling Guide is available on the ForwardHealth Portal at:

https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%200rganization/Rei
mbursement_and_Capitation/Home.htm.spage#ssicmbg

DMS(or selected vendonill calculate the following datpoints and measures using G Codes
and appropriate Modifiers (T@F and none):

1. Care Planning (CP1) = % of new members had a care plan within 90 days of enrollment
2. Needs Stratification (NS1) = % of members enrolled each month assigtied to
Wisconsin Intedisciplinary Care Teari|CT)
3. Needs Stratification (NS2) = % of members enrolled over the year assigned to WICT
4. Needs Stratification (NS3) = average # of months a member assigned to WICT
5. Needs Stratification (NS4) = % of members enrolled each month eddigedium
stratum
6. Needs Stratification (NS5) = % of members enrolled over the year assigned to Medium
stratum
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7. Needs Stratification (NS6) = % of members enrolled each month assigned to Low
stratum (=combining all strata below Medium)

8. NeedsStratification (NS7) = % of members enrolled over the year assigned to Low
stratum (=combining all strata below Medium)

9. Transition Care (TC1) = % of discharges who received transition careudpllow

10. Transition Care (TC2) = % of discharges who receivesiticemcare followup within 5

days
Step Data Reporting Description
Care New members
Planning (enrolled after 1/12023; not enrolled in the same HMO for the past 6 monf

or longer):

(CP1): % of new members with care plans within 90 daysmbliment
= # of new members with care plans within 90 days of enrollment / #
new members with 90+ days of continuous enrollment
Calculated quarterlyoy DMSusing code G9001

DMS willtrack timeliness of care planning, from date of enroliment;
Calculated quarterly bpMSusing code G9001; Histograms for 90 days, 12
days, 150 days and beyond.

Needs Use Care Management (G) codes 9002, 9006, 9007 or 9012;
Stratification | Calculatedoy month by DMSafter data submission deadline:

WICT (up to 5% of SSI membership)
Data point 1: # of unique members each month with @xwode G modifier
(= WICT stratum)

(NS1): % enrollment in WICT for each month
= Data point 1 / total # of members enrolled for that month
(Assumption: each member in WICT receives at least one WICT relat
service each month)

(NS2): Average % enrollment in WICT over last 12 months
= Sum 6Data point 1 over last 12 months / # of total member months
over last 12 months

(NS3): Average # of months in WICT over last 12 months
= Sum of # of months each unique member had a WICT code over 17
months / # of unigue members with WICT servicearat time over last
12 months
Create a histogram for B$%# of months and corresponding # of
members)
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Step

Data Reporting Description

Medium stratum (next highest after WICT)

Data point 2: # of uniqgue members each month with any G cddemodifier
(= Medium stratum). There is no payment difference between TF mo
and no modifier.

(NS4): % enrollment in Medium stratum for each month
= Data point 2 / total # of memberselled for that month

(NS5): Average % enroliment in Medium stratum over last 12 months
= Sum of Data point 2 over last 12 months / total # of member month
over last 12 months

Lower stratum (all combined after Medium)

Data point 3: # of unique memberaa month with anys code fio modifier
(= all combined Lower stratum). There is no payment difference betw
TF modifier and no modifier.

(NS6): % enrollment in Lower stratum for each month
= Data point 3 / total # of members enrolled for thmbnth
(NS7): Average % enroliment in Medium stratum over last 12 months

= Sum of Data point 3 over last 12 months / total # of member months
over last 12 months

Transition
Care

Calculationannuallyby DMS

Data point 4: Total # of discharges from inpatient stay during the reportin
period

Data point 5: Total # of discharges during the reporting period with an
associated followp Transitiorof Careencounter measures by the
presence of procedumde G9012r in its absence, G900despective #
of days between discharge and follap

Create a frequency distribution / histogram for data point 5 (# of days for
follow-up)

(TC1): % of all discharges from inpatient stay with a follow Transition
Care service
= Sum of Data point 5 / Data point 4

(TC2): Timeliness of Transition Care (within 5 days of discharge)
= % of all discharges from inpatient stay with a folgpvTransition Care
service within 5 days of discharge
= Data point 5 within 5 days / Data poiht
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Qualitative EQRO Review of SSI Care Management Process Quality

The focus of the EQRO SSI Care Management Review process is to ensure HMO compliance

with the SSI Care Management requirements defined in the BC+ and Medicaid SSI HMO
Contract.For its review, theEQRO will use MMI&nrollmentdata to create samples for each

HMO to identify members in WICT (Wisconsin Interdisciplinary Care Team), medium, and low
strata. ¢ KS &1 YLX S &aAl S Attt 06S Iy ym: O2yeRitA RSy OS

Reviews will be spread out throughout the year with one to two HMOs reviewed per month.
The 2023 reviews will measure the 12 mongiscedingthe review. For example, tifie review

is scheduled for January 2023, the review period will be Janu@§2P,December 31, 2022f
the review is scheduled July 202B8e¢ review period is July 1, 202Rine 30, 2023.

EQRO Review
Care Plan DevelopmenrtEQRO will focus on assessivigetherHMOs are complying with the
Care Plan development requirements in the HMO Contract.

a. Is the Care Plan developed based on a screening conducted within 60 days of ne
YSYOSNR&a SyNRtfYSyld Ay G(KS | @he HRONsShdulg
not use sceening data greater than 30 days old.

b. Is the screening comprehensive as identified inB&+ and SSI HMO Contfaghis
includes:

. ¢KS YSYOSNNRAE OKNRBYAO LIKeaAaAoOlt KSIFfti

i. TheYSY0o SNR& OKNRBYAO YSyil f(including substkce @

abuse)

ii. tKS YSY0OSNRa LISNOSLIGA2Z2Yy 2Being KSANI ad

iv. If the member has a usual source of care

v. Any indirect supports the member may have

vi. Any relationships the member may have with community resources

vii. Any immediateand/or longterm member concerns about their overall wékking

(including SDOH)
viii. Activities of daily living assistance needs
ix. Instrumental activities of daily living assistance needs
c. Isthe Care Plan an evidenbased plan of care that:
i. Identifies the mem® Nd@eds including
a) Formal and informal supports
b) Chronic conditions and acute illnesses
c) Mental and behavioral health conditions
d) Dental care needs
e)aSRAOFGA2ya Gl 1Sy o0& GKS YSYoSNI
understanding and use of medications
f) Additional supports needed to conduct activities of daily living or instrumer
activities of daily living

g) Social determinants of health
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EQRO Review

ii. Defines specific goals that the member wants to achieve and that are appropri
to address his/her nee@{Yes/No)

i. Hsl a@adasSy G2 LINA2NAGAT S YSyoSNna 13
YSYoSNRa Sy3al3asSySyd yR GKS FoAftAde
the membef? (Yes/No)

iv. 5SAO0ONRO6SE (KS AYyOiSNBSydAzya GKIG gA
needsand their sequence(Yes/No)

WICTc¢ 2 | yagSNI 0KS ljdzSadAazya o0St2e3x GUKS 9
procedures, care management records for tembersn the sample, and WICT meeting
minutes. EQRO will focus on assessing whether HMOs are complying with the Care Pla
development requirements in the BC+ and SSI HMO Contract.

a. Wellfunctioning WICT Is there evidence of a wellinctioning interdisciplinary team:
i. Aminimum of two licensed health care professionals with adequate expertise

across medical, mentand behavioral Balth, and social determinants of health,
with access to resources such as pharmacists, physicians, psychiatrists, dietic
rehabilitation therapists, and substance abuse specialists as n€eded

ii. ACore Team meets weekly to discuss their entire shasse toad? (Yes/No)

ii. A/ 2NB ¢SIY GKIFIG O22NRAYIFGSa NB3IdzZ N
behavioral health specialists, dental providers, and other community resources
RNAGSYy o6& (GKS YSYoSNRa OFNB LIXFyK o

The EQRO will look forevid@@® Ay GKS YSYoSNna OfF
management notesThe EQRO will also describe who within the WICT is
conducting the meetings and the meeting location (i.e., meeting at the
YSYOSNRa K2YS 2NJ YSSiAy3a GKS YSYo
(telehealth, telephonic, etc.) in lieu of the required famdace visits during
public health emergenoyhere DMS has granted flexibility on contract
expectatonggs Af f 06S aO02NBR la aYSO 6AGK
requirements are met.

b. Faceto-face requiremengL @ G KSNBE S@PARSYyOS Ahgtatle&st
one member of theNICT Core Team mesidt least once a month faem-face with the
member to discuss a need identified in his/her care plan? (Yes/No)

Duringa public health emergenayhen DMS has granted flexibility regarding
the contract regirements the faceto-face member meeting may occur via
telehealth (phone or video) visit. If the membeednot have access to

telehealth visits, the care management notes and/or care plan must reflect
cancellation or inability to meet fade-face.

b2GSY | 2L/ ¢-to¥a&YheelingXrith th&ilc@nunityased case
manager (e.g., Comprehensive Community Services or Community Suppd
Programs case manager) may meet the feméace requirement if the
communitybasedcase manager has a closmllaborative relationship with th¢
2L/ ¢ [/ 2NB ¢SIY GKFEG A& RSY2yailNt
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EQRO Review

reciprocal communication between the WICT Core Team armbtheunity
basedcase manager. The fa¢e-face visit must be documented as a care
CONRAY I GA2Y YR Y2YAG2NRY 3 | OGA QDAL
c. Graduation
. 528a GKS YSYoSNRa /I NB tfly OfSINIe@
graduate from the WICT? (Yes/No)
il. Is there evidence of the WICT being a sHertn (i.e., less than 1éhonths)
intensive intervention? (Yes/No)
lii. Once the member is ready to graduate from the WICT, is there evidence that t
WICT is coordinating the transition of members to a lower intensity of care
management? (Yes/No)

Care Management Service Deliver\E QRO will look for evidence in the care management
records of members in the sample to address the questions below.
a. Compliance with the Care PlaAre services, including any planned foltaps with
members, delivered according to the Care Plan?
b. Membercentric Care

.2 KSYy AYLX SYSyliAy3a GKS /IINB tflysz R2
readiness to change and their level of engagement in meeting their Care Plan
(Yes/No)

ii. As part of Care Plan implementation, is there evidence that the HMO is adheri
its own policies and procedures regarding frequency of contact with members
strata? Member contacts or attempts using alternate formats in lieu of a HMO
required faceto-F I OS gAff 06S a02KBR a avSi

iii. Is there evidence that the HMO is asking members if their needs are being
addressed? (Yes/No)

c. Social Determinants (SD):

i. Is followrup on SD documented in the Care Plan? (Yes/No)

ii. Did the HMO go beyond simple refelsand sharing phone numbeis provide
community resources with the member? (Yes/No)

EQRO will describe HMO efforts to address social determinants including
they are working collaboratively with community resources or utilizing
Community Health Worker

d. Behavioral Health

i. Doesthe HMOfollowdzLJ 2 | RRNBX&aa GKS YSYoSNDRA
identified in the Care Plan? (Yes/No)

Care Plan Review & Updatgg KS 9vwh gAff NBOASS (GKS 1| a
procedures aswellas theSY o6 SNRa OF NB Yl yIl 3SYSyid NBO2
review and updates to the Care Plan requirements defined in the current BC+ and SSI H
Contract.
a. Is the HMO reviewing and updating the Care Plan based on the criteria defined in
BC+ and $EIMO Contract?Yes/No)
b. At least once per calendar y&afYes/No)
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EQRO Review

c. ! OO2NRAY3I (G2 GUKS 1 ahQa LRftAOASaE |-yR
stratifying member8 (Yes/No)

d. Whenever the member is not responsive to the Care Plan or whenever the memb
frequently transitions between care settirg6res/No)

e. Does the HMO rastratify members after a change in the level of care or critical eve
such as a discharge from emergency departments, hospitals and nursing homes
rehabilitation facilities, as appro@te? (Yes/No)

Discharge Followp / Transitional Care;t EQRO will review member care management
records to determine compliance with the transitional care contract requirements.
a. 5AR (GKS 1 ahQa { Nilipynaettheitrangitiohal care rddbirefiehts in
the applicable BC+ and SSI HMO Contract?
b.12¢g ¢l ada GKS lah y20AFASR 2F GKS YSYo
c. Was the followup inperson, via interactive video, or over the phesh
d. Is there evidence that the transitional care follays included:
. aSRAOFGA2Y NBO2YyOAtAlIGAZ2Y S R20dzYSyi
conducted either by the hospital or the HNO
ii. A review with members of (a) the discharge informatmepared by the hospital
YR 000 GKS YSYOSNDa YSRAOIAAZ2yaA |y
e. Did the HMO assist members with scheduling appointments with other health care
providers after discharge? (Yes/No)
f. Did the followup occur within five business dayshaispital discharge? (Yes/No)
The EQRO will describe if the HMO is receivingirealnotifications about the
YSY0oSNDa Kz2alLAidlf FRYA&AarAz2zy |yR A
Everywhere for transitional care. The EQRO will also describe how thesHM
conducting the followup and assess whether the HMO is helping members
schedut follow-up appointments, understand their medication schegdaiel
implementtheir treatment plan.

