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Healthcare Effectiveness Data and Information Set (HEDIS®) and The Quality Compass® are registered trademarks of the National Committee for Quality Assurance (NCQA). NCQA™ is a trademark of the National Committee for Quality Assurance. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).

[bookmark: _Toc132638668]Introduction 
[bookmark: _Toc132638669]Purpose and Background
The final rule of the Balanced Budget Act (BBA) of 1997 requires that State agencies contract with an External Quality Review Organization (EQRO) to conduct an annual external quality review (EQR) of the services provided by contracted Medicaid Managed Care Organizations (MCOs).  This EQR must include an analysis and evaluation of aggregated information on quality, timeliness and access to the health care services that a MCO furnishes to Managed Care recipients. The Centers for Medicare & Medicaid Services (CMS) is required to develop EQR protocols to guide and support the annual EQR process. The first set of protocols was issued in 2003 and updated in 2012. CMS revised the protocols in 2018 to incorporate regulatory changes contained in the May 2016 Medicaid and CHIP managed care final rule, including the incorporation of CHIP MCOs. Updated protocols were published in late 2019. 

The Pennsylvania (PA) Department of Human Services (DHS) Children’s Health Insurance Program (CHIP) provides free or low-cost health insurance to uninsured children and teens that are not eligible for or enrolled in Medical Assistance (MA) via the PA DHS HealthChoices Medicaid managed care program. PA CHIP contracted with IPRO as its EQRO to conduct the 2022 EQRs (Review Period: 1/1/2021–12/31/2021) for the CHIP MCOs and to prepare the technical reports.  

The mandatory EQR-related activities that must be included in detailed technical reports, per Title 42 Code of Federal Regulations (CFR) Section (§) 438.358 (crosswalked to § 457.1250 for CHIP), are as follows:
· validation of performance improvement projects,
· validation of MCO performance measures, and
· review of compliance with Medicaid and CHIP managed care regulations.

[bookmark: _Hlk97879278]It should be noted that a fourth mandatory activity, validation of network adequacy, was named in the CMS External Quality Review (EQR) Protocols published in October 2019. However, CMS has not published an official protocol for this activity, and this activity is conducted at the state’s discretion. Each managed care program agreement entered into by DHS identifies network adequacy standards for those programs. For CHIP MCOs, DHS has published provider network standards through CHIP Sole Source Amendments and the CHIP Procedures Handbook, Chapter 21.

The report includes six core sections:
I. Validation of Performance Improvement Projects
II. Performance Measures and Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Survey 
III. Review of Compliance with Medicaid and CHIP Managed Care Regulations
IV. MCO Responses to the Previous EQR Recommendations
V. Strengths, Opportunities for Improvement, and EQR Recommendations
VI. Summary of Activities

Information for Section I of this report is derived from IPRO’s validation of each CHIP MCO’s Performance Improvement Projects (PIPs) for a new validation cycle, including review of the PIP design and implementation using documents provided by the MCO.

Information for Section II of this report is derived from IPRO’s validation of each CHIP MCO’s performance measure submissions. Performance measure validation as conducted by IPRO includes both Pennsylvania specific performance measures as well as Healthcare Effectiveness Data and Information Set (HEDIS®) measures for each CHIP MCO. Within Section II, CAHPS Survey results follow the performance measures.

Historically for the CHIP MCOs, the information for the compliance with Medicaid and CHIP managed care regulations in Section III of the report was derived from the results of on-site reviews conducted by PA CHIP staff, with findings entered into the department’s on-site monitoring tool, and follow up materials provided as needed or requested. Beginning in 2020, compliance data were collected from the commonwealth’s monitoring of the MCOs against the Systematic Monitoring, Access and Retrieval Technology (SMART) standards, from CHIP’s contract agreements with the plans, and from National Committee for Quality Assurance (NCQA™) accreditation results for each MCO.  Standards presented in the on-site tool are those currently reviewed and utilized by PA CHIP staff to conduct reviews; these standards may be applicable to other subparts and will be crosswalked to reflect regulations as applicable.

Section IV includes the MCO’s responses to the 2021 EQR Technical Report’s opportunities for improvement and presents the degree to which the MCO addressed each opportunity for improvement.

Section V has a summary of the MCO’s strengths and opportunities for improvement for this review period as determined by IPRO. This section will highlight performance measures across HEDIS and Pennsylvania-specific performance measures where the MCO has performed highest and lowest.  

Section VI contains a summary of findings across all sections of the EQR Technical Reports, including Structure and Operations Standards, Performance Improvement Projects, Performance Measures, 2021 Opportunities for Improvement MCO Reponses, and Strengths and Opportunities for Improvement found for 2022.



[bookmark: _Toc86933882][bookmark: _Toc92376744][bookmark: _Toc132638670][bookmark: _Toc86933883][bookmark: _Toc92376745][bookmark: _Toc66967690][bookmark: _Hlk98081761]I. Validation of Performance Improvement Projects
[bookmark: _Toc132638671]Objectives
Title 42 CFR § 438.330(d) establishes that state agencies require contracted MCOs to conduct PIPs that focus on both clinical and non-clinical areas. According to the CMS, the purpose of a PIP is to assess and improve the processes and outcomes of health care provided by an MCO. 

In accordance with current BBA regulations, IPRO undertook validation of Performance Improvement Projects (PIPs) for each CHIP MCO.  For the purposes of the EQR, CHIP MCOs were required to participate in studies selected by DHS CHIP for validation by IPRO in 2022 for 2021 activities.  Under the applicable Agreement with DHS in effect during this review period, CHIP MCOs are required to conduct focused studies each year.  For all CHIP MCOs, two new PIPs were initiated as part of this requirement in 2022. For all PIPs, CHIP MCOs are required to implement improvement actions and to conduct follow-up in order to demonstrate initial and sustained improvement or the need for further action.

The PIPs extend from January 2021 through December 2024. The non-intervention baseline period is January 2021 to December 2021, with research beginning in 2022. Initial PIP proposals were developed and submitted in first quarter 2022, and baseline reports including any proposal updates were submitted by MCOs in August 2022. Following the formal PIP proposal and baseline measurement reports, the timeline defined for the PIPs requires an interim report in 2023, as well as a final report in August 2024. 

For each PIP, all CHIP MCOs share the same baseline period and timeline defined for that PIP.  To introduce each PIP cycle, DHS CHIP provided specific guidelines that addressed the PIP submission schedule, the measurement period, documentation requirements, topic selection, study indicators, study design, baseline measurement, interventions, re-measurement, and sustained improvement.  Direction was given with regard to expectations for PIP relevance, quality, completeness, resubmissions and timeliness. 

As part of the new EQR PIP cycle that was initiated for all CHIP MCOs in 2022, IPRO adopted the Lean methodology, following the CMS recommendation that Quality Improvement Organizations (QIOs) and other healthcare stakeholders embrace Lean in order to promote continuous quality improvement in healthcare. MCOs were provided with the most current Lean PIP submission and validation templates at the initiation of the PIP.

All CHIP MCOs are required to submit their projects using a standardized PIP template form, which is consistent with the CMS protocol for Conducting Performance Improvement Projects.  These protocols follow a longitudinal format and capture information relating to: 
· Activity Selection and Methodology
· Data/Results 
· Analysis Cycle
· Interventions

As part of the EQR PIP cycle that was initiated for all CHIP MCOs in 2022, CHIP MCOs were required to implement two internal PIPs in priority topic areas chosen by DHS.  For this PIP cycle, the two topics selected were “Improving Access to Pediatric Preventive Dental Care” and “Improving Blood Lead Screening Rate in Children. 

“Improving Access to Pediatric Preventive Dental Care” was selected after review showed that several dental metrics have consistently fallen below comparable populations or have not steadily improved across years. For the HEDIS® Annual Dental Visit (ADV) measure, while CHIP Managed Care averages have been higher than Medicaid Managed Care (MMC) averages for most age cohorts since 2015, the CHIP averages have been consistently lower than Medicaid for the youngest cohort (ages 2–3) during the same time period.  Additionally, from HEDIS 2018 to HEDIS 2020, year-to-year trends in CHIP averages across age cohorts have fluctuated, with no steady improvement for any age cohort.  Preventive dental measures also indicated room for improvement.  Prior to CMS’ replacement of the Dental Sealants In 6–9-Year-Old Children at Elevated Caries Risk measure for MY 2020, CHIP rates varied from roughly 19% to roughly 25% since 2015.  At the time of topic development, trends were not available for the new CMS sealant measure, Sealant Receipt on Permanent 1st Molars (SFM-CH), but MCOs have been encouraged to target this measure for examination.  Further, CMS reporting of Federal Fiscal Year (FFY) 2014 data from the CMS-416 Annual Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Participation Report followed trends from previous years, indicating that the percentage of Pennsylvania children ages 1–20 who received any preventive dental service for FFY 2014 (42.5%), was below the National rate of 45.6%.

Given the research that early childhood caries can lead to the presence of many poor health factors and that early preventive dental visits are effective in reducing the need of restorative and emergency care, it became apparent that examination of this research and how it might be applicable to CHIP is warranted, particularly given that metrics indicate there is room for improvement. 

For this PIP, DHS CHIP is requiring all CHIP MCOs to submit the following measures on an annual basis:
· Annual Dental Visits (ADV – HEDIS). MCOs will report on the measure collected and submitted for HEDIS.
· Total Eligible Members Receiving Preventive Dental Services. For this measure, each MCO will define all parameters that will be used to collect and report a rate for this measure using its claims system.
· MCO-defined. Each MCO is required to identify and define at least one additional topic-related performance measure to collect and study for this PIP based on the data for its population.

“Improving Blood Lead Screening Rates in Children” was selected again due to several factors.  A 2021 look at national trends regarding lead screening and blood lead levels (BLLs) showed that Pennsylvania was among the states with the highest number of children with elevated BLLs, with most samples coming from the Philadelphia and Pittsburgh metropolitan areas[footnoteRef:1]. The National Surveillance Data table, utilizing NHANES data, supported this finding, citing percentages ranging from 6 to 9% for children with BLLs at least 5 ug/dL, and around 1.5% for children with at least 10 ug/dL in Pennsylvania[footnoteRef:2]. Current CHIP policy requires that all children ages 1 and 2 years old and all children ages 3 through 6 years without a prior lead blood test have blood levels screened consistent with current Department of Health and CDC standards. Between 2012 and 2018, Pennsylvania has seen fluctuating lead screening rates for children younger than 72 months old, with 17.8% screened in both 2012 and again in 2018. Using the HEDIS Lead Screening measure, the average national lead screening rate in 2019 was 70.0%, while the Pennsylvania CHIP average was 66.2%. This rate fell between the 25th and 33rd percentile for HEDIS® Quality Compass benchmarks. Despite an overall improvement in lead screening rates for Pennsylvania CHIP Contractors over the previous few years, rates by MCO and weighted average continued to be below the national average. Additionally, when comparing Pennsylvania Medicaid and CHIP rates, Medicaid’s weighted average rate for 2019 was 81.6%, 15.5 points higher than CHIP. However, regarding population, it was noted that children less than 1 year of age typically receive Medicaid benefits until they reach 1 year. At this point, many children move over to CHIP, provided their families are eligible. MCOs were advised that this can affect overall CHIP rates across all MCOs, since the < 1 year age group will have disproportionately fewer members than older age groups. [1:  https://jamanetwork.com/journals/jamapediatrics/article-abstract/2784260]  [2:  https://www.cdc.gov/nceh/lead/docs/cbls-national-data-table-508.pdf] 


Given the inconsistent improvement and rates that continue to fall below national averages, DHS CHIP determined that it has become apparent that continued intervention in this area of healthcare for the CHIP population is necessary. 