Additional note:

1 The EQR@commends that HMOs documentents such asharing care plans through
mail and/or secure portal (upon confirming the member has an accessible account)
completing medication reconciliatioand conducting followup activities in their systems.
Without documentationthe EQRQwill be unable to confirm that suchctivitiestook place

1 TheEQRQlso recommends that in addition to reviewing a medication list with the
member,al ah Qa YSRAOFGAZ2Y NB OtBefodowing review &f gre a K 2 dzf R
and post discharge medicatis and dosagg confirmation ofibsence ofluplication of
medications, confirmation of absence of drug interactions/contraindications,aacdracy
of all continued, discontinueghew, and alteredmedications and dosages.
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VIl. Performance Improvement Pojects

HMGs arerequired to submit two Performance Improvement Prog(®IP) each year to DMS
See the20222023 BadgerCare Plus akfddicaid SSI HMO contragquirements for PIPs in
Article X, (J).
f laha Ydzad ¢62N)] 6AGK 5a{Q 9vwh G2 YSSiG &aLISO
la{® [/ a{Q&d vdzrtAGe& 2F /| NBnaybeahdpfyf t vdzZ £ A
reference in developing the Pland completing the template

1 The PIP proposal and final report template can be fourippendixJ The PIP proposal
Aa Rdz2S G2 5a{ 5SOSYOSNIMI HAHH® ! FGSNI 5a(
for CY 2023. The final PIP report is due to DMS am&@RO by July 1, 2024. Both the
proposal and final report must be submitted using the provided template.

1 EQRO PIP Standards and PIP Scoring Example may be useful tools for HMOs in
developing their PIP proposals and final reports. See Appendices H and |

1 Additional guidance on PIPs is available throughtthO PIP Trainingen proposals
(PIP 101 Training) and validation (PIP 102 Training).

PIPs as a Strategic Initiative

To align withFederal andSate priorities and to further improvements in health outcomes for
all Medicaid members in WisconsiHMOsmust focus on reducop health disparities in the
populations the HMOs senfer both PIPs

Wisconsin DMS recognizes that improving health equity is a foundational strategypi@ving

GKS KSFIfGK 2F 2A4302yaAyQad NBAARSY(GAZInd YLINROAY
containing costs of care to ensure affordability. Persistent and systematic differences in health
outcomes for different Wisconsin populations are well documenget a key component of

Healthiest Wisconsin 2020CMS also specifically requires redotin health disparities to be a
partoftne{ G 4SQ&a ljdza t AGe aidN)y (iS3e

Health disparities are often related to the conditions in which people are born, live, grow, work,
andagecl f a2 OFff SR GKS RNAGSNE 27T K &lthbuickmes5h| 0 @
FNE RNAGSY o6& ¥l O&BeohEmicaeSauzes Bnd geSdraphical locatioiNGave ¢

a proven sizable impact on health outcomes, and so partnerships between communities and

4 CMSQuality of Care External Quality Revievetocol: https://www.medicaid.gov/medicaid/qualityof-
care/downloads/2019qr-protocols.pdf

5HMO PIP Trainingkttps://vimeo.com/showcase/9388305

5 https://www.dhs.wisconsin.gov/hw2020/report.htm

" https://Ivww.medicaid.gov/medicaid/qualityof-care/medicaidmanagedcare-quality/state-quality-
strategies/index.html

8 Health Care Steps Up to Sodeterminants: Current Context
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the health care system are critical for improving healthoas the lifespan and reducing
disparities in health outcomes. Having data on the unmet social needs of individuals and using
that data to connect to existing community resources and strengthen evidbased

partnerships that improve wholperson healths foundational to any effort to eliminate
disparities.

PIP Structure

2023 will be thdinal yearthat PIPs are part of the P4P withhoks detailed in the table below,
each HMO will have one PIP peemberpopulation subject to a P4P withhold of 0.75686
each population

AaSNX noT piz
{{L

pulg=)

| a
Iy

| am SNIBSindT pils

2yt 8

h aSNEX noT plz

t Lt M

./ b tnt g A
¢2LIA O
Continuation of 2022 BC+ Prenatal

andPostpartum (PPC) Topic (Year

2 NJ
Clinical or norclinical topic of HMO
choice focused on reducing a healtt
disparity among BC+ population
{{L tnt &A
¢21I O
Continuation of 2022 SSI Health
Disparity Topic (Year 3)

2 NJ
Clinical or norclinical topic of HMO
choice focused on reducing a healtt
disparity among SSI population
.I'b tnt gA
¢21IA O
Continuation of 2022 BC+ Prenatal
and Postpartum (PPC) Topic (Year

2 NJ

Clinical or norclinical topic of HMO
choice focused on reducing a healtt
disparity among BCpopulation

t Lt H

nor e {{L tnt g A
¢2 LA O
Continuation of 2022 SSI Health
Disparity Topic (Year 3)

12 NJ
Clinical or nortlinical topic of HMO
choice focused on reducing a healtt
disparity among SSI population
b2 tnt $AIKK2fR
¢2LIA O
Clinical or norclinical topic of HMO
choice focused on reducing a healtt

disparity among SSI population

b2 tnt 6AGIKK2ER
¢21IA O

Clinical or norclinical topic of HMO
choice focused on reducing a healtt

disparity among BC+ population
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P4P Earn Back Requirements

To earn back the .75% P4P withhold, HMOs neostply with federal PIP requiremendND
implement new, innovative activities as strategies for improvement. All activities must be
meaningful andnust

1 Include efforts at theHMO-level, with a dinic(s) orprovider network and the larger
community (.e.,communitybased organization and/or partnershiythat address
social determinants of healttSQDH);

Address identified gaps related to health disparities &ROH

Go beyond basic administrative activities (e.g., reminder calls or postcandb)
Incorporate member and stakeholder feedback

= =4 =

Topic Selection

HMOs may continue the same topic from the 20@&lth disparities reduction PIPs into 2023
or maypropose an alternate topic aimed at reducing identifiedhealth disparity in the
population the HMO serves.

If the HMOs chooses to continue the same topic from the 2022 health disparities reduction
PIRs, the proposal must

1. Include the rationale or objective(s) for continuing the PIP.

2. Include justification if discontinuing any required elements from 2022, if applicable
Reference th&2022 HMO Quality Guider details on required elements.

3. Include an additional evidendeased intervention orignificant modification of existing
intervention, including how it will likely lead to improved outcomes for the target
population.

Examples:

o Activities to address gaps or barriers identified in Determinants of Health
(DOH) assessments, such as expansi@treening in additional populations
with high social risk factors, establishing partnerships in geographic regions
where identified barriers exist, or closing loops in referral systems.

o Projects to address DOH identified in needs assessment and/ongaan

0 Scaling up any previous activities to additional providers, comminaised
organizations, or target groups.

HMOs should select a topic where tieas an identified health disparity in the target
population, based omnural/urbanresidencerace, ethnicity, sex, gender, age, primary language,
disability, etc, regardless of overall performance in the measUias is not limited to P4P

9 HMO Quality Guide
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%2@@%200rganization/Quality for BCP_and__
Medicaid_SSl/Home.htm.spage
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measures but could include any performance measure (including a HEDIS measure, a care
management measure, @AHPS result)

HMOs can reference tharucture 0f20202022 Health Disparities RIB® replicateor expand
elements that were effective at reducing health disparities, such as partnerships with clinics
and communitybased organizations.

Note: Perfederal requirements, HMOs must complete one clinical and onelmunal project.
Since 2023 is a transition year for PIPs, HMOs may have two clinical topics bu20f2&t
haveone clinical and one neciinical project in 2024.

Suggested Topics

DMS hasdentified some suggested PIP topics. HM@y propose alternativperformance
improvementtopicsduring the preliminary topic selection summargrocess, butopic selection
is subject to DM&pproval.

Suggested Clinical Topics

1. Adolescentmmunizations 10. Diabetes management

2. Antidepressant medication management 11. Emergency department utdation

3. Asthma management 12. Well Child Visits

4. Bloodlead testing 13. Medication reconciliation upon discharge
5. Breast cancer screening 14. Behaviorahealth and substance abuse
6. Cardiovascular care screenings and management

7. Childhood immunizations 15. Tobacco cessation

8. Childhood obesity interventions 16. Hypertension management

9. Dental care 17. Preventable hospital readmissions

Suggested Nogflinical topics

Access and availability of services

Member satisfaction

Social Determinants of Health

Implementation of Culturally and Linguistically Appropriate Services (CLAS Standards)
Care coordination

SSI Care Management

ogAwWNRE
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VIIl. Consumer Assessment dflealthcare Providers and

Systems (CAHPS) Survey

TheConsumer Assessment of Healthcare Providers and Systems (CALR&Yywas

developed by the Agency of Health Research and Quality (AHRQ) to capture information from
members about their experiences withdir health plan and health care providers. Per the

Children's Health Insurance Program Reauthorization Act (CHIPRA), CMS requires states to
survey childreninthé¢ KA f RNBy Qa | St t {(OkIpprogadaNiua@isd CAHRE I NI Y

DMSuses the CAHRS survey both fedor-service and HMO member experience and
satisfaction with care. The survey is performed annually for childrémeiBadgerCare Plweand
CHIP populations. The CAHPS survey is used as part of HEDIS repattiugvey data is
shared with CMS.

DMS administers CAHPS througtedtified vendor, surveying approximately 1,650 ffe-
service members,ral 1,650 members from each HMResults are stratified banguage
(English, Spanish, and Hmoagy CHIP, Medicaid, HMO, and FFS populatidoMS follows
NCQA protocols for the survey, including:

0 Using arrent CAHPS version 5.1 child questionnaire.
o Eligibility criteria for sampling:
A Continuous enroliment for the last 6 months prior to 12/31/202
A No more tharone-month enrollment gap.
0 Using nixedsurvey outreach methodolodyy survey vendor:
A Questionnairemailings
A Remindermailings
A Multiple follow-up call attempts

Please note thaHMOs are not prohibited from administering the CAHPS survey to their

membership AlthoughDMSis not requiring collection of HM@dministered CAHPS results at
this time,DMSmay request information in the future.
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|X. OB Medical Home

Under Atrticle IV, D of the current HMO contract, HMOs seMihgaukee, Kenosha, Ozaukee,
Racine, Washington, Waukeslizgane and Rock Counties are required to implement Obstetric
Medical Home (OBMH) care modelis iniil 0 A @S A & ldrderN&dthy2Bfith 5 a { Q
Outcomes initiativeand has a goal of improved care management and service delivery for high
risk pregnant HMO members in geographic areas with high and disparate rates of poor birth
and maternal outcomes.

In addition to the contract languagBMS maintains OBMH resources fOs and providers
on the ForwardHealtHPortal here:
https://www.forwardhealth.wi.go/WIPortal/content/Managed%20Care%200rganization/Man
aged Care Medical Homes/Home.htm.spage

The HMO must submit a report evaluating its OB Medical Home inititil2&1S every year
using asurvey linkorovided by DMS

EQRO Review

1 The focus of the EQRO OB Medical Home Review process is to ensusnH EIDic
compliance withOBMHrequirements defined in the BC+ and Medicaid SSI HMO
contract.

1 On a quarterly basi§QR0dentifies members enrolled in the OBM#ith delivery
dates ocarring during the previous quarteHMOSs are required to providee EQRO
gAGK (GKS YSYo S Nandthe'EQRQA BasktvieMIdaDahdNBview
guidelines to evaluate compliance with OBMH requirements

1 For questions on the OBMH registuyhich isa tool used by participating HMOs and
OBMH provider sitecontacts a { Qa . Thes @BMH registry leig, user guides, and
help desk are available dhe EQRQvebsite:
https://apps.metasar.com/apps40/commercial/ OBMH/OBMH/Logaspx

HMOs are paid an incentive of $00(to pass through to the OB medical home sjie)
enrolled OBMH member whose care was in compliance with OBMHresgents. An
additional $1000 bonus is paitbr those members who met the OBMH requirements émel
person giving birth had healthy birth outcome.

HMOs may contaddHSOBMH@wi.gawith questions on the OBMH requirements.
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X. NCQA Accreditation

Accreditation Requirements

In March 2021, DMS issuegolicy memo to HMOmdicatingthat all HMOs must receive

NCQA Health Plan Accreditation (HPA) by December 31, 2688ppendix Kfor a copy of the
memo.Additionally, all HMOs must achieve either Multicultural Health Care Distinction (MHCD)

or Health Equity Accreditation (HEA) by 5866 SNJ om>X HnanHoOoX Fa LI NI 27F ¢
YSYOSNEQ I O00Saa G2 OdzZ GdzNF ffte FyR tfAy3dzaaiaol

Note: NCQA is transitioning the MHCD to HEA. HMOs that have MHCD as of
December 312023are expected to work with NCQA on transitioning to HEA.

HMOs must submit quarterly progress reports on their work towards accreditation using the
NCQA Quarterlfrogress Reportemplate. Once the HMO has achieved HPA and either MHCD
or HEA, the HMO isohrequired to submit quarterly progress reports.

Accreditation Deeming

1'd LINI 2F 5a{Q aSRAOI A RDMSIlanflthd BFRO tompldde am dzI £ A (i &
accreditation deeming plarwhich includes crosswalko federal requirements to DMS
oversight, EQRD oversight, and NCQA accreditati¢h.

HMOs with NCQA accreditation are deemed as having met specific federal requirements, and
additional DMS or EQRO review is waived as being duplicative. These HMOs are not subject to a
comprehensive compliance stdards review by the EQRBPor federal requirements that are

not met via accreditation, the EQRonducts a focused accreditation review to bridge the gap

for specific standards.

Accreditation status of HMOs is includedDM2 &4 LJdzo f A O ¢ StatoAréve® | yR | O
FOGABAGASE NS RSAONAOSR Ay (GKS 9vwhQa | yydz f
website and submitted to CMS annually, per federal requirements.

IHMO Accreditation Deeimg Plan can be accessed on the ForwardHealth Portal here:
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%200rganization/Quality for BCP _and_
Medicaid_SSl/word/2021 2023 HMO _Accreditation_Deeming_Plan.docx.spage
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Appendix A: Timeline of Quality Initiative

Timelines for 2023 Quality Initiatives Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
WICR

HMO 2022 final encounter/medical record data to DHS (used for any DMS-calculated measures)

HMO audited review tables (ARTSs) of 2022 data to DMS

Patient-Level files for 2022 data to DMS

DMS calculates and submits Core Set measures to CMS

2024 WICR measure selection process (CMS Core Set published December)

P4pP

HMO 2022 final encounter/medical record data to DHS (used for any DMS-calculated measures)
HMO audited review tables (ARTSs) of 2022 data to DMS

Prelim results from DHS

HMO feedback

Final results from DHS

RepotCad
HMO audited review tables (ARTSs) of 2022 data to DMS

DMS calculates star ratings and shares with HMOs

DMS publishes 2022 report card

PPR

Prelim results

Final results

PIP

MY2022 HMO final report to EQRO

MY2024 HMO PIP proposal due

CAHPS

DMS's vendor delivers CAHPS survey

Vendor receives results data; Data submitted to AHRQ

Final report delivery

2023 Planning: Submit new questions for NCQA consideration to vendor for Round 1 Deadline

DMS presents 2023 results to HMO; 2024 Planning: Submit new questions for NCQA considerati
vendor for Round 2 Deadline
NCQA Accreditation

Quarterly progress report due

Fee-For-Service (FFS) Data Extract Request
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Appendix B: 3 YearQuality Initiative and Data Reporting Cycle

3 Year Cycle

Quality Initiative and Data Reporting

2022 Rapot 173 Report - M2 Report
-
Card Pubdshec Card Published Card Published

HO Y2021 e HAD MY 2023
awdited ART to | audited ART to audited ART to
HMO MY2021 DhdS HMO MF2022 b HMO MY2023 OIS
encouwnter medica enconterfmedical |4 =rvoounter) medical
record data due record data due record data dus
Ymar 2 PIP Year 3 PIP T
Proposal D Proposal Due Progasal D
Year O Final Year 1 Final PIP Year 2 Final PIP
PIF Report Duwe Report Due Report Due
S -

10 e Feb Jp AT o AGC Jr AT Jo-TUI J JU1 b AT SEPL D1 T DR J

Year 1 Year 2 Year 3
(2022) (2023) (2024)
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Appendix C. 3 Year EQRO Review Cycle

EQRO Review Cycl e

3Year

Desk Review and SSI Care ManagekkhtHROVIH ewi

A The Accreditation
scheduled througha@wt.3cal endar year
A Each year one third of HMOs will have | (0fSdQrArati ieovn eycht eynm@ 03 fse
HHH HonHit H 1 HO HAHdf HAHRI HnHdl
t Lt t NR L2 Al ¢ tLt t NBLJ2al t t Lt t NRBLI2AL €
+ f ARHo2ya wSOASs tl t ARlo2yad| WSOApBo +Ff ARHo2ya wSOASs

L{/! 55a1 wS$0ASq

L{/! 5Sal wS@ASg

| | laha
L{/! 5Sa]
wSJOASs
| OONBRAGFoa2Y 58a1]| v | OONBRAGFa2Yy 55a1| WS0ASs | OONBRAGIa2Yy 58a1| wsors
bZ{L /dzNJ\],By[]fé F OONBRA{ & /dzNJ\lS)/[]té I OONBRAGYR | ahal dzNJ\lSyﬁfé I OONBRAJSR 1 at
/| aw al h {GI-yRI-N'é wSdA v!tﬂDNJ\éél-yO” {ééi'JSYé wSOASsal h {ﬂl-yRI-Nvé wSPArSs
NB OA Slo = — R = )
b H H C{{L /FNB abyl3SYSyf C{{L /ENB abyl3SYSy[i |wWS@ASH{L /INB alyl3asySyli wsSon
WSOASG mAISANE2Ra t NA 2 NJ|d WSOASG mISAR2ZRa t NA2 NI U2z w Q@ﬁ@émm@my&i'zﬂéé t NA2NJ|G2 wS¢
) S— 52 PreDtiaDar PhiaPruPiuPauPsedoc o P0e 3
Y edr Y edr Y e 8r
(20232 (20233 (20234 (20235
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Appendix D: DeliverablesDue Dates& Submission

Instructions

Frequency |

Report/Deliverable

| Due Date |

Template

QUARTERLY REPORTS
15t Quarter. (JanMarch); 2" Quarter. (Aprilc June)3® Quarter. (Julyg Sept):4™ Quarter. (Oct; Dec)

NCQA
Accreditation
Reports

9 NCQA AccreditationQuarterly Progress
Report

9 Email to
DHSDMSHMO @dhs.wisconsin.gov

NCQA Quarterly
Progress Repori
Template

ANNUA. REPORTS

OB Medical Home

9 Previouscalendaryear report due taDMS

Surveylink to

(ARTSs) of 2022
data toDHS

i Email to DHSDMSHMO@dhs.wisconsin.g
and toVEDSHMOSupport@wisconsin.go
notifying them when the files (test files or
production files) have been placed on the
SFTP server

Annual Report via survey 6/1/2023 | be provided at
9 Due date is the first Monday of June later date
File layout for
9 Data files and documents are to be the Patient
submitted to DMS via the SFTP server Level Detalil files
9 Allelectronicdatafiles must include the will be
HMO final M2022 year and health plan name in the file nam published in
encounter/medical| § Email to DHSDMSHMO@dhs.wisconsin.g 6/30/2023 rev_ised Quality
record data to DHY  and toVEDSHMOSupport@wisconsin.go Guideas
notifying them when the files (test files or Appendix60
production files) have been placed on the days after CMS
SFTP server publishes 2023
Core Sets.
Y Emailto DHSDMSHMO@s.wisconsin.gov T 732023
Performance 2022
and EQRO contact by password protecte .
Improvement . projects :
. : email attachment Appendix J
Project (PIP) Final ) 1 7/1/2024
ProjectReport 9 Report dl_Je on the 4t business day of July 2023
for the prior calendar year .
projects
1 Data files and documents are to be
submitted to DMS via the SFTP server
HMO audited 9 Allelectronicdatafiles must include the
review tables year and health plan name in the file nam
7/31/2023
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Frequency Report/Deliverable Due Date Template

FeeForService HMOs must submit to DMS a file with
(FFSPpata Extrat | member IDs for whom HMOs would like to | 11/15/2023
Request receive FFS data

9 Emailto DHSDMSHMO@dhs.wisconsin.g
and EQRO contact by password protecte

Initial Performance

::: ;r:c\ie(rggt email attachment 12/1/2023 AppendixJ
Proposal 1 Topic Selection on first business day of
December for the next calendar year
SSI Care N/A
Management
PPR N/A
CAHPS N/A
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Appendix E: Table of MeasuresWICR, P4P, and Report Ca

Table pending final Core Set lists from CMS, discussion of P4P measures with HMOs, and
ongoing discussions with HMOs about Report Card measures. 2082 tableis provided as

an example based on current state.