For this PIP, DHS CHIP is requiring all CHIP MCOs to submit the following measures on an annual basis: 
· Lead Screening in Children (LSC – HEDIS). MCOs will report on the measure collected and submitted for HEDIS.
· Total Number of Children Successfully Identified with Elevated Blood Lead Levels.  For this measure, each MCO will define all parameters that will be used to collect and report a rate for this measure using its claims system.
· MCO-defined. Each MCO is required to identify and define at least one additional topic-related performance measure to collect and study for this PIP based on the data for its population.
  
[bookmark: _Toc36128005][bookmark: _Toc67305571][bookmark: _Toc86933884][bookmark: _Toc92376746][bookmark: _Toc132638672][bookmark: _Toc447196979][bookmark: _Toc512521019][bookmark: _Toc68527417]Technical Methods of Data Collection and Analysis
IPRO’s validation process begins at the PIP proposal phase and continues through the life of the PIP. Throughout the course of the PIPs, IPRO provides technical assistance to each MCO. The technical assistance includes feedback. 

CMS’s Protocol 1. Validation of Performance Improvement Projects was used as the framework to assess the quality of each PIP, as well as to score the compliance of each PIP with both federal and state requirements. IPRO’s assessment involves the following 10 elements:
1. Review of the selected study topic(s) for relevance of focus and for relevance to the MCO’s enrollment.
1. Review of the study question(s) for clarity of statement. 
1. Review of the identified study population to ensure it is representative of the MCO’s enrollment and generalizable to the MCO’s total population. 
1. Review of selected study indicator(s), which should be objective, clear, unambiguous, and meaningful to the focus of the PIP. 
1. Review of sampling methods, if used, for validity and proper technique. 
1. Review of the data collection procedures to ensure complete and accurate data were collected. 
1. Review of the data analysis and interpretation of study results. 
1. Assessment of the improvement strategies for appropriateness. 
1. Assessment of the likelihood that reported improvement is “real” improvement.
1. Assessment of whether the MCO achieved sustained improvement. 

Following the review of the listed elements, the review findings are considered to determine whether the PIP outcomes should be accepted as valid and reliable.

This section describes the scoring elements and methodology that will occur during the intervention and sustainability periods. Measurement Year (MY) 2021 is the baseline year, and during the 2022 review year, elements were reviewed and scored at multiple points during the year, when initial proposals were submitted in March 2022 and proposal update/baseline reports were submitted in August 2022. For Review Year 2022, the latest applicable findings are the proposal update/baseline report review findings; these are the findings included in each MCO’s report.  All MCOs received some level of guidance towards improving their projects in these findings, and as requested, MCOs will respond accordingly with resubmission to correct specific areas.

For each review element, the assessment of compliance is determined through the responses to each review item. Scoring for each element is based on full compliance (met), partial compliance (partially met), and non-compliance (not met). The elements are not formally scored beyond the met/partially met/not met determination.

Table 1.1 presents the terminologies used in the scoring process, their respective definitions, and their weight percentage.
[bookmark: _Toc442200311][bookmark: _Toc448738493][bookmark: _Toc500507242][bookmark: _Toc68527457][bookmark: _Toc132638715]Table 1.1: Element Designation
	Element Designation

	Element Designation
	Definition
	Weight

	Met
	Met or exceeded the element requirements
	100%

	Partially Met
	Met essential requirements but is deficient in some areas
	50%

	Not Met
	Has not met the essential requirements of the element
	0%



When the PIPs are reviewed, all projects are evaluated for the same elements.  The scoring matrix is completed for those review elements where activities have occurred during the review year. At the time of the review, a project can be reviewed for only a subset of elements.  It will then be evaluated for other elements at a later date, according to the PIP submission schedule.  At the time each element is reviewed, a finding is given of “Met,” “Partially Met,” or “Not Met.” Elements receiving a “Met” will receive 100% of the points assigned to the element, “Partially Met” elements will receive 50% of the assigned points, and “Not Met” elements will receive 0%. 
[bookmark: _Toc512521023][bookmark: _Toc68527420][bookmark: _Toc132638673]Findings 
To encourage MCOs to focus on improving the quality of the projects, PIPs were assessed for compliance on all applicable elements, but were not formally scored. The multiple levels of activity and collaboration between DHS, the CHIP MCOs, and IPRO continued and progressed throughout the review year.  

Throughout 2022, there were different levels of communication provided to MCOs in preparation for and after their Project Proposal submissions in early 2022, including: 
· Responses to questions or requested clarifications, via both a Q&A document for issues impacting all MCOs and individual responses to MCO-specific questions.
· MCO-specific review findings for each PIP, including a combined comprehensive review of the proposal submissions and the updated proposal/baseline report submissions.
· Information to assist MCOs in preparing their next PIP submission, the proposal update/baseline report, such as additional instructions regarding collection and analysis of the core required measures.

Similar and additional types of feedback will continue to be provided for each submission throughout the cycle. MCOs are requested to revise and resubmit their documents to address the feedback and to be reviewed again. PIP-specific calls are held with MCOs that experience continued difficulty or as requested.  Additionally, as needed, PA CHIP discusses ongoing issues with MCOs as part of their regularly scheduled monitoring calls. As discussed earlier, initial proposals were submitted in March 2022 and proposal update/baseline reports were submitted in August 2022.  Review of the initial submissions occurred in June 2022; review of the updates and baseline reports began in October 2022 and ran through December 2022.  Upon review of the most recent 2022 submissions, MCOs were provided findings for each PIP with request for clarification/revision as necessary, which was due outside of the current EQR review period.  Reviews of the resubmissions are therefore not included in these 2022 reports.

Improving Access to Pediatric Preventive Dental Care 
Health Partners Plan (HPP’s) baseline proposal demonstrated that the topic reflects high-volume or high-risk conditions for the population under review with the potential for meaningful impact on member health, functional status, and satisfaction for the population. The topic has potential to impact the maximum proportion of members that is feasible, and the topic was supported by MCO member-specific data.

Regarding the aim statements and objectives provided by HPP, reviewers designated this element as met. The aims, objectives, and interventions were in alignment and the goals set target improvement rates that are bold, feasible, and based upon baseline data and strength of interventions. Additionally, the rationale for the target rates was provided. Reviewers observed that the aim statements address all indicators and include elements noted in the example.  However, instead of listing the indicators in the statements, they requested that the plan include more information regarding the members impacted, referencing the example in the template. 

HPP created clearly defined and measurable indicators, which measure changes in health status, functional status, satisfaction or processes of care with strong associations with improved outcomes. Additionally, HPP indicated a plan to measure the indicators consistently over time. Reviewers noted that it is not necessary to include relevant dental codes in numerator description. Regarding the eligible populations for Indicators 2a, 2b, and 3, reviewers questioned if there is a minimum period of time over which the member has to have been enrolled (i.e., continuous enrollment). Upon review of the data collection procedures, reviewers requested that HPP provide more detail about processes for ensuring valid and reliable data (for example, what kinds of QA processes are in place, who carries them out, who oversees them, or how often does this happen). HPP’s data analysis procedures indicate that the plan will interpret improvement in terms of achieving target rates and the plan will monitor intervention tracking measures (ITMs) so that stagnating or worsening quarterly ITM trends will trigger barrier/root cause analysis, with findings used to inform modifications to interventions.

Reviewers noted that the plan identified barriers for improvement through data analysis and quality improvement processes but suggested that the plan avoid the use of “noncompliant,” which is pejorative. They indicated that there are many barriers that may interfere with a member’s ability to obtain or attend a dental visit.  Regarding the interventions, reviewers designated this element as met. HPP included robust member and provider interventions to address identified causes/barriers and the interventions are new or enhanced, starting after the baseline period. Although met, however, reviewers made several observations.  They observed that Intervention 1 appears to be two interventions in one and suggested separating the outreach to members from the incentives in this form and creating separate items for each. Reviewers noted that as currently designed, if a change occurs, it will be hard to determine if it’s due to conducting the outreach versus offering the incentive. For Intervention 2, reviewers requested that HPP provide more information about the dental provider care gap outreach/member care gap program. For Intervention 4, they asked that the plan provide more information about how care management will support members in obtaining preventive dental visits. Table A.1.1 of the MCO’s interventions for the project can be found in the Appendix of this report.

The following recommendations were identified during the Proposal and Baseline Report review process:
· Regarding the aim statements, it was recommended that the MCO include more information about the members impacted, per the example in the template.
· For the eligible populations in Indicators 2a, 2b, and 3, it was recommended that the plan identify if there is a minimum period of time over which the member has to have been enrolled.
· It was recommended that the plan avoid the use of the term “noncompliant” when discussing barriers, as there are many barriers that may interfere with a member’s ability to obtain or attend a dental visit.
· For interventions, it was recommended that the MCO make the suggested modifications for Intervention 1 and provide additional information for Interventions 2 and 4 as indicated in the findings.

Improving Blood Lead Screening Rate in Children
HPP’s baseline proposal demonstrated that the topic reflects high-volume or high-risk conditions for the population under review with the potential for meaningful impact on member health, functional status, and satisfaction for the population. The topic has potential to impact the maximum proportion of members that is feasible, and the topic was supported by MCO member-specific data. 

Regarding the aim statements and objectives provided by HPP, reviewers designated this element as met. The aims, objectives, and interventions were in alignment and the goals set target improvement rates that are bold, feasible, and based upon baseline data and strength of interventions. Additionally, the rationale for the target rates was provided. Reviewers observed that the aim statements address all indicators and include elements noted in the example.  However, as was noted with the Dental PIP, instead of listing the indicators in the statements, they requested that the plan include more information about the members impacted, referencing the example in the template. 

Upon review of HPP’s methodology, reviewers noted some questions. Regarding the indicators, reviewers requested that the plan elaborate more fully on how data for Indicator 2 will be tabulated, including who will be responsible for the data collection. Additionally, for Indicators 2 and 3, reviewers asked how the ELI data are collected and by whom. Within the data collection procedures, reviewers requested that the plan define validity and reliability for Indicators 2 and 3. Reviewers designated all other methodology items as met. The indicators measure changes in health status, functional status, satisfaction or processes of care with strong associations with improved outcomes. Additionally, HPP indicated a plan to measure the indicators consistently over time. HPP’s data analysis procedures indicate that the plan will interpret improvement in terms of achieving target rates and the plan will monitor intervention tracking measures (ITMs) so that stagnating or worsening quarterly ITM trends will trigger barrier/root cause analysis, with findings used to inform modifications to interventions.

HPP listed four barriers identified via focus group results, new CDC clinical guidance, case management outreach, and/or Network Account Managers’ (NAM) discussions with pediatric providers as well as seven associated interventions and a number of ITMs. However, some review items for the barrier analysis and interventions were designated as partially met. Reviewers requested that the plan define and/or identify members of the “focus group” responsible for identifying barrier 1. Reviewers also asked how Intervention 2 supports barrier 1, particularly how member rewards address transportation. For barrier 2, reviewers asked the plan which CDC guideline was used to identify the barriers for provider and member lack of awareness.  Reviewers also requested clarification regarding barrier 3, asking if the plan is looking at lack of member engagement and how care management identified the lack of member engagement. Regarding barrier 4, reviewers noted that the method of barrier identification is “NAM discussion with pediatric providers” and that the statement “Pediatric providers believe not all children need to be tested for lead” should be included in the barrier sentence. Reviewers also asked for clarification regarding how ITM 6a addresses the barrier of pediatric providers. Regarding the timeline, reviewers advised the plan to be sure to indicate the “actual start dates” for interventions and ITMs. Table A.1.1 of the MCO’s interventions for the project can be found in the Appendix of this report.