BadgerCare Plus

Adult Measures

Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis
(AABAD)

Antidepressant Medication Management (AMAD)

Breast Cancer Screening (BATH

Controlling High Blood Pressure (SAP)

Cervical Cancer Screening (2CS

Comprehensive Diabetes Care: Hemoglobin Alc (HbAlc) Poor Control le
(>9%) (CDC/HPC)

Chlamydia Screening in Women Ages 16 to 20-&T)L

Colorectal Cancer Screening (X))

FollowUp After ED Visit for Substance Use (A

FollowUp After Hospitalization for Mental lliness: Age 18 and Older {&DH
FollowUp After ED Visit for Mental lliness (Ft4D)

Diabetes Care for People with Serious Mental lliness: Hemoglobin Alc
(HbALc) Poor Control (>9.0%) (HP&@)

Initiation and Engagement of Substance Use Disorder TreatmerfADET
Plan AiCause Readmissions (PAIR)

Prenatal and?ostpartum Care (PPC)

Adherence to Antipsychotic Medications for Individuals with Schizophreni
(SAAAD)

Diabetes Screening for People with Schizophrenia or Bipolar Disorder WI
Are Using Antipsychotic Medications (S4D)

ChildMeasures

Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis (EAB
FollowUp Care for Children Prescribed AttentiDeficit/Hyperactivity
Disorder (ADHD) Medication (AERIH)

Ambulatory CareEmergency Department (ED) Visits (ANIB)

Asthma Medication Ratio: Ages 19 to 64 (ANB); Ages 5 to 18 (AMBH)
Metabolic Monitoring for Children and Adolescents on Antipsychotics
(APMCH)

Use of First.ine Psychosocial Care for Children and Adolescents on
Antipsychotics (AREH)

Chlamydia Screening in Women Ages 16 to 20-CHJL

Childhood Immunization Status (€I8l)

WICR

A N S e N N N N N N N N N N RN

<

WICR

<

CL L KK

P4P

P4P

Combo 3

Report
Card

CLL L C KKKKX

C KKK

Report
Card

<
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FollowUp After ED Visit for Substance Use: Ages 13 to 17-CF)A v
FollowUp After Hospitalization for Mental lliness: Ages 6 to 17 (Ebi 30\gays
FollowUp After EDVisit for Mental lliness: Ages 6 to 17 (F{IM) v
Immunizations for Adolescents (IM2H) v
Lead Screening in Children (LSC)
Prenatal and Postpartum Care (PPC) v
WellChild Visits in the First 30 Months of L§g30-CH) v
Weight Assessment and Counseling for Nutrition and Physical Activity for
Children/Adolescents (WGCH) v
Child and Adolescent Wellare Visits (WGEH) v
SSI
Adult Measures WICR

Avoidance oAntibiotic Treatment for Acute Bronchitis/Bronchiolitis (AAB) v
Antidepressant Medication Management (AMAD)

Breast Cancer Screening (BAI) v
Controlling High Blood Pressure (AP v
Cervical Cancer Screening (@CS v
Comprehensive Diabetes Care: Hemoglobin Alc (HbA1lc) Control (<8.0% >9.0%
Control level (>%) CDCHPCAD) control
Chlamydia Screening in Women Ages 16 to 20-&IWL v
Colorectal Cancer Screening (€XI0) v
FollowUp After ED Visit for Substance Use (fAD) v
FollowUp After Hospitalization for Mental lliness: Age 18 and Older {&DH v
FollowUp After ED Visit for Mental lliness (FD) 7 days
Diabetes Care for People wiBerious Mental lliness: Hemoglobin Alc (HbA >9.0%
Poor Control (>9.0%) (HPCND) control

Initiation and Engagement of Substance Use Disorder TreatmerADIET
Plan AiCause Readmissions (PAIR)

Prenatal and Postpartum CaflePCAD)

Adherence to Antipsychotic Medications for Individuals with Schizophrenie
(SAAAD)

Diabetes Screening for People with Schizophrenia or Bipolar Disorder Wh
Using Antipsychotic Medications (SAD)

ChildMeasures WICR

Asthma Medication Ratio: Ages 19 to 64 (AKNIBR); Ages 5 to 18 (AMBH)
Chlamydia Screening in Women Ages 16 to 20-CHHL
Prenatal and Postpartum Care (PG

O CKKX

v
Combo 2
v
v

P4P

<8.0%
Control

30 days
30 days

P4P

CL XK KX

Report
Card

O COKKKKX

AANIAN

ANAN

Report
Card
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Appendix F: Data Reporting Specifications

In addition to the WICR initiatives, HMOs shall submit all other NCQA HEDIS measures results to
DMS. Results will be used for potential future baseline measurements.

a. HMOs not NCQA accredited shall submit all HEDIS measures or submit a letter to
DMS clearly stating the reason(s) for its inability to genesaspecifiameasure
along with its regular HEDIS data submission to DMS.

b. Thosemeasuresvhere the primary collectin method is a survegre not included in
WICRhowever, HMOs are still responsible for reporting.

c. There is not a fiscal penalty if H@il to submit a noAWICR measure.

Any HEDIS performance measures retired or modified by NCQA that impact thenlist®@es
during MY2023 will be discussed and documented in a Quality Guide amendment.

HMOs should report results usistandard HEDIS specificatiofisr all measures unless
specified below Table below will be updated once CMS Core Set is released.

Reported o .
P DMS Specific Instructions
Measure
MSCGAD If an HMO is not NCQA accredited or is in the process of accreditation, it is not req
to report this measure. Although not WICR in 2023, there will be an expectation in
future with as NCQAealth plan accreditation is required by December 31, 2023
FUHCH HEDIS and CMS use slightly different technical specifications. HMOs should repor
results using standard HEDIS specifications for this measure.
AMB-CH HMOs must use the standard HEDIS technical specifications to report only the ED
portion for this measure.
WCCCH HMOs must use the standard HEDIS technical specifications to report only the BM
Assessment for children and adolescents

Data Submission and Reporting for BC+ and SSI
1. NCQA Data submission requiremertBC+and SSt All Regions
HMOs are required to submit the following for BIO23

a. Data Filled Workbook, including Audit Review Table (ART) forod@wnloaded
from the NCQA IDSS sfteith evidence that the auditor lock has been appliad)an
Excel file. HMOs must provide to DMS tlemominators and numerator for each
measure

b. The Audit Report produced by a NCQA Licensed HEDIS Auditor.
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c. ForHEDISneasures with agstratificationand other subpopulations HMOs are
asked to report results in the IDSS and ART tables by age amctather sub
populationsas well as for the overall population.

NCQA has added Electronic Clinical Data Systems (ECDS), as a new reptittiddgor

some of their HEDIS measures. N&@éredited HMOs may be required to submit
measures to NCQA in ECDS format, however, DMS is requiring HMOs continue to submit
ARTresults

2. Electronic submission requirements:
a. Data fileqincluding ART@&)nddocuments are submitted t®DMSvia theSecure File
Transfer Protocol§FTPserver.
b. Allelectronicdata filesmustincludethe yearand healthplanname inthe file name.

c. Send an email t@HSDMSHMO @dhgsconsin.goand to
VEDSHMOSupport@wisconsin.gotifying them when the files (test files or
production files) have beesubmitted tothe SFTP server.

3. Public Reporting

For MY2023all health plans areequiredto report each of their HEDIS scores verified by
their HEDIS auditor for all regions, andnaketheir results available for public reporting
within the Quality Compass.

4. PatientLevel Detail filesare required

Although NCQA requires only Medicare plans to sulpaitent-level datafor HEDIS

measures that are calculated and submitted by HMOs, HM@st submit Medicaid

patientf S@St RFGF F2NJ 1 95L{ YSI & dzNSTae plrposedtizt I i SR
suchpatient-level files is to allow DMS and HMOs to conduct various anaiysésling

identification ofhealth disparities.

DMSwill provide HMOs with gemplate for datasubmission to includpatient-level
measure data that detailgatientQ ledicaidlD# and availablelemographic data such as
age, gender, race, ethnicity, preferred language, disability status, and location of residence.

In creating these files, HMOs can apply the same HEDIS vaduersdiagnosis, procedure
and other codes used by their HEDIS vendors to calculate the measure réfdiBs have
the discretion to retain additional information they might use in future analyses.

5. FeeForService (FFS) data for BC+ All Regions

At the endof each year, DMS providdata to HMOs for members wheceived care under
FFS during the MY, when they were not enrolled in an H&8Qhat HMOs can get the
credit for care provided while the members were enrolled in HRSrior years, HMOs have
preferred to receive this data by December, so these FFS files will not reflect the full
Measurement Year data due to the associated time lags.
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HMOs must submit a file with member IDs for whom HMOs would like to receive FFS data
to DMSno later than Noember 15,2023
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Appendix G Flow Chart on HEDIS and Data Alignment

This visual is for illustrative purposes to show the connection between HMO HEDIS results and the various 2023 Quality Guide
initiatives, as well as the connection to NCQA &dS.No action is required by HMOs for this Appendix

DMS Data Alignment with HEDIS 2023

w
g Pay for Wisconsin Core
® 54 Report Card Performance Reporting
= (P4P) (WICR)
3
a HMO ART tables )
9 Percentiles  @re compiled in DIS 20 Perce_ntlles
£ : (Points)
3 (Stars) this dataset 0
w
4]
L
a == e . e
o —— Qua/rt.y Compass = CMS Child and
= o= HEDIS Quality Provides DMS HEDIS Quality Adult Coroset List
[ z
@ Compass 2023 with HMO = Compass 2021 (MY 2023)
= Medicaid
National Datd
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Appendix H PIP Standards and Scoring

PIP Standardand Scoring

Reference: Department of Health and Human Services. Centers for Medicare and Medicaid Services.
(2019).EQR Protocol 1Validation of Performance Improvement Projects; A MandatoRyetapet
Activity.Retrieved fromhttps://www.medicaid.gov/medicaid/qualityof-care/downloads/2019qr-

protocols.pdf

# Standards

1 PIP Topic

1.1 The PIP topic was selected through a comprehensive analysis of M
enrollee needs, are, and services.

1.2 The PIP topic considered performance on the CMS Child and Adul
Set measures (if applicable).

1.3 The selection of the PIP topic considered input from enrollees or
providers who are users of, or concerned wepecific service areas.

1.4 The PIP topic addressed care of special populations or high priority
services.

1.5 The PIP topic aligned with priority areas identified by DHS and/or C

2 PIP Aim Statement

2.1 The PIP aim statement cleaspecified the improvement strategy.

2.2 The PIP aim statement clearly specified the population for the PIP.

2.3 The PIP aim statement clearly specified the time period for the PIP

2.4 The PIP aim statement was concise.

2.5 The PIP aim statement wasseerable.

2.6 The PIP aim statement was measurable.

3 PIP Population

3.1 The project population was clearly defined in terms of the identified
guestion.

3.2 If the entire MCO population was included in the PIP, the data
collection approacltaptured all enrollees to whom the PIP question
applied.

4 Sampling Method

4.1 The sampling frame contained a complete, recent, and accurate lis
the target PIP population. (The sampling frame is the list from whicl
the sample is drawn.)

4.2 The sammg method considered and specified the true or estimated
frequency of the event, the confidence interval to be used, and the
acceptable margin of error.

4.3 The sample contained a sufficient number of enrollees taking into
account nonmresponse.
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4.4 Themethod assessed the representativeness of the sample accordi
to subgroups, such as those defined by age, geographic location, o
health status.

4.5 Valid sampling techniques were used to protect against bias.

PIP Variables and Performance Measures

5.1 The variables were adequate to answer the PIP question.

5.2 The performance measure assessed an important aspect of care tk
gAftf YIS I RAFFSNBYOS (G2 SyNR

5.3 The performance measures were appropriate basetheravailability
of data and resources to collect the data.

5.4 The measures were based on current clinical knowledge or health
services research.

5.5 The performance measures monitored, tracked, and compared
performance over time; and informed the selen and evaluation of
guality improvement activities.

5.6 The MCO considered existing measures such as CMS Child and A
Core Set, Core Quality Measure Collaborative, certified community
behavioral health clinics (CCBHC) measures, HEDIS®, or AHRQ
measues.

5.7 The MCO developed new measures based on current clinical pract
guidelines or health services research if there were gaps in existing
measures.

5.8 The measures captured changes in enrollee satisfaction or experie
of care.

5.9 The measureincluded a strategy to ensure inteater reliability (if
applicable).

5.10 The process measure is meaningfully associated with outcomes (
applicable).

Data Collection Procedures
General
6.1 The PIP design specified a systematic method for aaljeealid and
reliable data that represents the population in the PIP.
6.2 The PIP design specified the frequency of data collection.
6.3 The PIP design clearly specified the data sources.
6.4 The PIP design clearly defined the data elements to bectalle
6.5 Alist of data collection personnel and their relevant qualifications w
provided.
6.6 The data collection plan linked to the data analysis plan to ensure t
appropriate data would be available for the PIP.
6.7 The data collectiomstruments allowed for consistent and accurate
data collection over the time periods studied.
6.8 Qualitative data collection methods were wadifined and designed to
collect meaningful and useful information from respondents (if
applicable).
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Administrdive Data Sources (if applicable)

6.9 If inpatient data was used, the data system captured all inpatient
admissions/discharges.

6.10 If primary care data was used, primary care providers submitted
encounter or utilization data for all encounters.

6.11 fspecialty care data was used, specialty care providers submitted
encounter or utilization data for all encounters.

6.12 If ancillary data was used, ancillary service providers submitted
encounter or utilization data for all services provided.

6.13 If ISS data was used, all relevant LTSS provider services were
included.

6.14 If EHR data was used, patient, clinical, service, or quality metrics
validated for accuracy and completeness as well as comparability
across systems.

Medical Record Review &ipplicable)

6.15 A list of data collection personnel and their relevant qualifications
provided.

6.16 For medical record review, interrater and inteder reliability was
described.

6.17 For medical record review, guidelines for obtaining andrdéag the
data were developed.

Data Analysis and Interpretation of PIP Results
7.1 The analysis was conducted in accordance with the data analysis
7.2 The analysis included baseline and repeat measurements of projeq
outcomes.

7.3 Theanalysis assessed the statistical significance of any differences
between the initial and repeat measurements.

7.4 The analysis accounted for factors that may influence the compara|
of initial and repeat measurements.

7.5 The analysis accounted factors that may threaten the internal or
external validity of the findings.

7.6 The PIP compared the results across multiple entities, such as diffe
patient subgroups, provider sites, or MCOs.

7.7 PIP results and findings were presented in a cerais easily
understood manner.

7.8 To foster continuous quality improvement, the analysis and
interpretation of the PIP data included lessons learned abouttless-
optimal performance.

Improvement Strategies
8.1 The selected improvement strategyswavidencebased, that is, there
was existing evidence (published or unpublished) suggesting that t
test of change would be likely to lead to the desired improvement in
processes or outcomes (as measured by the PIP variables).
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8.2 The strategy was desied to address root causes or barriers identifig
through data analysis and quality improvement processes.

8.3 The rapietycle PDSA approach was used to test the selected
improvement strategy.

8.4 The strategy was culturally and linguistically approgria

8.5 The implementation of the strategy was designed to account or adj
for any major confounding variables that could have an obvious img
on PIP outcomes (e.g., patient risk factors, Medicaid program chan
provider education, clinipolicies or practices).

8.6 Building on the findings from the data analysis and interpretation of
results, the PIP assessed the extent to which the improvement stra
was successful and identify potential follayp activities.

Significant and Suained Improvement

9.1 The same methodology was used for baseline and repeat
measurements.

9.2 There was quantitative evidence of improvement in processes or
outcomes of care.

9.3 The reported improvement in performance was likely to be a result
the selected intervention.

9.4 There is statistical evidence (e.g., significance tests) that any obse
improvement is the result of the intervention.

9.5 Sustained improvement was demonstrated through repeated
measurements over time.
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Appendix I: PIP Scoring Example

Total Point
Yes/No Points oInts Percentage
# Standards & Elements (1=ves, | possible | RECEIVEd Met
0=no) (per sta(r?:z;r d) (per standard)
standard)
PIP Topic 5 5 100.0%
The PIP topic was selected througbamprehensive analysis o
1.1 ) 1
MCO enrollee needs, care, and services.
12 The PIP topic considered performance on the CMS Child an 1
"~ | Adult Core Set measures (if applicable).
The selection of the PIP topic considered input fremnollees or
1 | 1.3 | providers who are users of, or concerned with, specific servif 1
areas.
14 The PIP topic addressed care of special populations or high 1
" | priority services.
15 The PIP topic aligned with priority areas identified by 1
' DHSand/or CMS.
PIP Aim Statement 6 4 66.7%
The PIP aim statement clearly specified the improvement
2.1 0
strategy for the PIP.
The PIP aim statement clearly specified the population for th
2| 22 0
PIP.
The PIP aim statement clearly specified the time period for tf
2.3 1
PIP.
2.4 | The PIP aim statement was concise. 1
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2.5 | The PIP aim statement was answerable.
2.6 | The PIP aim statement was measurable.
PIPPopulation 2 2 100.0%
The project population was clearly defined in terms of the
3.1 . - )
identified PIP question.
If the entire MCO population was included in the PIP, the da
3.2 | collection approach captured all enrollees to whom the PIP
question applied.
Sampling Method 5 5 100.0%
The sampling frame contained a complete, recent, and accu
4.1 | list of the target PIP population. (The sampling frame is the li
from which the sample is drawn.)
Thesampling method considered and specified the true or
4.2 | estimated frequency of the event, the confidence interval to §
used, and the acceptable margin of error.
43 The sample contained a sufficient numbereofrollees taking
"~ | into account noAresponse.
The method assessed the representativeness of the sample
4.4 | according to subgroups, such as those defined by age,
geographic location, or health status.
4.5 | Valid samplingechniques were used to protect against bias.
PIP Variables and Performance Measures 9 7 77.8%
5.1 | The variables were adequate to answer the PIP question.
The performance measure assessed an important aspect of
52 |thatg Aff YI 1S I RAFFSNBYyOS (2
status.
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The performance measures were appropriate based on the

5.3 S
availability of data and resources to collect the data.

The measures were based on current clinisedwledge or

o4 health services research.

The performance measures monitored, tracked, and compar
5.5 | performance over time; and informed the selection and 1
evaluation of quality improvement activities.

The MCO consideregkisting measures such as CMS Child ar
Adult Core Set, Core Quality Measure Collaborative, certified
community behavioral health clinics (CCBHC) measures, HE
or AHRQ measures.

5.6

The MCO developed new measures based on current clinica
5.7 | practice guidelines or health services research if there were 1
gaps in existing measures.

The measures captured changes in enrollee satisfaction or

5.8 : 1
experience of care.
59 The measures included a strategy to ensure ungger reliability 1
" | (if applicable).
The process measure is meaningfully associated with outcor
5.10| .. ) 1
(if applicable).
Data Collection Procedures 17 17 100.0%
General
6.1 The PIP design specified a systematic method for collecting 1
' and reliable data that represents the population in the PIP.
6.2 | The PIP design specified the frequency of data collection. 1
6.3 | The PIP design cleadpecified the data sources. 1
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6.4 | The PIP design clearly defined the data elements to be colle
6.5 A list of data collection personnel and their relevant qualifications
' provided.
The data collection plalinked to the data analysis plan to
6.6 . .
ensure that appropriate data would be available for the PIP.
The data collection instruments allowed for consistent and
6.7 : ) : :
accurate data collection over the time periods studied.
Qualitative data collection methods were wekfined and
6.8 | designed to collect meaningful and useful information from
respondents (if applicable).
Administrative Data Sources (if applicable)
6.9 If inpatient data was used, the dasystem captured all
" | inpatient admissions/discharges.
6.10 If primary care data was used, primary care providers submit
' encounter or utilization data for all encounters.
If specialty care data was used, specialty gaviders
6.11 . o
submitted encounter or utilization data for all encounters.
If ancillary data was used, ancillary service providers submit
6.12 e . .
encounter or utilization data for all services provided.
6.13 If LTSS data was used,ralevant LTSS provider services werg
' included.
If EHRdata was used, patient, clinical, service, or quality mef
6.14 | were validated for accuracy and completeness as well as
comparability across systems.
Medical Record Revielif applicable)
6.15 A list of data collection personnel and their relevant

qualifications was provided.
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For medical record review, interrater and irdrater reliability
6.16 ) 1
was described.
For medical recordeview, guidelines for obtaining and
6.17 : 1
recording the data were developed.
Data Analysis and Interpretation of PIP Results 0 8 4 50.0%
71 The analysis was conducted in accordance with the data ang 0
| plan.
79 The analysigicluded baseline and repeat measurements of 0
"~ | project outcomes.
The analysis assessed the statistical significance of any
7.3 | L 0
differences between the initial and repeat measurements.
74 The analysis accounted for factors that miafjuence the 0
" | comparability of initial and repeat measurements.
The analysis accounted for factors that may threaten the
75 |. . . 1
internal or external validity of the findings.
The PIP compared the results across multgigties, such as
76 | : : ) 1
different patient subgroups, provider sites, or MCOs.
77 PIP results and findings were presented in a concise and ea 1
" | understood manner.
To foster continuous quality improvement, the analysis and
7.8 | interpretation of the PIP data included lessons learned about 1
lessthan-optimal performance.
Improvement Strategies 6 0 0.0%
The selected improvement strategyas evidencébased, that
is, there was existing eviden@eublished or unpublished)
8.1 | suggesting that the test of change would be likely to lead to t 0
desired improvement in processes or outcomes (as measurg
the PIP variables).
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8.2

The strategy was designed to address root causes or barrier
identified through data analysis and quality improvement
processes.

8.3

The rapidcycle PDSAapproach was used to test the selected
improvement strategy.

8.4

The strategy was culturally and linguistically appropriate.

8.5

The implementation of the strategy was designed to account
adjust for any major confounding variables that could have a
obvious impact on PIP outcomes (e.g., patient risk factors,
Medicaid program changes, provider education, clinic policie
practices).

8.6

Building on the findings from the data analysis and
interpretation of PIP results, the PIP assessed the extent to
which the improvement strategy was successful and identify
potential follow-up activities.

Significant and Sustained Improvement

5 5 100.0%

9.1

The same methodology was used for baseline and repeat
measurements.

9.2

There was quantitative evidence of improvement in processg
or outcomes of care.

9.3

The reportedmprovement in performance was likely to be a
result of the selected intervention.

9.4

There is statistical evidence (e.g., significance tests) that any
observed improvement is the result of the intervention.

9.5

Sustainedmprovement was demonstrated through repeated
measurements over time.
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Total Possible Points | Total Points Overall Validity &
(all standards) Received Reliability Percentage
63 49 77.8%

90%- 100%

High Confidence

80%- 89.9%

Moderate Confidence

70%- 79.9%

Low Confidence

<70%

No Confidence

Overall Validity & Reliability Rating: Low Confidence
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Appendix J: PIP Template

Performance Improvement ProjedPIP)
Proposal and Final Report Format Template

Instructions:

U Reference the PIP section of the Quality Guide for additional information.

U PIP Proposal: Complete standard6 dnd 8in this template.

U Final PIP Repoxtalidation Completestandards 7and9 in this template. Make any
updates to standards-& and 8if changes were made after the proposal was approved
including changes made as a result or EQRO recommendations or changes made to
facilitate project implementation.

HMO Name: Report Prepared by

Click here to enter text. Click here taenter text.

Date Proposal SubmittedZlick here to enter a Date Final Report SubmittedZlick here to
date. enter a date.

Project Title:Click here to enter text.

Project Implementation DateClick here to enter a date.