The following recommendations were identified during the Proposal and Baseline Report review process:
· Regarding the aim statements, it was recommended that the MCO include more information about the members impacted, per the example in the template. 
· It was recommended that HPP elaborate on how data for Indicator 2 will be tabulated, including who will be responsible for the data collection and how the ELI data will be collected for Indicators 2 and 3.
· For data collection, it was recommended that HPP define validity and reliability for Indicators 2 and 3.
· It was recommended that HPP provide clarification for each identified barrier as noted in the findings.
· It was recommended that HPP indicate the “actual start dates” for the interventions and ITMs.
[bookmark: _Toc132638716][bookmark: _Toc98922498]Table 1.2: HPP PIP Compliance Assessments – 2022 Proposal and Baseline Report 
	Review Element 
	Improving Access to Pediatric Preventive Dental Care
	Improving Blood Lead Screening Rate in Children

	Element 1. Project Topic/Rationale
	Met
	Met

	Element 2. Aim
	Met
	Met

	Element 3. Methodology
	Partially Met
	Partially Met

	Element 4. Barrier Analysis
	Met
	Partially Met

	Element 5. Robust Interventions
	Met
	Partially Met

	Element 6. Results Table
	N/A
	N/A

	Element 7. Discussion and Validity of Reported Improvement
	N/A
	N/A


PIP: performance improvement project; N/A: not applicable.



[bookmark: _Toc132638674]II: Performance Measures and CAHPS Survey 
[bookmark: _Toc132638675]Objectives
[bookmark: _Toc441484443][bookmark: _Toc442200315][bookmark: _Toc68527459]IPRO validated PA-specific performance measures and HEDIS data for each of the CHIP MCOs.

The MCOs were provided with final specifications for the PA Performance Measures in April 2022. Source code, raw data, and rate sheets were submitted by the MCOs to IPRO for review in 2022. IPRO conducted an initial validation of each measure including source code review and provided each MCO with formal written feedback. The MCOs were then given the opportunity for resubmission, if necessary, with a limit of four total submissions. Additional resubmissions required discussion with and approval from DHS. Pseudo code was reviewed by IPRO. Raw data were also reviewed for reasonability, and IPRO ran validation code against these data to validate that the final reported rates were accurate. Additionally, MCOs were provided with comparisons to the previous year’s rates and were requested to provide explanations for highlighted differences. Differences were highlighted for rates that were statistically significant and displayed at least a 3-percentage-point difference in observed rates. 

HEDIS MY 2021 measures were validated through a standard HEDIS compliance audit of each MCO. This audit includes pre-onsite review of the HEDIS Roadmap, onsite interviews with staff and a review of systems, and post-onsite validation of the Interactive Data Submission System (IDSS). HEDIS MY 2021 audit activities were performed virtually due to the public health emergency. A Final Audit Report was submitted to NCQA for each MCO per NCQA guidelines in July following completion of audit activities. Because the PA-specific performance measures rely on the same systems and staff, no separate review was necessary for validation of PA-specific measures. IPRO conducts a thorough review and validation of source code, data, and submitted rates for the PA-specific measures.

[bookmark: _Toc37422479]Evaluation of MCO performance is based on both PA-specific performance measures and selected HEDIS measures for the EQR. A list of the performance measures included in this year’s EQR report is presented in Table 2.1.
[bookmark: _Toc132638717]Table 2.1: Performance Measure Groupings
	Source
	Measures

	[bookmark: _Toc319061123][bookmark: _Toc384162329][bookmark: _Toc417036743][bookmark: _Toc447022724][bookmark: _Toc447022859][bookmark: _Toc447023159][bookmark: _Toc447033103][bookmark: _Toc447033224][bookmark: _Toc447033735][bookmark: _Toc447034002][bookmark: _Toc447034818][bookmark: _Toc447725850][bookmark: _Toc449099969]Access/Availability to Care

	PA EQR
	Contraceptive Care for All Women (Ages 15–20 years): Most/Moderately Effective 

	PA EQR
	Contraceptive Care for All Women (Ages 15–20 years): LARC 

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): Most/Moderately Effective—3 days 

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): Most/Moderately Effective—60 days 

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): LARC—3 days 

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): LARC—60 days 

	[bookmark: _Toc319061124][bookmark: _Toc384162330][bookmark: _Toc417036744][bookmark: _Toc447022725][bookmark: _Toc447022860][bookmark: _Toc447023160][bookmark: _Toc447033104][bookmark: _Toc447033225][bookmark: _Toc447033736][bookmark: _Toc447034003][bookmark: _Toc447034819][bookmark: _Toc447725851][bookmark: _Toc449099970]Well-Care Visits and Immunizations

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Body Mass Index Percentile (Ages 3–11 years)

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Body Mass Index Percentile (Ages 12–17 years)

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Body Mass Index Percentile (Total)

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (Ages 3–11 years) 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (Ages 12–17 years)

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (Total)

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Physical Activity (Ages 3–11 years)

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Physical Activity (Ages 12–17 years)

	HEDIS
	Weight assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Physical Activity (Total)

	HEDIS
	Childhood Immunization Status by Age 2—DTaP

	HEDIS
	Childhood Immunization Status by Age 2—IPV

	HEDIS
	Childhood Immunization Status by Age 2—MMR

	HEDIS
	Childhood Immunization Status by Age 2—HiB

	HEDIS
	Childhood Immunization Status by Age 2—Hepatitis B

	HEDIS
	Childhood Immunization Status by Age 2—VZV

	HEDIS
	Childhood Immunization Status by Age 2—Pneumococcal Conjugate

	HEDIS
	Childhood Immunization Status by Age 2—Hepatitis A

	HEDIS
	Childhood Immunization Status by Age 2—Rotavirus

	HEDIS
	Childhood Immunization Status by Age 2—Influenza

	HEDIS
	Childhood Immunizations Status by Age 2—Combination 3

	HEDIS
	Childhood Immunizations Status by Age 2—Combination 7

	HEDIS
	Childhood Immunizations Status by Age 2—Combination 10

	HEDIS
	Immunizations for Adolescents—Meningococcal

	HEDIS
	Immunizations for Adolescents—Tdap

	HEDIS
	Immunizations for Adolescents—HPV

	HEDIS
	Immunizations for Adolescents—Combination 1

	HEDIS
	Immunizations for Adolescents—Combination 2

	HEDIS
	Well-Child Visits in the First 15 Months of Life (≥ 6 Visits)

	HEDIS
	Well-Child Visits in the First 30 Months of Life (≥ 2 visits)

	[bookmark: _Hlk94702970]HEDIS
	Child and Adolescent Well-Care Visits (Ages 3-11 years)

	HEDIS
	Child and Adolescent Well-Care Visits (Ages 12-17 years)

	HEDIS
	Child and Adolescent Well-Care Visits (Ages 18-19 years)

	HEDIS
	Child and Adolescent Well-Care Visits (Ages 3-19 years)

	[bookmark: _Toc319061125][bookmark: _Toc384162331][bookmark: _Toc417036745][bookmark: _Toc447022726][bookmark: _Toc447022861][bookmark: _Toc447023161][bookmark: _Toc447033105][bookmark: _Toc447033226][bookmark: _Toc447033737][bookmark: _Toc447034004][bookmark: _Toc447034820][bookmark: _Toc447725852][bookmark: _Toc449099971]Early and Periodic Screening, Diagnostic and Treatment (EPSDT): Screenings and Follow–up

	HEDIS
	Lead Screening in Children (Age 2 years) 

	HEDIS
	Chlamydia Screening in Women (Ages 16–20 years)

	PA EQR
	Developmental Screening in the First Three Years of Life—Total

	PA EQR
	Developmental Screening in the First Three Years of Life—1 year

	PA EQR
	Developmental Screening in the First Three Years of Life—2 years

	PA EQR
	Developmental Screening in the First Three Years of Life—3 years

	HEDIS
	Follow-up Care for Children Prescribed Attention Deficit Hyperactivity Disorder (ADHD)—Initiation Phase

	HEDIS
	Follow-up Care for Children Prescribed Attention Deficit Hyperactivity Disorder (ADHD) Medication—Continuation and Maintenance Phase

	HEDIS
	Follow-up Care After Hospitalization for Mental Illness—7 Days

	HEDIS
	Follow-up Care After Hospitalization for Mental Illness—30 Days

	Dental Care for Children

	HEDIS
	Annual Dental Visit (Ages 2–3 Years)

	HEDIS
	Annual Dental Visit (Ages 4–6 Years)

	HEDIS
	Annual Dental Visit (Ages 7–10 Years)

	HEDIS
	Annual Dental Visit (Ages 11–14 Years)

	HEDIS
	[bookmark: _Hlk100311905]Annual Dental Visit (Ages 15–18 Years)

	HEDIS
	Annual Dental Visit (Age 19 Years)

	HEDIS
	Annual Dental Visit (Total)

	PA EQR
	Sealant Receipt on Permanent First Molars (≥ 1 molar)

	PA EQR
	Sealant Receipt on Permanent First Molars (All 4 molars)

	Respiratory Conditions

	HEDIS
	Appropriate Testing for Pharyngitis (Ages 3–17 years)

	HEDIS
	Appropriate Testing for Pharyngitis (Age 18 years)

	HEDIS
	Appropriate Testing for Pharyngitis (Total)

	HEDIS
	Appropriate Treatment for Upper Respiratory Infection (Ages 3–17 years)

	HEDIS
	Appropriate Treatment for Upper Respiratory Infection (Age 18 years)

	HEDIS
	Appropriate Treatment for Upper Respiratory Infection (Total)

	PA EQR
	Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Ages 2–19 years)

	HEDIS
	Asthma Medication Ratio (Ages 5–11 years)

	HEDIS
	Asthma Medication Ratio (Ages 12–18 years)

	HEDIS
	Asthma Medication Ratio (Age 19 years)

	HEDIS
	Asthma Medication Ratio (Total)

	Behavioral Health

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose (Ages 1–11 years) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose (Ages 12–17 years) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose (Total) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Cholesterol (Ages 1–11 years) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Cholesterol (Ages 12–17 years) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Cholesterol (Total) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose & Cholesterol (Ages 1–11 years) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose & Cholesterol (Ages 12–17 years) 

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose & Cholesterol (Total) 

	HEDIS
	Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Ages 1–11 years)

	HEDIS
	Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Ages 12–17 years)

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

	Utilization

	HEDIS
	Ambulatory Care: Outpatient Visits/1,000 Member Months (Ages < 1 year)

	HEDIS
	Ambulatory Care: Outpatient Visits/1,000 Member Months (Ages 1–9 years) 

	HEDIS
	Ambulatory Care: Outpatient Visits/1,000 Member Months (Ages 10–19 years) 

	HEDIS
	Ambulatory Care: Outpatient Visits/1,000 Member Months (Ages < 1–19 years) Total Rate 

	HEDIS
	Ambulatory Care: Emergency Department Visits/1,000 Member Months (Ages < 1 years) 

	HEDIS
	Ambulatory Care: Emergency Department Visits/1,000 Member Months (Ages 1–9 years) 

	HEDIS
	Ambulatory Care: Emergency Department Visits/1,000 Member Months (Ages 10–19 years) 

	HEDIS
	Ambulatory Care: Emergency Department Visits/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Total Discharges/1,000 Member Months (Ages < 1 year)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Total Discharges/1,000 Member Months (Ages 1–9 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Total Discharges/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Total Discharges/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Average Length of Stay/1,000 Member Months (Ages < 1 year)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Average Length of Stay/1,000 Member Months (Ages 1–9 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Average Length of Stay/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Average Length of Stay/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Discharges/1,000 Member Months (Ages < 1 year)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Discharges/1,000 Member Months (Ages 1–9 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Discharges/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Discharges/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Average Length of Stay/1,000 Member Months (Ages < 1 year)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Average Length of Stay/1,000 Member Months (Ages 1–9 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Average Length of Stay/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Surgery Average Length of Stay/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Discharges/1,000 Member Months (Ages < 1 year)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Discharges/1,000 Member Months (Ages 1–9 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Discharges/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Discharges/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Average Length of Stay/1,000 Member Months (Ages < 1 year)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Average Length of Stay/1,000 Member Months (Ages 1–9 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Average Length of Stay/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Medicine Average Length of Stay/1,000 Member Months (Ages < 1–19 years) Total Rate

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Maternity Discharges/1,000 Member Months (Ages 10–19 years)