Please check théollowing items as applicable to this PIP report

PIP Proposal Type: 9 Clinical 5 Nonclinical

Population: 3 SSI & BC+ & Both SSland BC+

Primary HMO Contact Regarding PIP Projectk or tap here tenter text.

Email:Click or tap here to enter text. \ Phone:Click or tap here to enter text.
HMO Project Team
Name Title/Department

STANDARD 1: PIP Topic

Standard 1 applies to PROPOSAL and VALIDATION

1.1 The PIP topic was selected through a comprehensive analydigOimemberneeds, carand
services.

59




2023 HMO Quality Guideversion 1.0 FINAL

1.2 The PIP topic considered performance on the CMS Child and Adult Core Set measures (if
applicable).

1.3 The selection of the PIP topic considered input from members or providers who are users (
concernedwith specific service areas.

1.4 The PIP topic addresses care of special populations or high priority services.

1.5 The PIP topic aligns with prityriareas identified by DHS and/or CMS.

la. Describe the process or analysis used to prioritize and select this topic as an area or oppori
for improvement related taeducing health inequities HMOs must consider stratification of an
or all target ppulations by rural/urban, sex, age, primary language, race, and/or ethnicity
(encouraged to select at least two stratifications) in order to identify health equity quality
improvement opportunities.
Information should include:
9 Discussion of the nmeber needs assessmeat source datdahat helped identify baseline
performance
1 Baseline data and the timeframe of the baseline data
1 Address any performance measugreonsidered in the selection of the topic
1b. Describe the relevance of this topic to HMOQ & Y SY 06 SNE KA LJ
1 Identify how the topic relates to thememberhealth statusand/or member experience.
Address consideration of health inequities, care of special populations, and/or high
priority services aapplicable
 Identify why the topic is important to membefs A Ay 3 O2y aA RS NI
determinants of health.
1c. Describe any member and provider input obtained in considering this. topi

Standard 1 PIP Topic:
Click or tap here tenter text.

STANDARD PIP Aim Statement

Standard 2 applies to PROPOSAL and VALIDATION

2.1 The PIP aim statement clearly specifies the improvement stydte¢evant to Standards 8-8.4)
2.2 The PIP aim statement clearly specifies plopulation for the PIP

2.3 The PIP aim statement clearly specifies the time period for the PIP

2.4 The PIP aim statement is concise

2.5 The PIP aim statement is answerable

2.6 The PIP aim statement is measurable

2a. State each PIP aim or question toacise, answerable, and measurable formatluding:
1 Specific numerical goal(s) and target date(s)
9 Intervention or improvement strategy that will be implemented
1 Rate of desired improvement (from what to what) in each aim or question
1 Population thatwill be involved in the PIP

Standard 2 PIP Aim Statement:
Click or tap here to enter text.
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STANDARD ®IP Population

Standard 3 applies to PROPOSAL and VALIDATION

3.1 The project population is clearly defined in terms of the identifiedcikéstion

3.2 If the entireHMOpopulation is included in the PIP, the data collection approach captures all
membeis to whom the PIP aim or question applies

3a. Describe the relevant population (all members to whom the study question and indiegialsg
including:
i Target populations by rural/urban, race, ethnicity, sex, gender, age, primary language,

disability, etc.

Any inclusion or exclusion criteria

Any enrollment/eligibility criteria (e.g., requirements for how long members had to be

enrolled)

3b. If data for the entiredMOpopulation will be studied, describe how the data collection approa
will capture all members to whom the study question applied

il
il

Standard 3PIP Population
Click or tap here to enter text.

STANDARD &ampling Method

Standard 4 applies to PROPOSAL and VALIDATION

4.1 The sampling frame contains a complete, recent, and accurate list of the target PIP popula;

4.2 The sampling method considers and specifies the true or estimated frequency of the event
confidence interval to be used, and the acceptable margin of error

4.3 The sample contains a sufficient numbemaémbels taking into account neresponse

4.4 The method assesses the representativeness of the sample according to subgroups, such
defined byage, geographic location, or health status

4.5 Valid sampling techniques were used to protect against bias

4a. If sampling will be utilized (i.e., data for a sample of the population will be studied and findir
generalized to the entirpopulation), provide a detailed explanation of the sampling methods
be used (e.g., sample size/population size, sampling technique used, confidence intervals,
acceptable margin of error).

LF nltd® A& y20 FLWIX AOFIotS (2 GdKAAa LINR2SOGX

Stardard 4Sampling Method
Click or tap here to enter text.

STANDARD PIP Variables and Performance Measures
Standard 5 applies to PROPOSAL and VALIDATION
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5.1 The variables are adequate to answer the PIP question

5.2 The performance measures assessraportant aspect of care that will make a difference to
Y S Y 0 $idulh®r functional status

5.3 The performance measures are appropriate based on the availability of data and resources
collect the data

5.4 The measures are based on current clinical knowlemdeealth services research

5.5 The performance measures will monitor, track, and compare performance over time; and ir|
the selection and evaluation of quality improvement activities

5.6 TheHMOconsidered existing measures such as CMS Child and Adub&preore Quality
Measure Collaborative, certified community behavioral health clinics (CCBHC) measures, H
or AHRQ measures

5.7 TheHMOdeveloped new measures based on current clinical practice guidelines or health
services research if there were gapsekisting measures

5.8 The measures captured changesriembersatisfaction or experience of care

5.9 The measures include a strategy to ensure irtger reliability (if applicable)

5.10The process measure is meaningfully associated with outcomes (if applicable)

5a. List and define all study indicators/performance measures.
1 Clearly define each numerator and denominator
1 Ensure the indicators are concise, measurable, and adequately answer the PIP aim(s) g
guestions(s)
5b. Briefly summarize how the performance meas):
¢ 1aasaa [y AYLRNIIFIYG FawLSOd 2F OFNB GKI G
experience
1 Are appropriate based on the availability of data and resources to collect the data
1 Are based on current clinical knowledge or health services research
1 Will monitor, track, and compare performance over time and inform the selection and
evaluation of quality improvement activities
1 Address any gaps in existing measures, if applicable
5c¢.If CMSChild andAdult Core Set, Core Quality Measure Collaboratiedified community
behavioral health clinics (CCBHC) measures, HEDIS®, AHRQ or other existing measures a
include the relevant specifications

Standard 5PIP Variables and Performance Measures

STANDARD @®ataCollection Procedures

Standard 6 applies to PROPOSAL and VALIDATION

6.1 The PIP design specifies a systematic method for collecting valid and reliable data that rep
the population in the PIP

6.2 The PIP design specifies tinequency of data collection

6.3 The PIP design clearly specifies the data sources

6.4 The PIP design clearly defines the data elements to be collected

62



2023 HMO Quality Guideversion 1.0 FINAL

6.5 The data collection plan links to the data analysis plan to ensure that appropriate data wou
available or the PIP

6.6 The data collection instruments will allow for consistent and accurate data collection over th
time periods studied

6.7 Qualitative data collection methods are wekfined and designed to collect meaningful and
useful information from respondentsf applicable)

Administrative Data Sourcés applicable)

6.8 If inpatient data will be used, the data system captures all inpatient admissions/discharges

6.9 If primary care data will be used, primary care providers submit encounter or utilization dati
all encounters

6.10 If specialty care data will be used, specialty care providers submit encounter or utilization
for all encounters

6.11 If ancillary data will be used, ancillary service providers submit encounter or utilization dat
all services provided

6.12 If LTSS data will be used, all relevant LTSS provider services are included

6.13 If EHR data will be used, patient, clinical, service, or quality metrics are validated for accut
and completeness as well as comparability across systems

Medical RecordReview (if applicable)

6.14 A list of data collection personnel and their relevant qualifications is provided

6.15 For medical record review, interrater and irdrater reliability is described

6.16 For medical record review, guidelines for obtaining and recording tiee ware developed

Study results are dependent on accurate and valid data that are collected appropriziegyly
describe the data collection components for all PIP indicators.

6a. ldentify all data sources (e.g., claims/administrative data, memiesj fil

6b. Describe how data was collected

6¢. Provide a list of data collection personnel and their relevant qualifications

6d. Describe how the data was stored and aggregated (e.g., registry, database)

6e. Describe how the data was analyzed and by whom

6f. Describe the frequency of data collection and analysis

For continuing projects, include the data frahe previous year(sin addition to any data fronthe
current year.nclude samples of any data collection tools or instruments aatt@chment.

Standard eDataCollection Procedures

STANDARD. Data Analysis and Interpretation of PIP Results

Standard 7 applies to VALIDATIONMOSs do not need to address this in the PIP Proposal.
7.1 The analysis was conducted in accordance with the data analysis plan.

7.2 The analysis included baseline and repeat measurements of project outcomes.
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7.3 The analysis assessed the statistical significance of any differences between the initial ad
measurements

7.4 The analysis accounted for factors that may influence the comparability of initial and repeat
measurements

7.5 The analysis accounted for factors that may threaten the internal or external validity of the

findings

7.6 The PIP compad the results across multiple entities, such as different patient subgroups,
provider sites, oHMGCs

7.7 PIP results and findings were presented in a concise and easily understood manner

7.8 To foster continuous quality improvement, the analysis andriprtetation of the PIP data
included lessons learned about lebsn-optimal performance

In a concise and easily understood manner:
7a. Describe how the data analysis was conducted and aligned with the data analysis plan
7b. Identify the baseline and repemeasurements of the project outcomes
7c. ldentify the statistical significance of any differences between the initial and repeat
measurements and account for any factors that may influence the comparability of initial an
repeat measurements
7d. Discuss any factors that may threaten the internal or external validity of the findings
7e. As applicable, discuss comparison of the results across multiple entities, such as different r
subgroups, provider sites, or HMOs
7f. Identify and discuss amgssons learned about lesisan-optimal performance
1 Includebaseline, interim datgand repeat measurement(s)
0 Was the same methodology used for the baseline and repeat measurements?
(Note Standard 9.1)
0 Are the numerical results accurate and clear?
1 Effectiveness and/or accuracy of thamerators and denominatonssed in data analysis
9 Discussion obngoing data review in accordance with the data analysis plan.
1 Include anyables, chartsand/or graphs as applicable

For continuing projects, includaydataand analysisrom both the current year angrevious
year(s)

Standard 7Data Analysis and Interpretation of PIP Resullts

STANDARD &nprovement Strategies

Standard 8 applies to PROPOSAL and VALIDATION

8.1 The selected improvement strategy was evidebesed, that is, there was existing evidence
(published or unpublished) suggesting that the test of change would be likely to lehd to t
desired improvement in processes or outcomes (as measured by the PIP variables)
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8.2 The strategy was designed to address root causes or barriers identified through data analy
guality improvement processes
8.3 The rapidcycle PDSA approach wased to test the selected improvement strategy.
8.4 The strategy was culturally and linguistically appropriate
8.5 The implementation of the strategy was designed to account or adjust for any major confou
variables that could have an obvious impantPIP outcomes (e.gnemberrisk factors,
Medicaid program changes, provider education, clinic policies or practices)
8.6 Building on the findings from the data analysis and interpretation of PIP results, the PIP asg
the extent to which the improvaent strategy was successful and identify potential foHapv
activities

8a. Describe how the improvement strategy was selected with respect to available evidence frg
literature, data, root causanalysispr barrier analysis

8b. Explain how the improvement strategy was determined to be likely to lead to the desired
improvement in processes or outcomes

8c. Discuss how the improvement strategy was designed to address root causes or barriers ide
through data analysis amguality improvement processes, including how the FlxmStudyAct
(PDSA) approach was utilized

8d. Discuss how the improvement strategy was culturally and linguistically appropriate

8e. Describe how implementation of the strategy was designeattmunt or adjust for any major
confounding variables that could have an obvious impact on PIP outcomes (e.g., member ri
factors, Medicaid program changes, provider education, clinic policies or practices)

8f. With respect to the PIP data analysis anigipretation of the results, explain how the PIP
assessed the extent to which the improvement strategy was successful; identify potentialfo
up activities (note Standard 9.2 and 9.3)

Include any materials that were developed and/or used for internardj such as, member
educational materials, practice guidelines, etc., as attachments to this report.

For continuing projectgrovide documentation that focuses on interventions implemented during
the current project period.

Standard 8mprovement Strategies

STANDARD. Significant and Sustained Improvement

Standard 9 applies to VALIDATIONMOSs do not need to address this in the PIP Proposal.

9.1 The same methodology was used for baseline and repeat measurements.

9.2 There was quantitative evidence of improvement in processes or outcomes of care.

9.3 The reported improvement in performance was likely to be a result of the selected intervent

9.4 There is statistical evidence (e.g., significance tests) that any observed improvement is the
of the intervention.

9.5 Sustained improvement walemonstrated through repeated measurements over time.

9a. Clearly describe how the same methodology was used for baseline and repeat measureme
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9b. Specify the quantitative evidence of improvement in processes or outcomes of care

9c. Discuss the exté to which reported improvement in performance was likely to be a result of
selected intervention(s)ncludng any statistical evidence

9d. If applicable, identify any sustained improvement demonstrated through repeated measure
over time

For coninuing projects include the relevant data from previous year(s) and any analysis of the d
from the current year to previous year(s).

Standard SSignificant and Sustained Improvement
Click or tap here to enter text.

In the space below:
1 Please list any references relevant to this Hiiral report.
1 Attach any relevant documents (or include attachments in the report submission
packet)

Click or tap here to enter text.
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Appendix K: NCQA Accreditation Policy Memo

DIVISION OF MEDICAID SERVICES

1 WEST WILSON STREET

TonyEvers PO BOX 309
Govemor MADISONWI 53701-0309
. . Telephone: 608-266-8922

Karen E. Timberlake State of Wisconsin &P Fax. 608-2661096
Secretary Department of Health Services TTY: 711

Date: March 26, 2021

To: BadgerCare Plus and Medicaid SSI HMO CEOs & Contract Administrators

From: Jim Jones, Administrator, Division of Medicaid Services

Final Update

This memo reflects the final policy decisions of the Department as it relates to the NCQA Health
Plan Accreditation and NCQA Multicultural Health Care Distinction requirements. In response
to the most recent feedback from health plans, we have made the July 2022 Interim NCQA

Accreditation an optional milestone (see page 9). The deadlines for Full NCQA Health Plan

Accreditation and the Multicultural Health Care Distinction remain December 31, 2023.

Multiple health plans have asked for clarification on quarterly progress reporting guidelines and
we have provided those clarifications on page 9 of this memo. A quarterly reporting template has
been sent to the contract administrators via email with completion instructions and due dates.
The first update will be due July 1, 2021. Any questions regarding the quarterly progress updates
should be directed to your assigned DMS analyst.

Policy regarding the implementation milestones and reporting requirements will be incorporated
into the 2022-2023 BadgerCare Plus and Medicaid SSI HMO Contract. This contract language
will be shared with as part of the 2022 contract renewal process led by DMS’s Bureau of
Programs and Policy (BPP). BPP shared the timeline for this year’s contract renewal process at
the February Contract Administrator’s meeting. At this time, it is expected that HMOs will
receive all proposed contract changes on August 27, 2021.

Thank you for your continued engagement in this project and other DMS Managed Care
initiatives. If'you have any further comments please reach out to your assigned DMS analyst. If
you prefer to meet in person you are also welcome to reach out to Gina Anderson,
Gina.Anderson@dhs.wisconsin.gov, to setup a time to meet.
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Project Background
In 2020 DMS identified three priority initiatives to improve the managed care programs offered
by Wisconsin Medicaid:
1. Improve the quality and oversight of acute and primary Medicaid HMOs
2. Maximize Medicare use by members who are enrolled in both Medicaid and Medicare
(dual eligbles)
3. Improve health equity, especially n addressing racial health disparities

The goal of these initiatives is to create a seamless managed care service delivery system, ,
which provides health care that is equitable, person-centered, culturally competent and simple to
understand and navigate.

The NCQA accreditation requirement exploration falls under the first initiative to Improve
Quality and Oversight of HMOs. This memo details: 1) a brief comparison of national
accreditors; 2) an overview of the NCQA accreditation process and the various accreditation
options offered; and 3) the proposed timeline for implementation.

DMS Findings from Comparisonof Major National Accreditors

This overview focuses on three major national accrediting bodies: the National Committee for
Quality Assurance (NCQA), Utilization Review Accreditation Commission (URAC), and the
Accreditation Association for Ambulatory Health Care (AAAHC). California recently partnered
with Health Management Associates to provide an analysis of these three accreditors to
determine the best fit for the state’s Marketplace issuers.! While Wisconsin is interested in
accreditation for Medicaid health plans, not Marketplace, the California report is still useful as it
examines key areas of interest, such as accreditation structure, content and process, market reach,
and accreditation methodology.

Based on the results of the California analysis, mternal discussions at DMS, and a desire to align
with other state Medicaid agencies, DMS will use NCQOA as the required accreditor for
BadgerCare Plus and Medicaid SST health plans. The justification for this decision is detailed
below.

Why Choose a Single Accrediting Body?
It is possible for Wisconsin to simply require accreditation by any national or CMS-recognized
accreditor, however, this approach has significant drawbacks.

First and foremost, while this approach provides more flexibility, it would significantly increase
oversight and administrative burden on DMS staff. Utilization of multiple accrediting bodies
would require much more effort when determining the deeming crosswalk? for non-duplication
of external quality review activities. Essentially, the state would need to determine the overlap of
accreditation review activities with external quality review activities for each allowed

! National Accreditation Bodies andFit for Covered California. Prepared for Covered California by Health
Management Associates, September 2020

2 Deeming is a process by which the state may use information fromprivate accreditationreview ofa health plan to
provide informationforthe annual external quality review (EQR). The crosswalk is required by CMS as part of our
Medicaid managed care quality strategy.
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accreditation type. This is a very complex and time consuming process that would become much
more difficult as more accreditation types are added to the crosswalk.

Second, it inhibits DMS’s ability to incorporate specific accreditation standards mnto contract and
oversight requirements. For example, Tennessee requires that many of the reports and
documentation submitted to the state meet NCQA standards and/or allows NCQA analysis to be
submitted to the state to fulfill contractual requirements. Tennessee Medicaid references NCQA
standards and benchmarks over 300 times in its contractual requirements.?

Finally, utilization of multiple accrediting bodies would lead to less consistency across health
plans within the state. While all of the major accrediting bodies cover basic regulatory
requirements in their review, there is moderate variation between the accreditors in both content
reviewed and the level of rigor required for accreditation. This may not lead to excessive
variation in the core functions of Wisconsin Medicaid health plans, but the fact remams that
different standards would be present throughout the state.

Given the drawbacks outlned above, DMS will use a single accrediting body for health plan
accreditation. This will reduce administrative burden for the state and promote consistency
across health plans.

Content of Accreditation Review

The three accrediting bodies reviewed for this briefing (NCQA, URAC, and AAAHC) have
significant overlap in their required reviews for regulatory compliance and standards of quality.
However, NCQA stands out in two key areas: assessment of core health plan functions and
documentation/data requirements.

All three accreditors evaluate standards for core functions mcluding, but not limited to, quality
management and improvement, continuity and coordination of care, provider network
management, utilization management, and member experience. However, NCQA provides the
most comprehensive review of these functions, requiring review of a higher number of core
elements in the areas of utilization management, disease management, and grievances and
appeals.*

Furthermore, NCQA requires more rigorous documentation for the required elements for
accreditation. While URAC and AAAHC technically review a greater number of elements than
NCQA, the majority of these elements only require process documentation and review of
materials such as member newsletters and notifications. In contrast, 60 percent of NCQA
required elements require reports to verify adherence to standards (in addition to process
documentation and materials).?

Finally, NCQA requires submission of both HEDIS and CAHPS results as part of the health plan
accreditation process. While a health plan’s HEDIS and CAHPS performance will not influence
whether or not they are accredited, submission is mandatory and all accredited health plans are
ranked on a scale of 1to 5.

3

httpsy//www.tn gov/content/dam/tn/tenncare/d ocuments2Avshp .pdf

4 National Accreditation Bodies andFit for Covered California. Prepared for Covered California by Health
Management Associates, September 2020.

3 Tbid

69



2023 HMO Quality Guidev/ersion 1.0 FINAL

Additional Benefits of NCOA Accreditation

In addition to more rigorous content review and better coverage of core health plan activities,
NCQA has by far the most market reach. NCQA has 712 accreditations nationally, while URAC
has 39, and AAAHC has only 32.6 Additionally, as of September 2020, 31 states required
NCQA accreditation for Medicaid health plans, with at least 12 leveraging the deeming process
to reduce oversight burden. Furthermore, the current Wisconsin HMO Quality Strategy and pay-
for-performance program is tied to HEDIS measures, which are also developed and managed by
NCQA.

NCQA Accreditation

Based on the strengths outlined above, DMS will use NCQA as the required accreditor for
BadgerCare Plus and Medicaid SSI HMOs. Utilizing NCQA for health plan accreditation allows
the state to leverage the resources and experience offered by the industry leader in accreditation,
while also providing a level of familiarity and consistency to health plans.

Overview of NCQA Accreditation Process and Options

NCQA offers a number of different accreditation and certification programs for both individuals
and organizations, all of which focus on providing a framework for improving operations and
aligning with health care industry best practice. Certain programs offered by NCQA also provide
a framework for health plans to achieve and maintain compliance with state and federal
regulations. As Wisconsin is exploring NCQA accreditation for its BadgerCare Plus and
Medicaid SSI HMOs, any discussion of “NCQA accreditation™ is referring to NCQA’s Health
Plan Accreditation program and related modules and certifications.

Based on the options for NCQA accreditation, the different paths to accreditation offered by
NCQA, and the timeline for implementation, DMS will require NCQOA Accreditation in
Medicaid lines of business and the Multicultural Health Care distinction for BadgerCare Plus

and Medicaid SSI health plans.

NCOA Accreditation Options: Lines of Business

When applying for NCQA accreditation, health plans must identify the products and product
lines it is seeking accreditation for. Products that are eligible for NCQA accreditation include
health maintenance organizations (HMOs), point-of-service-plan (POS), preferred provider
organizations (PPOs) and exclusive provider organizations (EPOs). The different product lines
NCQA offers accreditation in are commercial, Medicaid, Medicare, and Exchange (ACA
Marketplace) lnes of business.

It is important to note that seeking accreditation in Medicaid, Medicare, or Exchange lines of
business does not require additional fees or a different application process. When conducting the

¢ National AccreditationBodies andFit for Covered California. Prepared for Covered California by Health
Management Associates, September 2020.
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accreditation review, NCQA applies universal standards to all health plans including functional
areas such as Population Health Management and Network Management. 78

As DMS will be requiring NCQA accreditation for BadgerCare Plus and Medicaid SSI health
plans, it makes the most sense to require health plan accreditation specifically in Medicaid lines
of business. The element groups reviewed for Medicaid lnes of business ensure that Medicaid
accredited health plans are adhering to federal Medicaid regulations.