	HEDIS
	Inpatient Utilization—General Hospital/Acute Care: Maternity Average Length of Stay/1,000 Member Months (Ages 10–19 years) Total Rate

	HEDIS
	Mental Health Utilization: Any Services (Ages 0–12 years)—Male

	HEDIS
	Mental Health Utilization: Any Services (Ages 0–12 years)—Female

	HEDIS
	Mental Health Utilization: Any Services (Ages 0–12 years)—Total Rate

	HEDIS
	Mental Health Utilization: Any Services (Ages 13–17 years)—Male

	HEDIS
	Mental Health Utilization: Any Services (Ages 13–17 years)—Female

	HEDIS
	Mental Health Utilization: Any Services (Ages 13–17 years)—Total Rate

	HEDIS
	Mental Health Utilization: Inpatient (Ages 0–12 years)—Male

	HEDIS
	Mental Health Utilization: Inpatient (Ages 0–12 years)—Female

	HEDIS
	Mental Health Utilization: Inpatient (Ages 0–12 years)—Total Rate

	HEDIS
	Mental Health Utilization: Inpatient (Ages 13–17 years)—Male

	HEDIS
	Mental Health Utilization: Inpatient (Ages 13–17 years)—Female

	HEDIS
	Mental Health Utilization: Inpatient (Ages 13–17 years)—Total Rate

	HEDIS
	Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 0–12 years)—Male

	HEDIS
	Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 0–12 years)—Female

	HEDIS
	Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 0–12 years)—Total Rate

	HEDIS
	Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 13–17 years)—Male

	HEDIS
	Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 13–17 years)—Female

	HEDIS
	Mental Health Utilization: Intensive Outpatient/Partial Hospitalization (Ages 13–17 years)—Total Rate

	HEDIS
	Mental Health Utilization: Outpatient (Ages 0–12 years)—Male

	HEDIS
	Mental Health Utilization: Outpatient (Ages 0–12 years)—Female

	HEDIS
	Mental Health Utilization: Outpatient (Ages 0–12 years)—Total Rate

	HEDIS
	Mental Health Utilization: Outpatient (Ages 13–17 years)—Male

	HEDIS
	Mental Health Utilization: Outpatient (Ages 13–17 years)—Female

	HEDIS
	Mental Health Utilization: Outpatient (Ages 13–17 years)—Total Rate

	HEDIS
	Mental Health Utilization: Emergency Department (Ages 0–12 years)—Male

	HEDIS
	Mental Health Utilization: Emergency Department (Ages 0–12 years)—Female

	HEDIS
	Mental Health Utilization: Emergency Department (Ages 0–12 years)—Total Rate

	HEDIS
	Mental Health Utilization: Emergency Department (Ages 13–17 years)—Male

	HEDIS
	Mental Health Utilization: Emergency Department (Ages 13–17 years)—Female

	HEDIS
	Mental Health Utilization: Emergency Department (Ages 13–17 years)—Total Rate

	HEDIS
	Mental Health Utilization: Telehealth (Ages 0–12 years)—Male

	HEDIS
	Mental Health Utilization: Telehealth (Ages 0–12 years)—Female

	HEDIS
	Mental Health Utilization: Telehealth (Ages 0–12 years)—Total Rate

	HEDIS
	Mental Health Utilization: Telehealth (Ages 13–17 years)—Male

	HEDIS
	Mental Health Utilization: Telehealth (Ages 13–17 years)—Female

	HEDIS
	Mental Health Utilization: Telehealth (Ages 13–17 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Any Services (Ages 0–12 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Any Services (Ages 0–12 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Any Services (Ages 0–12 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Any Services (Ages 13–17 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Any Services (Ages 13–17 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Any Services (Ages 13–17 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Inpatient (Ages 0–12 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Inpatient (Ages 0–12 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Inpatient (Ages 0–12 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Inpatient (Ages 13–17 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Inpatient (Ages 13–17 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Inpatient (Ages 13–17 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 0–12 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 0–12 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 0–12 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 13–17 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 13–17 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Intensive Outpatient/Partial Hospitalization (Ages 13–17 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Outpatient (Ages 0–12 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Outpatient (Ages 0–12 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Outpatient (Ages 0–12 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Outpatient (Ages 13–17 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Outpatient (Ages 13–17 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Outpatient (Ages 13–17 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Emergency Department (Ages 0–12 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Emergency Department (Ages 0–12 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Emergency Department (Ages 0–12 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Emergency Department (Ages 13–17 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Emergency Department (Ages 13–17 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Emergency Department (Ages 13–17 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Telehealth (Ages 0–12 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Telehealth (Ages 0–12 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Telehealth (Ages 0–12 years)—Total Rate

	HEDIS
	Identification of Alcohol and Other Drug Services: Telehealth (Ages 13–17 years)—Male

	HEDIS
	Identification of Alcohol and Other Drug Services: Telehealth (Ages 13–17 years)—Female

	HEDIS
	Identification of Alcohol and Other Drug Services: Telehealth (Ages 13–17 years)—Total Rate


[bookmark: _Toc447022727][bookmark: _Toc449099972][bookmark: _Toc512521026][bookmark: _Toc68527423][bookmark: _Toc66956522][bookmark: _Toc68527426]PA: Pennsylvania; EQR: external quality review; HEDIS: Healthcare Effectiveness Data and Information Set.
[bookmark: _Toc132638676]PA-Specific and CMS Core Set Performance Measure Selection and Descriptions
[bookmark: _Hlk98406794]Several PA-specific performance measures were calculated by each MCO and validated by IPRO. In accordance with DHS direction, IPRO created the indicator specifications to resemble HEDIS specifications. Measures previously developed and added, as mandated by CMS for children in accordance with the Children’s Health Insurance Program Reauthorization Act (CHIPRA), were continued as applicable to revised CMS specifications. In 2022, Childhood Immunization Status retired six of the nine combination rates that were previously reported. The remaining combinations three, seven, and ten continued to be reported. For each indicator, the criteria that were specified to identify the eligible population were product line, age, enrollment, anchor date, and event/diagnosis. To identify the administrative numerator positives, date of service and diagnosis/procedure code criteria were outlined, as well as other specifications, as needed. PA-specific performance measure rates were calculated administratively, which uses only the MCOs data systems to identify numerator positives.  The hybrid methodology, which uses a combination of administrative data and medical record review (MRR) to identify numerator “hits” for rate calculation, was not used for the PA-specific performance measures. 
[bookmark: _Toc66956520][bookmark: _Toc68527424]

[bookmark: _Toc132638677]PA-Specific and CMS Core Set Administrative Measures
Developmental Screening in the First Three Years of Life—CHIPRA Core Set
This performance measure assesses the percentage of children screened for risk of developmental, behavioral, and social delays using a standardized screening tool in the 12 months preceding their first, second, or third birthday. Four rates—one for each group and a combined rate—are to be calculated and reported for each numerator.

Sealant Receipt on Permanent First Year Molars —CHIPRA Core Set
This performance measure assesses the percentage of enrolled children who have ever received sealants on permanent first molar teeth and turned 10 years old during the measurement year.  Two rates are reported: 
· The percentage of enrolled children who received a sealant on at least one permanent first molar in the 48 months prior to their 10th birthday; and
· The percentage of unduplicated enrolled children who received sealants on all four permanent first molars in the 48 months prior to their 10th birthday. 

Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits—PA-specific 
This performance measure assesses the percentage of children and adolescents, 2 years of age through 19 years of age, with an asthma diagnosis who have ≥ 1 emergency department (ED) visit during the measurement year.

Contraceptive Care for All Women—CHIPRA Core Set
This performance measure assesses the percentage of women ages 15 through 20 years at risk of unintended pregnancy and were provided a most effective/moderately effective contraception method or a long-acting reversible contraception (LARC) method. For the CMS Core measures, two rates are reported: one each for 1) the provision of most/moderately effective contraception, and for 2) the provision of LARC. 

Contraceptive Care for Postpartum Women—CHIPRA Core Set
This performance measure assesses the percentage of women ages 15 through 20 years who had a live birth and were provided a most effective/moderately effective contraception method or a long-acting reversible contraception (LARC) method within 3 days and within 60 days of delivery. For the CMS Core measures, four rates are reported: 1) most or moderately effective contraception—3 days, 2) most or moderately effective contraception—60 days, 3) LARC—3 days, and 4) LARC—60 days.
[bookmark: _Toc447022728][bookmark: _Toc449099973][bookmark: _Toc512521027][bookmark: _Toc66956521][bookmark: _Toc68527425][bookmark: _Toc132638678]HEDIS Performance Measure Selection and Descriptions
Each MCO underwent a full HEDIS compliance audit in 2022. As indicated previously, performance on selected HEDIS measures is included in this year’s EQR report. Development of HEDIS measures and the clinical rationale for their inclusion in the HEDIS measurement set can be found in HEDIS MY 2020 & MY 2021, Volume 2 Narrative. The measurement year for the HEDIS measures is 2021, as well as prior years for selected measures. Each year, DHS updates its requirements for the MCOs to be consistent with NCQA’s requirement for the reporting year. MCOs are required to report the complete set of CHIP measures, as specified in the HEDIS Technical Specifications, Volume 2, which includes using the Medicaid measure specifications. Because CHIP enrollment only includes members up to 19 years old, for each of the required measures, CHIP MCOs report based only on all eligible members up to age 19 as applicable. In addition, DHS does not require the MCOs to produce the Chronic Conditions component of the CAHPS 5.1.H—Child Survey.

Well-Child Visits in the First 30 Months of Life
This measure assesses the percentage of enrollees who turned 30 months old during the measurement year, who were continuously enrolled from 31 days of age through 30 months of age, and who: 
· Received six or more well-child visits with a primary care provider (PCP) during their first 15 months of life; and
· Received two or more well-child visits with a PCP for ages 15 months–30 months of life.

Child and Adolescent Well-Care Visits
This measure assesses the percentage of members 3–19 years of age who had at least one comprehensive well-care visit with a PCP or an ob/gyn practitioner during the measurement year.

Childhood Immunization Status
This measure assesses the percentage of children 2 years of age who had four diphtheria, tetanus, and acellular pertussis (DTaP); three polio (IPV); one measles, mumps, and rubella (MMR); three haemophilus influenza type B (HiB); three hepatitis B (HepB), one chicken pox (VZV); four pneumococcal conjugate (PCV); one hepatitis A (HepA); two or three rotavirus (RV); and two influenza (flu) vaccines by their second birthday. The measure calculates a rate for each vaccine and three separate combination rates. 

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents 
This measure assesses the percentage of members 3–17 years of age who had an outpatient visit with a PCP or ob/gyn practitioner, and who had evidence of the following during the measurement year:
· BMI percentile documentation; 
· Counseling for nutrition; and 
· Counseling for physical activity.

Because BMI norms for youth vary with age and gender, this measure evaluates whether BMI percentile is assessed rather than an absolute BMI value.

Immunization for Adolescents
This measure assessed the percentage of adolescents 13 years of age who had one dose of meningococcal conjugate vaccine and one tetanus, diphtheria toxoids, and acellular pertussis (Tdap) vaccine, and have completed the human papillomavirus (HPV) vaccine series by their 13th birthday. The measure calculates a rate for each vaccine and two combination rates: 
· Combination 1: Meningococcal and Tdap; and
· Combination 2: Meningococcal, Tdap, and HPV.

Lead Screening in Children
This measure assessed the percentage of children 2 years of age who had one or more capillary or venous lead blood tests for lead poisoning by their second birthday.

Follow-up Care for Children Prescribed ADHD Medication
This measure assesses the percentage of children newly prescribed attention-deficit/hyperactivity disorder (ADHD) medication who had at least three follow-up care visits within a 10-month period, one of which was within 30 days of when the first ADHD medication was dispensed. Two rates are reported:
· Initiation Phase—The percentage of members 6–12 years of age as of the index prescription start date (IPSD) with an ambulatory prescription dispensed for ADHD medication, who had one follow-up visit with a practitioner with prescribing authority during the 30-day Initiation Phase; and
· Continuation and Maintenance (C&M) Phase—The percentage of members 6–12 years of age as of the IPSD with an ambulatory prescription dispensed for ADHD medication who remained on the medication for at least 210 days and who, in addition to the visit in the Initiation Phase, had at least two follow-up visits with a practitioner within 270 days (9 months) after the Initiation Phase ended. 