A second benefit of requiring Medicaid accreditation is that HEDIS and CAHPS submissions —
and by extension the NCQA star ratings — would be specific to Medicaid members. While
NCQA accredited plans are already admimisterimg CAHPS surveys, the population surveyed
corresponds to the line of business the health plan is accredited in (e.g. Commercial only). By
requiring Medicaid accreditation, DMS can be sure that any star ratings assigned to health plans
by NCQA are reflective of the quality of care and customer service provided to Wisconsin
Medicaid beneficiaries. Additionally, DHS currently administers CAHPS only for a sample of
fee-for-service and BadgerCare Plus children. If all health plans were NCQA Medicaid
accredited, the health plan administered CAHPS results could be a useful source of data for DMS
about member satisfaction and feedback, particularly for populations that DHS does not
currently survey (e.g. BC+ Adults).

NCOA Accreditation Options: Modules and Distinctions

In addition to the base accreditation program, NCQA also offers additional modules and
“distinction” programs as add-on options for accredited health plans. Two such programs that
may be of particular interest to DMS are the NCQA Health Plan Medicaid Module and the
Multicultural Health Care Distinction program.

The NCQA Medicaid Module is an optional program that is only available to Medicaid
accredited health plans. The Medicaid Module provides a slightly more rigorous review of
Medicaid standards when compared to the base Medicaid health plan accreditation. The primary
goal of the program is to provide a more comprehensive “deeming” plan, thereby reducing
oversight burden on both health plans and state oversight staff. However, according to NCQA,
“The NCQA [Health Plan Surveys] cover most requirements in an organization’s NCQA Health
Plan-Medicaid Module Survey.”? Taking this into account, along with the additional $9,500 fee,
the Medicaid Module likely does not provide enough added value to pursue at this time.
However, the enhanced deeming provided by the Medicaid Module may prove useful in future
years. DMS will evaluate the Medicaid Module as a possible future requirement as we work
through updating and evaluating the deeming process.

The NCQA Mutticultural Health Care (MHC) distnction is another optional program that is
available to health plans, wellness and population health groups, and other organizations. The
MHC distinction focuses on ensuring organizations provide culturally and linguistically
appropriate services (CLAS) and are actively working to reduce health care disparities. In

7 2020 Standards and Guidelines for the Accreditation ofHealthPlans. NCQA, 2019

8 CORRECTION: Inthe previous version ofthis memo it was stated thatthe base NCQA review included 15
additional element groups for Medicaid accreditation. After dis cussions with NCQA we identified that this was an
error. The 15 additional element groups that were referenced are actually partofthe NCQA Medicaid Module, an
optional add-onmodule s imilarto the MHC distinction.

® 2020 Standards and Guidelines for the Accreditation of HealthPlans. NCQA, 2019, p. 56

5
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contrast to the Medicaid Module, it does appear that the MHC distinction provides significant
added value over the base health plan accreditation review, which may explain why two
BadgerCare Plus and Medicaid SSI health plans have already elected to pay for the program. The
MHC distinction evaluates an organization’s compliance on the following CLAS standards:

e Collecting race/ethnicity and language data

e Providing language assistance

e Cultural responsiveness

e Quality improvement of CLAS

e Reduction of health care disparities

This review goes much further than the base health plan accreditation review, which only
evaluates two elements relating to cultural and linguistic needs for members: 1) availability of
appropriate practitioners within the network, and 2) the provision of culturally competent
services to Medicaid members.

DMS will require that health plans achieve the MHC distinction, as t aligns with DHS

priorities and the current HMO Quality Strategy and will ensure all health plans are subjected to
a comprehensive review of CLAS standards.

NCOA Accreditation Options: Type of Survey

NCQA offers three different types of accreditation review, which are also referred to as
evaluation surveys. The type of evaluation survey best suited to a health plan depends on their
current NCQA accreditation status and level of preparedness for the accreditation review. Health
plans that have never been accredited by NCQA are encouraged to pursue an “Interim
Evaluation”, which is an abbreviated version of the full NCQA review. With an Interim
Evaluation, health plans can achieve NCQA accreditation status faster and are not required to
submit HEDIS/CAHPS data until the calendar year following their mitial accreditation. Interim
Accreditation status can last up to 18 months, at which time the health plan will be required to
complete a full review, which is referred to as a “First Evaluation” by NCQA. The First
Evaluation includes a full accreditation review and applies to health plans who are not currently
accredited with NCQA. Finally, the “Renewal Evaluation™ is a full accreditation review that
applies only to health plans that are currently accredited with NCQA. Both the First Evaluations
and Renewal Evaluations lead to full health plan accreditation and can last up to three years.
After three years, the health plan will need to re-apply for accreditation with NCQA.

DMS will require only the base NCQA Health Plan Accreditation within health plan’s Medicaid
lines of businesses for initial rollout of the requirement. While the NCQA accreditation process
can take up to 3 years to successfully complete, the majority of Wisconsin BC+ and SSI health
plans are already NCQA accredited in at least one line of business. Because of this, most health
plans should already be close to alignment with NCQA requirements, dramatically reducing the
length of preparation time needed to achieve accreditation. Additionally, health plans applying
for the first time could utilize the Interim Accreditation glide path to further reduce the amount
of preparation needed to achieve mitial NCQA accreditation.

Accreditation Costs and Current NCOA Accreditation Status for Wisconsin Health Plans
Health plans that have not been accredited by NCQA in any of their lines of business would face
the highest costs to achieve NCQA accreditation. Based on cost breakouts provided to DMS by

6
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an NCQA representative, the four Wisconsin Medicaid health plans without NCQA accreditation
(see table 1 below) would face anaverage cost of roughly $80,000 their initial accreditation
review cycle. This higher cost is due to the cost of the mitial Interim Evaluation, followed by the
full First Evaluation shortly after. The $80,000 dollars would be spread over a maximum time
period of 54 months — 18 months maximum for Interim Accreditation and the standard 36 month
cycle for Full Accreditation.

For renewing health plans and plans that are accredited in other product lines, the cost is much
lower. This is because a plan does not need to pay the base accredtation fee for every product
they are accredited for. So a plan that is accredited in commercial and Medicaid lines of business
would only need to pay for the base fee once, plus the additional member fee for each covered
life.

The Department has reviewed mitial cost estimates for NCQA accreditation and has not found
them to be material mn nature. That said, as with all contractual requirements, cost will be
assessed going forward to ensure capitation rates are actuarially sound.

Table 1 below provides the current NCQA accreditation status for Wisconsin BadgerCare Plus
and Medicaid SSI health plans across commercial, Medicaid, and Medicare lines of business. 19
At this time, 11 of the 15 health plans are NCQA accredited in at least one of their lnes of
business, with 6 accredited m their Medicaid line of business.

Table 1: NCQA Accreditation Status for Badge rCare Plus and Medicaid SSI HMOs

Medicaid Commercial Medicare | Exchange Distinctions

Anthem Multicultural

BCBS Health Care

Care WI

CCHP X X X

Dean X X

GHC-EC

GHC-SCW X X

iCare

MHS X

NHP X X

MercyCare X X

Molina X X Multicultural
Health Care

Quartz X X X

19 Based on NCQA Report Card Data. Last Updated 9/14/2020. https ://reportcards ncqa.org/#/health-
plans/list?state=Wis consin
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Security X X X X
Trilogy
UHC X X X X

Implementation Timeline

DMS plans to utilize the HMO Contract and Certification Process to ensure statewide adoption
of NCQA accreditation. DMS will require that each plan meets these deadlines for
implementation of NCOA accreditation:

e Health plans must achieve full NCQA accreditation in Medicaid lines of business by end
of calendar year 2023 (December 31, 2023).

¢ Health plans not currently NCQA accredited may choose to achieve interim NCQA
accreditation in Medicaid lines ofbusiness as part of an optional glide path to full

accreditation.
e Health plans must achieve the NCQA Multicultural Healthcare Distinction by the end of
calendar year 2023 (December 31, 2023).

As it stands, 11 of the 15 BadgerCare Plus and Medicaid SSI HMOs are NCQA accredited in at
least one line of business, and six are already Medicaid accredited. For these health plans, we
expect that obtainng NCQA accreditation in Medicaid lines of business will be relatively
straightforward. We hope that the updated implementation timeline will provide additional
flexibility for health plans attempting to align NCQA accreditation reviews across multiple lines
of business.

For health plans that are not NCQA accredited n any lines of busmess, the implementation
deadline should provide ample time to achieve accreditation. The December 2023 deadline gives
health plans two years and nine months to conduct gap analyses to come into full compliance
with NCQA standards. Furthermore, the optional interim accreditation pathway requires only a
limited review by NCQA, allowing plans that are not currently accredited to quickly come mto
compliance on core review standards and setting up a glide path to full accreditation. Achieving
interim accreditation is recommended, as it will allow health plans to take advantage of the
deeming process and will provide an opportunity to become familiar with the NCQA review
process to prepare for full accreditation. Additionally, achieving interim accreditation will allow
health plans to be considered NCQA Accredited on public-facing DHS materials.

Contract language will be developed by DMS for incorporation into the 2022 BadgerCare Plus
and Medicaid SSI HMO Contract. The contract language will require HMOs to demonstrate
progress towards compliance milestones outlined above. The contract language will be shared as
part of the contract renewal process led by DMS’s Bureau of Programs and Policy (BPP). Atthis
time, it is expected that HMOs will receive all proposed contract changes on August 274, 2021.

In an effort to ensure a smooth implementation, DMS will continue to monitor the following
issues raised by health plans:
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o NCQA review schedules. Specifically, how reviews align across lines of business and
whether any adjustments need to be made to the timeline.

e  Whether or not a financial incentive or other reimbursement is warranted.

e Unforeseen barriers that arise that may jeopardize the implementation timeline for health
plans.

To facilitate this ongoing evaluation and monitor implementation progress, we will be asking
health plans to provide written quarterly updates to DMS. These quarterly updates will include
an initial work plan outlining how the health plan will achieve the requirements outlined above,
followed by report-outs on progress towards implementation. The first quarterly progress reports
will be due on July 1%t, 2021. A quarterly progress reporting template has been shared with HMO
contract administrators and includes the following reporting requirements:

e Submission of initial implementation workplan
Project Status
NCQA contacted
NCQA Accreditation review scheduled
MCHD review scheduled
NCQA requirement gap analysis conducted
Narrative submission detailing how the health plan will mitigate shortcomings from gap
analysis
e Ongomg status of mitigation tasks

Health plans are encouraged to include any information that may be useful in DMS’s evaluation
of the above concerns, particularly any unforeseen barriers that may jeopardize implementation
timelines.

Health plans not making satisfactory progress towards achieving implementation deadlines may
be subject to corrective actions, as detailed m the HMO contract. Instances where corrective
actions may be applied nclude but are not limited to: consistently failing to meet workplan
deadlines, project status being indicated as off-track by the health plan, and failure to schedule
NCQA reviews within acceptable timeframes. BQO and BPP staff will be n regular
communication with health plans regarding their mplementation progress and ample opportunity
will be provided for health plans to avoid corrective actions.

Process for Failure to Meet Requirements

Under this proposal, DMS review of NCQA accreditation compliance would occur in June of
2023. Atthis time, DMS would determine whether or not a health plan is expected to meet the
accreditation requirements by the end of December 2023. This determination will be made based
on the information provided in quarterly updates and one-on-one discussions with each health
plan to determine their readiness for NCQA review. Health plans that are not expected to meet
the December 2023 implementation deadline would not be offered a new contract due to a failure
to meet contractual obligations and certification requirements.

Please note that health plans with NCQA review dates after June 2023 and before December
2023 would not be denied a new contract if it is determined they are likely to meet the
implementation deadlines.
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