Follow Up After Hospitalization for Mental Illness
This measure assesses the percentage of discharges for members 6 years of age and older who were hospitalized for treatment of selected mental illness diagnoses and who had a follow-up visit with a mental health practitioner. Two rates are reported:
· The percentage of discharges for which the member received follow-up within 30 days after discharge; and
· The percentage of discharges for which the member received follow-up within 7 days after discharge.

Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics
This measure assesses the percentage of children and adolescents 1–17 years of age who had a new prescription for an antipsychotic medication and had documentation of psychosocial care as first-line treatment.

Annual Dental Visit
This measure assesses the percentage of children and adolescents between the ages of 2 and 19 years of age who were continuously enrolled in the MCO for the measurement year who had a dental visit during the measurement year. 

Chlamydia Screening in Women
This measure assesses the percentage of women 16–20 years of age who were identified as sexually active and who had at least one test for chlamydia during the measurement year.

Appropriate Testing for Pharyngitis
This measure assesses the percentage of children 3–18 years of age who were diagnosed with pharyngitis, dispensed an antibiotic, and received a group A streptococcus (strep) test for the episode. A higher rate represents better performance (i.e., appropriate testing).

Appropriate Treatment for Upper Respiratory Infection
This measure assesses the percentage of children 3 months–18 years of age who were given a diagnosis of upper respiratory infection (URI) and were not dispensed an antibiotic prescription.

Asthma Medication Ratio
This measure assesses the percentage of members 5–19 years of age who were identified as having persistent asthma and had a ratio of controller medications to total asthma medications of 0.50 or greater during the measurement year.

Metabolic Monitoring for Children and Adolescents on Antipsychotics 
This measure assesses the percentage of children and adolescents 1–17 years of age who had two or more antipsychotic prescriptions and had metabolic testing.

Ambulatory Care
This measure summarizes utilization of ambulatory care in both the Outpatient Visits and Emergency Department Visits categories. Outpatient Visits includes telehealth visits.

Inpatient Utilization
This measure summarizes utilization of acute inpatient care and services in the following categories:
· Maternity;
· Surgery;
· Medicine; and 
· Total inpatient (the sum of Maternity, Surgery, and Medicine).

Mental Health Utilization
This measure summarizes the number and percentage of members receiving the following mental health services during the measurement year:
· Inpatient;
· Intensive outpatient or partial hospitalization;
· Outpatient;
· Emergency Department;
· Telehealth; and
· Any service.

Identification of Alcohol and Other Drug Services
This measure summarizes the number and percentage of members with an alcohol and other drug (AOD) claim who received the following chemical dependency services during the measurement year:
· Inpatient;
· Intensive outpatient or partial hospitalization;
· Outpatient or medication treatment;
· Emergency Department;
· Telehealth; and
· Any service.

CAHPS Survey
The Consumer Assessment of Healthcare Providers and Systems (CAHPS) program is overseen by the Agency of Healthcare Research and Quality (AHRQ) and includes many survey products designed to capture consumer and patient perspectives on health care quality. NCQA uses the adult and child versions of the CAHPS Health Plan Surveys for HEDIS. 
[bookmark: _Toc132638679]Implementation of PA-Specific Performance Measures and HEDIS Audit 
The MCO successfully implemented all of the PA-specific measures for 2022 that were reported with MCO-submitted data. The MCO submitted all required source code and data for review. IPRO reviewed the source code and validated raw data submitted by the MCO. All rates submitted by the MCO were reportable. Rate calculations were collected via rate sheets and reviewed for all of the PA-specific measures. 

The Contraceptive Care for All Women and Contraceptive Care for Postpartum Women (CCW; CCP) were first-year measures in 2018 for all CHIP MCOs. In 2021, clarification was added to both specifications to include all paid and suspended claims when reporting these measures. As in prior reporting years, CHIP MCOs saw very small denominators for the Contraceptive Care for Postpartum Women (CCP) measure; thus, rates are not reported for this measure across the plans. In 2019, clarification was added to note that to remain aligned with CMS specifications, the look-back period to search for exclusions is limited to the measurement year. In 2020, this clarification was continued for both Contraceptive Care measures. In 2021, a clarification was included in the CCP specifications that when calculating the number of days postpartum, date of delivery should be used as Day 0.

The Sealant Receipt on Permanent First Year Molars was new in 2021, and replaced the Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk measures, which was retired in 2020. The primary differences between the two measures were: 1) the denominator no longer requires a multiple year lookback to assess risk for any child regardless of Medicaid or CHIP (which required pooling data sources), and 2) the denominator now includes children enrolled with the MCO for 12 months preceding their 10th birthday, with allowable exclusions and numerator hits to be checked for the previous 48 months. 

The Developmental Screening in the First Three Years of Life measure was modified in 2018 in order to clarify the age cohorts that are used when reporting for this measure. This clarification noted that children can be screened in the 12 months preceding or on their first, second, or third birthday. Specific time frames were provided for each age cohort. In 2019, additional clarification was added regarding the time period to be used for each age cohort. Specifically, the member’s birthday should fall in one of the following cohorts for each numerator:
· Age Cohort 1: Children who had a claim with a relevant CPT code before or on their first birthday; 
· Age Cohort 2: Children who had a claim with a relevant CPT code after their first birthday and before or on their second birthday; and 
· Age Cohort 3: Children who had a claim with a relevant CPT code after their second birthday and before or on their third birthday.

[bookmark: _Toc512521028]In 2020, these changes were continued, and additional change occurred in the reporting of a single numerator for each age cohort using CPT code 96110. The CPT code 96111, used in reporting for the previously reported numerators B and C, was retired in MY 2019. Only claims with a 96110 CPT code are counted for this measure.
[bookmark: _Toc66956523]
The MCO successfully completed the HEDIS audit. The MCO received an Audit Designation of Report for all applicable measures.
[bookmark: _Toc68527427][bookmark: _Toc132638680]Conclusions and Comparative Findings 
MCO results are presented in Table 2.2 through Table 2.8. For each measure, the denominator, numerator, and measurement year rates with 95% upper and lower confidence intervals (95% CI) are presented. Confidence intervals are ranges of values that can be used to illustrate the variability associated with a given calculation. For any rate, a 95% confidence interval indicates that there is a 95% probability that the calculated rate, if it were measured repeatedly, would fall within the range of values presented for that rate. All other things being equal, if any given rate were calculated 100 times, the calculated rate would fall within the confidence interval 95 times, or 95% of the time. 

Rates for both the measurement year and the previous year are presented, as available (i.e., 2022 [MY 2021] and 2021 [MY 2020]). In addition, statistical comparisons are made between the MY 2021 and MY 2020 rates. For these year-to-year comparisons, the significance of the difference between two independent proportions was determined by calculating the Z ratio. A Z ratio is a statistical measure that quantifies the difference between two percentages when they come from two separate populations. For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.”  

In addition to each individual MCO rate, the CHIP Medicaid Managed Care (MMC) average for 2022 (MY 2021) is presented. The CHIP MMC average is a weighted average, which is an average that takes into account the proportional relevance of each MCO. Each table also presents the significance of difference between the plan’s measurement year rate and the CHIP MMC average for the same year. For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Rates for the CHIP HEDIS measures were compared to corresponding Medicaid percentiles; comparison results are provided in the tables. The 90th percentile is the benchmark for the HEDIS measures.  

Note that the large denominator sizes for many of the analyses led to increased statistical power, and thus contributed to detecting statistical differences that are not clinically meaningful. For example, even a 1-percentage-point difference between two rates was statistically significant in many cases, although not meaningful. Hence, results corresponding to each table highlight only differences that are both statistically significant and display at least a 3-percentage-point difference in observed rates. It should also be mentioned that when the denominator sizes are small, even relatively large differences in rates may not yield statistical significance due to reduced power; if statistical significance is not achieved, results are not highlighted in the report. Differences are also not discussed if the denominator was less than 30 for a particular rate. “N/A” (Not Applicable) appears in the corresponding cells where that rate is not available, such as when the denominator was less than 30 or the measure was not reported for that year. However, “NA” (Not Available) also appears in the cells under the HEDIS MY 2021 percentile column for PA-specific measures that do not have HEDIS percentiles to compare. 

Table 2.2 to Table 2.7 show rates up to one decimal place. Calculations to determine differences between rates are based upon unrounded rates. Due to rounding, differences in rates that are reported in the narrative may differ slightly from the difference between the rates as presented in the table.

Graphical representation of findings is provided for a subset of measures with sufficient data to provide informative illustrations to the tables in this section. These graphical representations can be found in the Appendix.

As part of IPRO’s validation of HPP’s Performance Measures and CAHPS Survey results, the following is a recommended area of focus for the plan moving into the next reporting year. Particular attention has been paid to measures that are not only identified as opportunities for the current 2022 review year, but were also identified as opportunities or did not show an improvement in rates in 2021.
· It is recommended that the MCO improve access to well-care visits. Child and Adolescent Well-Care Visits was an opportunity in 2021 and has been identified as an opportunity again in 2022.
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[bookmark: _Toc98922464][bookmark: _Toc132638681]Access to/Availability of Care
[bookmark: _Toc478563552][bookmark: _Toc512521051]No strengths are identified for the 2022 (MY 2021) Access to/Availability of Care performance measures.

Opportunities for improvement are identified for the following 2022 (MY 2021) Access to/Availability of Care performance measures:
· The following rates are statistically significantly below/worse than the 2022 (MY 2021) MMC weighted average:
· Contraceptive Care for All Women (Ages 15–20 years): Most or Moderately Effective – 8.8 percentage points.
[bookmark: _Toc98922500][bookmark: _Toc132638718]Table 2.2: Access to/Availability of Care
	Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	PA EQR
	Contraceptive Care for All Women (Ages 15–20 years): Most or Moderately Effective
	1,071
	164
	15.3%
	13.1%
	17.5%
	17.1%
	n.s.
	24.1%
	-
	NA

	PA EQR
	Contraceptive Care for All Women (Ages 15–20 years): LARC
	1,071
	10
	0.9%
	0.3%
	1.6%
	1.2%
	n.s.
	2.0%
	-
	NA

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): Most or moderately effective contraception—3 days
	5
	1
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): Most or moderately effective contraception—60 days
	5
	2
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): LARC—3 days
	5
	0
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA

	PA EQR
	Contraceptive Care for Postpartum Women (Ages 15–20 years): LARC—60 days
	5
	1
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA


1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; PA: Pennsylvania; EQR: external quality review; NA: not available, as no HEDIS percentile is available to compare; N/A: not applicable, as denominator is less than 30.

[bookmark: _Toc98922465][bookmark: _Toc132638682]Well-Care Visits and Immunizations
Strengths are identified for the following 2022 (MY 2021) Well-Care Visits and Immunizations performance measures:
· The following rates are statistically significantly above/better than the 2022 (MY 2021) MMC weighted average:
· Immunizations for Adolescents—HPV – 5.6 percentage points; and
· Immunizations for Adolescents—Combination 2 – 5.5 percentage points.

Opportunities for improvement are identified for the following 2022 (MY 2021) Well-Care Visits and Immunizations performance measures:
· The following rates are statistically significantly below/worse than the 2022 (MY 2021) MMC weighted average:
· Childhood Immunization Status—DTaP – 10.3 percentage points;
· Childhood Immunization Status—Pneumococcal Conjugate – 10.1 percentage points;
· Childhood Immunization Status—Rotavirus – 10.5 percentage points;
· Childhood Immunization Status—Combination 3 – 12.3 percentage points;
· Childhood Immunization Status—Combination 7 – 13.9 percentage points;
· Well-Child Visits in the First 30 Months of Life (Age 15 months ≥ 6 Visits) – 20.6 percentage points;
· Well-Child Visits in the First 30 Months of Life (Ages 15–30 months ≥ 2 Visits) – 12.9 percentage points;
· Child and Adolescent Well-Care Visits (Ages 3—11 years) – 3.7 percentage points;
· Child and Adolescent Well-Care Visits (Ages 18—19 years) – 5.0 percentage points; and
· Child and Adolescent Well-Care Visits (Total) – 3.5 percentage points.
[bookmark: _Toc478563553][bookmark: _Toc512521052][bookmark: _Toc98922501][bookmark: _Toc132638719]Table 2.3: Well-Care Visits and Immunizations
	Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
BMI percentile (Ages 3–11 years)
	199
	172
	86.4%
	81.4%
	91.4%
	82.8%
	n.s.
	84.5%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
BMI percentile (Ages 12–17 years)
	161
	129
	80.1%
	73.6%
	86.6%
	75.2%
	n.s.
	81.2%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
BMI percentile (Total)
	360
	301
	83.6%
	79.6%
	87.6%
	79.6%
	n.s.
	83.0%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
Counseling for Nutrition (Ages 3–11 years)
	199
	167
	83.9%
	78.6%
	89.3%
	82.8%
	n.s.
	78.7%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
Counseling for Nutrition (Ages 12–17 years)
	161
	117
	72.7%
	65.5%
	79.9%
	70.7%
	n.s.
	74.3%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
Counseling for Nutrition (Total)
	360
	284
	78.9%
	74.5%
	83.2%
	77.6%
	n.s.
	76.7%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
Counseling for Physical Activity (Ages 3–11 years)
	199
	150
	75.4%
	69.1%
	81.6%
	70.6%
	n.s.
	74.9%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
Counseling for Physical Activity (Ages 12–17 years)
	161
	111
	68.9%
	61.5%
	76.4%
	66.2%
	n.s.
	74.3%
	n.s.
	≥ 25th and < 50th percentile 

	HEDIS
	Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—
Counseling for Physical Activity (Total)
	360
	261
	72.5%
	67.7%
	77.3%
	68.7%
	n.s.
	74.7%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—DTaP
	64
	47
	73.4%
	61.8%
	85.0%
	88.6%
	-
	83.7%
	-
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—IPV
	64
	56
	87.5%
	78.6%
	96.4%
	94.7%
	n.s.
	90.5%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—MMR
	64
	57
	89.1%
	80.6%
	97.5%
	91.2%
	n.s.
	89.3%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Childhood Immunization Status—HiB
	64
	56
	87.5%
	78.6%
	96.4%
	95.6%
	-
	90.5%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Childhood Immunization Status—Hepatitis B
	64
	57
	89.1%
	80.6%
	97.5%
	91.2%
	n.s.
	89.1%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—VZV
	64
	56
	87.5%
	78.6%
	96.4%
	92.1%
	n.s.
	89.5%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Childhood Immunization Status—Pneumococcal Conjugate
	64
	48
	75.0%
	63.6%
	86.4%
	85.1%
	n.s.
	85.1%
	-
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—Hepatitis A
	64
	54
	84.4%
	74.7%
	94.1%
	89.5%
	n.s.
	86.2%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—Rotavirus
	64
	45
	70.3%
	58.3%
	82.3%
	77.2%
	n.s.
	80.8%
	-
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—Influenza
	64
	40
	62.5%
	49.9%
	75.1%
	59.7%
	n.s.
	65.7%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Childhood Immunization Status—Combination 3
	64
	43
	67.2%
	54.9%
	79.5%
	79.8%
	n.s.
	79.5%
	-
	≥ 50th and < 75th percentile 

	HEDIS
	Childhood Immunization Status—Combination 7
	64
	38
	59.4%
	46.6%
	72.2%
	67.5%
	n.s.
	73.3%
	-
	≥ 75th and < 90th percentile 

	HEDIS
	Childhood Immunization Status—Combination 10
	64
	30
	46.9%
	33.9%
	59.9%
	45.6%
	n.s.
	57.0%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Immunizations for Adolescents—
Meningococcal
	411
	369
	89.8%
	86.7%
	92.8%
	91.7%
	n.s.
	89.1%
	n.s.
	≥ 90th percentile 

	HEDIS
	Immunizations for Adolescents—Tdap
	411
	374
	91.0%
	88.1%
	93.9%
	92.2%
	n.s.
	89.8%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Immunizations for Adolescents—HPV
	411
	183
	44.5%
	39.6%
	49.5%
	42.3%
	n.s.
	38.9%
	+
	≥ 75th and < 90th percentile 

	HEDIS
	Immunizations for Adolescents—
Combination 1
	411
	368
	89.5%
	86.5%
	92.6%
	91.2%
	n.s.
	88.5%
	n.s.
	≥ 90th percentile 

	HEDIS
	Immunizations for Adolescents—
Combination 2
	411
	181
	44.0%
	39.1%
	49.0%
	41.9%
	n.s.
	38.6%
	+
	≥ 75th and < 90th percentile 

	HEDIS
	Well-Child Visits in the First 30 Months of Life
(Age 15 months ≥ 6 Visits)
	31
	12
	38.7%
	20.0%
	57.5%
	58.1%
	n.s.
	59.3%
	-
	< 10th percentile 

	HEDIS
	Well-Child Visits in the First 30 Months of Life
(Ages 15–30 months ≥ 2 Visits)
	92
	67
	72.8%
	63.2%
	82.5%
	85.4%
	-
	85.8%
	-
	≥ 75th and < 90th percentile 

	HEDIS
	Child and Adolescent Well-Care Visits
(Ages 3–11 years)
	3,673
	2,329
	63.4%
	61.8%
	65.0%
	60.7%
	+
	67.1%
	-
	≥ 50th and < 75th percentile 

	HEDIS
	Child and Adolescent Well-Care Visits 
(Ages 12–17 years)
	3,431
	2,074
	60.5%
	58.8%
	62.1%
	59.7%
	n.s.
	63.4%
	-
	≥ 75th and < 90th percentile 

	HEDIS
	Child and Adolescent Well-Care Visits
(Ages 18–19 years)
	557
	251
	45.1%
	40.8%
	49.3%
	51.2%
	-
	50.1%
	-
	NA

	HEDIS
	Child and Adolescent Well-Care Visits
(Total)
	7,661
	4,654
	60.8%
	59.7%
	61.8%
	59.7%
	n.s.
	64.2%
	-
	NA


1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; NA: not available, as no HEDIS percentile is available to compare; N/A: not applicable, as denominator is less than 30.

[bookmark: _Toc98922466][bookmark: _Toc132638683][bookmark: _Toc478563554][bookmark: _Toc512521053]EPSDT: Screenings and Follow-up
Strengths are identified for the following 2022 (MY 2021) EPSDT: Screenings and Follow-up performance measures:
· The following rates are statistically significantly above/better than the 2022 (MY 2021) MMC weighted average:
· Chlamydia Screening in Women (Ages 16–20 years) – 10.2 percentage points.

No opportunities for improvement are identified for the 2022 (MY 2021) EPSDT: Screenings and Follow-up performance measures.
[bookmark: _Toc98922502][bookmark: _Toc132638720]Table 2.4: EPSDT: Screenings and Follow-up
	[bookmark: RANGE!A1:L5]Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	HEDIS
	Lead Screening in Children (Age 2 years)
	64
	42
	65.6%
	53.2%
	78.0%
	79.8%
	-
	67.6%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Chlamydia Screening in Women (Ages 16–20 years)
	223
	104
	46.6%
	39.9%
	53.4%
	52.1%
	n.s.
	36.5%
	+
	≥ 25th and < 50th percentile 

	PA EQR
	Developmental Screening in the First Three Years of Life— Total
	256
	156
	60.9%
	54.8%
	67.1%
	61.1%
	n.s.
	66.0%
	n.s.
	NA

	PA EQR
	Developmental Screening in the First Three Years of Life—
1 year
	17
	9
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA 

	PA EQR
	Developmental Screening in the First Three Years of Life—
2 years
	64
	43
	67.2%
	54.9%
	79.5%
	59.7%
	n.s.
	72.1%
	n.s.
	NA

	PA EQR
	Developmental Screening in the First Three Years of Life—
3 years
	175
	104
	59.4%
	51.9%
	67.0%
	63.3%
	n.s.
	63.6%
	n.s.
	NA

	HEDIS
	Follow-up Care for Children Prescribed ADHD Medication— Initiation Phase
	41
	13
	31.7%
	16.2%
	47.2%
	51.1%
	n.s.
	41.7%
	n.s.
	≥ 10th and < 25th percentile 

	HEDIS
	Follow-up Care for Children Prescribed ADHD Medication— Continuation & Maintenance Phase
	8
	1
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA 

	HEDIS
	Follow Up After Hospitalization For Mental Illness—
7 days
	22
	14
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA 

	HEDIS
	Follow Up After Hospitalization For Mental Illness—
30 days
	22
	14
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA 


1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; PA: Pennsylvania; EQR: external quality review; NA: not available, as no HEDIS percentile is available to compare; N/A: not applicable, as denominator is less than 30.

[bookmark: _Toc98922467]

[bookmark: _Toc132638684]Dental Care for Children
[bookmark: _Toc478563555][bookmark: _Toc512521054]Strengths are identified for the following 2022 (MY 2021) Dental Care for Children performance measures:
· The following rates are statistically significantly above/better than the 2022 (MY 2021) MMC weighted average:
· Annual Dental Visit (Ages 2–3 years) – 8.9 percentage points;
· Annual Dental Visit (Ages 4–6 years) – 4.1 percentage points;
· Sealant Receipt on Permanent First Molars (≥ 1 Molar) – 9.1 percentage points; and
· Sealant Receipt on Permanent First Molars (All 4 Molars) – 6.7 percentage points.

No opportunities for improvement are identified for the Dental Care for Children performance measures.
[bookmark: _Toc98922503][bookmark: _Toc132638721]Table 2.5: Dental Care for Children
	Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	HEDIS
	Annual Dental Visit (Ages 2–3 years)
	273
	132
	48.4%
	42.2%
	54.5%
	47.3%
	n.s.
	39.5%
	+
	≥ 75th and < 90th percentile 

	HEDIS
	Annual Dental Visit (Ages 4–6 years)
	873
	601
	68.8%
	65.7%
	72.0%
	62.0%
	+
	64.8%
	+
	≥ 90th percentile 

	HEDIS
	Annual Dental Visit (Ages 7–10 years)
	2,050
	1,415
	69.0%
	67.0%
	71.0%
	64.6%
	+
	68.7%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Annual Dental Visit (Ages 11–14 years)
	2,378
	1,586
	66.7%
	64.8%
	68.6%
	60.6%
	+
	64.3%
	+
	≥ 90th percentile 

	HEDIS
	Annual Dental Visit (Ages 15–18 years)
	2,117
	1,120
	52.9%
	50.8%
	55.1%
	48.0%
	+
	54.4%
	n.s.
	≥ 50th and < 75th percentile 

	HEDIS
	Annual Dental Visit (Age 19 years)
	49
	17
	34.7%
	20.3%
	49.0%
	26.9%
	n.s.
	38.4%
	n.s.
	NA

	HEDIS
	Annual Dental Visit (Total)
	7,740
	4,871
	62.9%
	61.8%
	64.0%
	57.8%
	+
	61.5%
	+
	NA

	PA EQR
	Sealant Receipt on Permanent First Molars
(≥ 1 Molar)
	580
	277
	47.8%
	43.6%
	51.9%
	42.4%
	n.s.
	38.6%
	+
	NA

	PA EQR
	Sealant Receipt on Permanent First Molars
(All 4 Molars)
	580
	194
	33.5%
	29.5%
	37.4%
	29.9%
	n.s.
	26.8%
	+
	NA


1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; NA: not available, as no HEDIS percentile is available to compare; N/A: not applicable, as denominator is less than 30;  PA: Pennsylvania; EQR: external quality review.
[bookmark: _Toc98922468][bookmark: _Toc132638685]Respiratory Conditions
[bookmark: _Toc478563558][bookmark: _Toc512521057]No strengths are identified for the 2022 (MY 2021) Respiratory Conditions performance measures.

No opportunities for improvement are identified for the 2022 (MY 2021) Respiratory Conditions performance measures.
[bookmark: _Toc98922504][bookmark: _Toc132638722]Table 2.6: Respiratory Conditions
	Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	HEDIS
	Appropriate Testing for Children with Pharyngitis (Ages 3–17 years)
	89
	59
	66.3%
	55.9%
	76.7%
	84.1%
	-
	79.1%
	-
	≥ 10th and < 25th percentile 

	HEDIS
	Appropriate Testing for Children with Pharyngitis (Age 18 years)
	6
	5
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA

	HEDIS
	Appropriate Testing for Children with Pharyngitis (Total)
	95
	64
	67.4%
	57.4%
	77.3%
	83.7%
	-
	79.1%
	-
	NA

	HEDIS
	Appropriate Treatment for Children with Upper Respiratory Infection (Ages 3–17 years)
	289
	10
	96.5%
	94.3%
	98.8%
	94.7%
	n.s.
	95.6%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Appropriate Treatment for Children with Upper Respiratory Infection 
(Age 18 years)
	12
	1
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA

	HEDIS
	Appropriate Treatment for Children with Upper Respiratory Infection (Total)
	301
	11
	96.4%
	94.1%
	98.6%
	94.7%
	n.s.
	95.5%
	n.s.
	NA

	PA EQR
	Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits
(Ages 2–19 years)
	425
	46
	10.8%
	7.7%
	13.9%
	10.4%
	n.s.
	9.1%
	n.s.
	NA

	HEDIS
	Asthma Medication Ratio (Ages 5–11 years)
	58
	43
	74.1%
	62.0%
	86.3%
	74.7%
	n.s.
	79.3%
	n.s.
	≥ 25th and < 50th percentile 

	HEDIS
	Asthma Medication Ratio (Ages 12–18 years)
	67
	52
	77.6%
	66.9%
	88.3%
	71.0%
	n.s.
	73.8%
	n.s.
	≥ 75th and < 90th percentile 

	HEDIS
	Asthma Medication Ratio (Age 19 years)
	1
	1
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	NA

	HEDIS
	Asthma Medication Ratio (Total)
	126
	96
	76.2%
	68.4%
	84.0%
	73.1%
	n.s.
	76.4%
	n.s.
	NA


[bookmark: _Toc98922469]1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; N/A: not applicable, as denominator is less than 30.

[bookmark: _Toc132638686]Behavioral Health
No strengths are identified for 2022 (MY 2021) Behavioral Health performance measures.

No opportunities for improvement are identified for 2022 (MY 2021) Behavioral Health performance measures. 
[bookmark: _Toc98922505][bookmark: _Toc132638723]Table 2.7: Behavioral Health
	Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose (Ages 1—11 years)
	0
	0
	N/A
	N/A
	N/A
	N/A
	N/A
	0.0%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose (Ages 12—17 years)
	4
	3
	N/A
	N/A
	N/A
	N/A
	N/A
	70.3%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose (Total)
	4
	3
	N/A
	N/A
	N/A
	N/A
	N/A
	68.9%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics— Cholesterol (Ages 1—11 years)
	0
	0
	N/A
	N/A
	N/A
	N/A
	N/A
	0.0%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics— Cholesterol (Ages 12—17 years)
	4
	2
	N/A
	N/A
	N/A
	N/A
	N/A
	46.9%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics — Cholesterol (Total)
	4
	2
	N/A
	N/A
	N/A
	N/A
	N/A
	50.0%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics— Blood Glucose & Cholesterol (Ages 1—11 years)
	0
	0
	N/A
	N/A
	N/A
	N/A
	N/A
	0.0%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics – Blood Glucose & Cholesterol (Ages 12–17 Years)
	4
	2
	N/A
	N/A
	N/A
	N/A
	N/A
	46.9%
	N/A
	NA

	HEDIS
	Metabolic Monitoring for Children and Adolescents on Antipsychotics—Blood Glucose & Cholesterol (Total)
	4
	2
	N/A
	N/A
	N/A
	48.5%
	N/A
	48.7%
	N/A
	NA

	HEDIS
	Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Ages 1—11 years)
	0
	0
	N/A
	N/A
	N/A
	N/A
	N/A
	0.0%
	N/A
	NA

	HEDIS
	Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Ages 12—17 years)
	4
	3
	N/A
	N/A
	N/A
	N/A
	N/A
	68.8%
	N/A
	NA

	HEDIS
	Use of First-Line Psychosocial Care for Children and Adolescents on Antipsychotics (Total)
	4
	3
	N/A
	N/A
	N/A
	N/A
	N/A
	66.0%
	N/A
	NA


[bookmark: _Hlk130470610][bookmark: _Toc98922470]1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; N/A: not applicable, as denominator is less than 30.


[bookmark: _Toc132638687]Utilization
[bookmark: _Toc478563561][bookmark: _Toc512521060]No strengths are identified for the 2022 (MY 2021) Utilization performance measures.

[bookmark: _Toc98922506]Opportunities for improvement are identified for the following 2022 (MY 2021) Utilization measures:
· The following rates are statistically significantly below/worse than the 2022 (MY 2021) MMC weighted average:
· AMBA: Outpatient Visits/1,000 Member Months (MM) Ages < 1 year – 216.6 percentage points;
· AMBA: Outpatient Visits/1,000 MM Ages 1—9 years – 65.2 percentage points;
· AMBA: Outpatient Visits/1,000 MM Ages 10—19 years – 66.2 percentage points;
· AMBA: Outpatient Visits/1,000 MM Ages < 1—19 years Total Rate – 68.1 percentage points;
· AMBA: Emergency Department Visits/1,000 MM Ages < 1 year – 7.6 percentage points; and
· AMBA: Emergency Department Visits/1,000 MM Ages 10—19 years – 3.4 percentage points.
[bookmark: _Toc132638724]Table 2.8: Utilization
	Indicator
	2022 (MY 2021)
	Rate Comparison1

	Source
	Name
	Denom
	Num
	Rate
	Lower 95% Confidence Limit
	Upper 95% Confidence Limit
	2021 (MY 2020) Rate
	2022 Rate
Compared to 2021
	MMC
	2022 Rate
Compared to MMC
	HEDIS 2022 Percentile

	HEDIS
	AMBA: Outpatient Visits/1,000 MM Ages < 1 year
	906
	395
	435.98
	N/A
	N/A
	440.89
	-
	652.55
	-
	NA 

	HEDIS
	AMBA: Outpatient Visits/1,000 MM Ages 1—9 years
	42,154
	6,475
	153.60
	N/A
	N/A
	137.30
	-
	218.78
	-
	NA 

	HEDIS
	AMBA: Outpatient Visits/1,000 MM Ages 10—19 years
	69,432
	10,347
	149.02
	N/A
	N/A
	127.73
	-
	215.21
	-
	NA 

	HEDIS
	AMBA: Outpatient Visits/1,000 MM Ages < 1—19 years Total Rate
	112,510
	17,218
	153.04
	N/A
	N/A
	133.46
	-
	221.18
	-
	NA 

	HEDIS
	AMBA: Emergency Department Visits/1,000 MM Ages < 1 year
	906
	22
	24.28
	N/A
	N/A
	30.60
	-
	31.92
	-
	NA 

	HEDIS
	AMBA: Emergency Department Visits/1,000 MM Ages 1—9 years
	42,154
	662
	15.70
	N/A
	N/A
	16.45
	-
	16.58
	-
	NA 

	HEDIS
	AMBA: Emergency Department Visits/1,000 MM Ages 10—19 years
	69,432
	924
	13.31
	N/A
	N/A
	12.49
	-
	16.69
	-
	NA 

	HEDIS
	AMBA: Emergency Department Visits/1,000 MM Ages < 1—19 years Total Rate
	112,510
	1,608
	14.29
	N/A
	N/A
	14.25
	-
	16.80
	-
	NA 

	HEDIS
	IPUA: Total Discharges/1,000 MM Ages < 1 year
	906
	 
	0.00
	0.0%
	0.1%
	0.00
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Total Discharges/1,000 MM Ages 1—9 years
	42,154
	 
	0.28
	27.6%
	28.4%
	0.29
	-
	 
	 
	NA 

	HEDIS
	IPUA: Total Discharges/1,000 MM Ages 10—19 years
	69,432
	 
	0.71
	70.7%
	71.3%
	0.61
	-
	 
	 
	NA 

	HEDIS
	IPUA: Total Discharges/1,000 MM Ages < 1—19 years Total Rate
	112,510
	 
	0.54
	53.7%
	54.3%
	0.47
	-
	 
	 
	NA 

	HEDIS
	IPUA: Total Inpatient ALOS Ages < 1 year
	 
	 
	N/A
	N/A
	N/A
	N/A
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Total Inpatient ALOS Ages 1—9 Years
	 
	 
	2.17
	N/A
	N/A
	2.31
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Total Inpatient ALOS Ages 10—19 years
	 
	 
	3.73
	N/A
	N/A
	2.48
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Total Inpatient ALOS Ages < 1—19 years Total Rate
	 
	 
	3.43
	N/A
	N/A
	2.44
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Surgery Discharges/1,000 MM Ages < 1 year
	906
	 
	N/A
	N/A
	N/A
	0.00
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Surgery Discharges/1,000 MM Ages 1—9 years
	42,154
	 
	0.07
	6.8%
	7.2%
	0.05
	-
	 
	 
	NA 

	HEDIS
	IPUA: Surgery Discharges/1,000 MM Ages 10—19 years
	69,432
	 
	0.30
	29.7%
	30.3%
	0.16
	-
	 
	 
	NA 

	HEDIS
	IPUA: Surgery Discharges/1,000 MM Ages < 1—19 years Total Rate
	112,510
	 
	0.21
	20.8%
	21.2%
	0.11
	-
	 
	 
	NA 

	HEDIS
	IPUA: Surgery ALOS Ages < 1 year 
	 
	 
	0.00
	N/A
	N/A
	N/A
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Surgery ALOS Ages 1—9 years
	 
	 
	3.67
	N/A
	N/A
	2.67
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Surgery ALOS Ages 10—19 years
	 
	 
	5.48
	N/A
	N/A
	3.42
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Surgery ALOS Ages < 1—19 years Total Rate 
	 
	 
	5.25
	N/A
	N/A
	3.27
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Medicine Discharges/
1,000 MM Ages < 1 year
	906
	 
	0.00
	0.0%
	0.1%
	0.00
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Medicine Discharges/
1,000 MM Ages 1—9 years
	42,154
	 
	0.21
	20.6%
	21.4%
	0.24
	-
	 
	 
	NA 

	HEDIS
	IPUA: Medicine Discharges/
1,000 MM Ages 10—19 years
	69,432
	 
	0.32
	31.7%
	32.3%
	0.42
	-
	 
	 
	NA 

	HEDIS
	IPUA: Medicine Discharges/
1,000 MM Ages < 1—19 years Total Rate
	112,510
	 
	0.28
	27.7%
	28.3%
	0.34
	-
	 
	 
	NA 

	HEDIS
	IPUA: Medicine ALOS Ages < 1 year
	 
	 
	N/A
	N/A
	N/A
	N/A
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Medicine ALOS Ages 1—9 years
	 
	 
	1.67
	N/A
	N/A
	2.23
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Medicine ALOS Ages 10—19 years
	 
	 
	2.59
	N/A
	N/A
	2.13
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Medicine ALOS Ages < 1—19 years Total Rate
	 
	 
	2.32
	N/A
	N/A
	2.16
	N/A
	 
	 
	NA 

	HEDIS
	IPUA: Maternity Discharges/1,000 MM Ages 10—19 years
	69,432
	 
	0.09
	8.8%
	9.2%
	0.03
	-
	 
	 
	NA 

	HEDIS
	IPUA: Maternity ALOS Ages 10—19 years Total Rate
	 
	 
	1.83
	N/A
	N/A
	2.50
	N/A
	 
	 
	NA 

	HEDIS
	MPT: Any Services Ages 0—12 years—Male
	32,912
	49
	1.79%
	1.6%
	1.9%
	2.42%
	-
	 
	 
	NA 

	HEDIS
	MPT: Any Services Ages 0—12 years—Female
	34,270
	50
	1.75%
	1.6%
	1.9%
	2.14%
	-
	 
	 
	 

	HEDIS
	MPT: Any Services Ages 0—12 years—Total Rate
	67,182
	99
	1.77%
	1.7%
	1.9%
	2.28%
	-
	 
	 
	NA 

	HEDIS
	MPT: Any Services Ages 13—17 years—Male
	19,038
	34
	2.14%
	1.9%
	2.3%
	3.27%
	-
	 
	 
	NA 

	HEDIS
	MPT: Any Services Ages 13—17 years—Female
	19,168
	95
	5.95%
	5.6%
	6.3%
	5.91%
	-
	 
	 
	NA 

	HEDIS
	MPT: Any Services Ages 13—17 years—Total Rate
	38,206
	129
	4.05%
	3.9%
	4.2%
	4.61%
	-
	 
	 
	NA 

	HEDIS
	MPT: Inpatient Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.06%
	-
	 
	 
	NA 

	HEDIS
	MPT: Inpatient Ages 0—12 years—Female
	34,270
	5
	0.18%
	0.1%
	0.2%
	0.09%
	-
	 
	 
	NA 

	HEDIS
	MPT: Inpatient Ages 0—12 years—Total Rate
	67,182
	5
	0.09%
	0.1%
	0.1%
	0.07%
	-
	 
	 
	NA 

	HEDIS
	MPT: Inpatient Ages 13—17 years—Male
	19,038
	4
	0.25%
	0.2%
	0.3%
	0.48%
	-
	 
	 
	NA 

	HEDIS
	MPT: Inpatient Ages 13—17 years—Female
	19,168
	13
	0.81%
	0.7%
	0.9%
	0.65%
	-
	 
	 
	NA 

	HEDIS
	MPT: Inpatient Ages 13—17 years—Total Rate
	38,206
	17
	0.53%
	0.5%
	0.6%
	0.57%
	-
	 
	 
	NA 

	HEDIS
	MPT: Intensive Outpatient/Partial Hospitalization Ages 0—12 years—Male
	32,912
	4
	0.15%
	0.1%
	0.2%
	0.12%
	-
	 
	 
	NA 

	HEDIS
	MPT: Intensive Outpatient/Partial Hospitalization Ages 0—12 years—Female
	34,270
	9
	0.32%
	0.3%
	0.4%
	0.14%
	-
	 
	 
	NA 

	HEDIS
	MPT: Intensive Outpatient/Partial Hospitalization Ages 0—12 years—Total Rate
	67,182
	13
	0.23%
	0.2%
	0.3%
	0.13%
	-
	 
	 
	NA 

	HEDIS
	MPT: Intensive Outpatient/Partial Hospitalization Ages 13—17 years—Male
	19,038
	1
	0.06%
	0.0%
	0.1%
	0.12%
	-
	 
	 
	NA 

	HEDIS
	MPT: Intensive Outpatient/Partial Hospitalization Ages 13—17 years—Female
	19,168
	15
	0.94%
	0.8%
	1.1%
	0.53%
	-
	 
	 
	NA 

	HEDIS
	MPT: Intensive Outpatient/Partial Hospitalization Ages 13—17 years—Total Rate
	38,206
	16
	0.50%
	0.4%
	0.6%
	0.33%
	-
	 
	 
	NA 

	HEDIS
	MPT: Outpatient Ages 0—12 years—Male
	32,912
	32
	1.17%
	1.1%
	1.3%
	2.16%
	-
	 
	 
	NA 

	HEDIS
	MPT: Outpatient Ages 0—12 years—Female
	34,270
	25
	0.88%
	0.8%
	1.0%
	1.70%
	-
	 
	 
	NA 

	HEDIS
	MPT: Outpatient Ages 0—12 years—Total Rate
	67,182
	57
	1.02%
	0.9%
	1.1%
	1.93%
	-
	 
	 
	NA 

	HEDIS
	MPT: Outpatient Ages 13—17 years—Male
	19,038
	22
	1.39%
	1.2%
	1.6%
	2.61%
	-
	 
	 
	NA 

	HEDIS
	MPT: Outpatient Ages 13—17 years—Female
	19,168
	53
	3.32%
	3.1%
	3.6%
	4.50%
	-
	 
	 
	NA 

	HEDIS
	MPT: Outpatient Ages 13—17 years—Total Rate
	38,206
	75
	2.36%
	2.2%
	2.5%
	3.56%
	-
	 
	 
	NA 

	HEDIS
	MPT: ED Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	MPT: ED Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	MPT: ED Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	MPT: ED Ages 13—17 years—Male
	19,038
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	MPT: ED Ages 13—17 years—Female
	19,168
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	MPT: ED Ages 13—17 years—Total Rate
	38,206
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	MPT: Telehealth Ages 0—12 years—Male
	32,912
	23
	0.84%
	0.7%
	0.9%
	0.73%
	-
	 
	 
	NA 

	HEDIS
	MPT: Telehealth Ages 0—12 years—Female
	34,270
	26
	0.91%
	0.8%
	1.0%
	0.92%
	-
	 
	 
	NA 

	HEDIS
	MPT: Telehealth Ages 0—12 years—Total Rate
	67,182
	49
	0.88%
	0.8%
	1.0%
	0.83%
	-
	 
	 
	NA 

	HEDIS
	MPT: Telehealth Ages 13—17 years—Male
	19,038
	15
	0.95%
	0.8%
	1.1%
	1.09%
	-
	 
	 
	NA 

	HEDIS
	MPT: Telehealth Ages 13—17 years—Female
	19,168
	51
	3.19%
	2.9%
	3.4%
	2.66%
	-
	 
	 
	NA 

	HEDIS
	MPT: Telehealth Ages 13—17 years—Total Rate
	38,206
	66
	2.07%
	1.9%
	2.2%
	1.89%
	-
	 
	 
	NA 

	HEDIS
	IAD: Any Services Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Any Services Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Any Services Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Any Services Ages 13—17 years—Male
	19,038
	7
	0.44%
	0.3%
	0.5%
	0.55%
	-
	 
	 
	NA 

	HEDIS
	IAD: Any Services Ages 13—17 years—Female
	19,168
	8
	0.50%
	0.4%
	0.6%
	0.30%
	-
	 
	 
	NA 

	HEDIS
	IAD: Any Services Ages 13—17 years—Total Rate
	38,206
	15
	0.47%
	0.4%
	0.5%
	0.42%
	-
	 
	 
	NA 

	HEDIS
	IAD: Inpatient Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Inpatient Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Inpatient Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Inpatient Ages 13—17 years—Male
	19,038
	0
	0.00%
	0.0%
	0.0%
	0.30%
	-
	 
	 
	NA 

	HEDIS
	IAD: Inpatient Ages 13—17 years—Female
	19,168
	2
	0.13%
	0.1%
	0.2%
	0.00%
	n.s.
	 
	 
	NA 

	HEDIS
	IAD: Inpatient Ages 13—17 years—Total Rate
	38,206
	2
	0.06%
	0.0%
	0.1%
	0.15%
	-
	 
	 
	NA 

	HEDIS
	IAD: Intensive Outpatient/Partial Hospitalization Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Intensive Outpatient/Partial Hospitalization Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Intensive Outpatient/Partial Hospitalization Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Intensive Outpatient/Partial Hospitalization Ages 13—17 years—Male
	19,038
	0
	0.00%
	0.0%
	0.0%
	0.06%
	-
	 
	 
	NA 

	HEDIS
	IAD: Intensive Outpatient/Partial Hospitalization Ages 13—17 years—Female
	19,168
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Intensive Outpatient/Partial Hospitalization Ages 13—17 years—Total Rate
	38,206
	0
	0.00%
	0.0%
	0.0%
	0.03%
	-
	 
	 
	NA 

	HEDIS
	IAD: Outpatient Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Outpatient Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Outpatient Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Outpatient Ages 13—17 years—Male
	19,038
	4
	0.25%
	0.2%
	0.3%
	0.00%
	+
	 
	 
	NA 

	HEDIS
	IAD: Outpatient Ages 13—17 years—Female
	19,168
	4
	0.25%
	0.2%
	0.3%
	0.12%
	-
	 
	 
	NA 

	HEDIS
	IAD: Outpatient Ages 13—17 years—Total Rate
	38,206
	8
	0.25%
	0.2%
	0.3%
	0.06%
	-
	 
	 
	NA 

	HEDIS
	IAD: ED Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: ED Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: ED Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: ED Ages 13—17 years—Male
	19,038
	3
	0.19%
	0.1%
	0.3%
	0.18%
	-
	 
	 
	NA 

	HEDIS
	IAD: ED Ages 13—17 years—Female
	19,168
	2
	0.13%
	0.1%
	0.2%
	0.24%
	-
	 
	 
	NA 

	HEDIS
	IAD: ED Ages 13—17 years—Total Rate
	38,206
	5
	0.16%
	0.1%
	0.2%
	0.21%
	-
	 
	 
	NA 

	HEDIS
	IAD: Telehealth Ages 0—12 years—Male
	32,912
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Telehealth Ages 0—12 years—Female
	34,270
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Telehealth Ages 0—12 years—Total Rate
	67,182
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Telehealth Ages 13—17 years—Male
	19,038
	1
	0.06%
	0.0%
	0.1%
	0.00%
	n.s.
	 
	 
	NA 

	HEDIS
	IAD: Telehealth Ages 13—17 years—Female
	19,168
	0
	0.00%
	0.0%
	0.0%
	0.00%
	N/A
	 
	 
	NA 

	HEDIS
	IAD: Telehealth Ages 13—17 years—Total Rate
	38,206
	1
	0.03%
	0.0%
	0.0%
	0.00%
	n.s.
	 
	 
	NA 


1 For comparison of MY 2021 rates to MY 2020 rates, statistically significant increases are indicated by “+,” statistically significant decreases by “−,” and no statistically significant change by “n.s.” For comparison of MY 2021 rates to CHIP MMC rates, the “+” denotes that the plan rate exceeds the CHIP MMC rate, the “−” denotes that the MMC rate exceeds the plan rate, and “n.s.” denotes no statistically significant difference between the two rates. Gray shading indicates IPRO does not provide or calculate these rates.
Where cells are blank in the above table, this reflects that there are missing data in the MCO’s Interactive Data Submission System (IDSS) file. Cells are reported as blank to reflect this.
Denom: denominator; Num: numerator; MY: measurement year; MMC: Medicaid Managed Care; HEDIS: Healthcare Effectiveness Data and Information Set; MM: member months; NA: not available, as no HEDIS percentile is available to compare; N/A: not applicable; ALOS: average length of stay; ED: emergency department.
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[bookmark: _Toc98922471][bookmark: _Toc132638688]Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey
[bookmark: _Toc98922472][bookmark: _Toc132638689]Satisfaction with the Experience of Care
Table 2.9 provides the survey results of four composite questions by two specific categories for the MCO across the last 3 measurement years, as available. The composite questions target the MCO’s performance strengths as well as opportunities for improvement. 

Indicators from the survey chosen for reporting here include those that measure satisfaction as well as those that highlight the supplemental questions in the survey that cover mental health.

Due to differences in the CAHPS submissions from year to year, direct comparisons of results are not always available. Questions that are not included in the most recent survey version are not presented in Table 2.9. 
[bookmark: _Toc98922473][bookmark: _Toc132638690]MY 2021 Child CAHPS 5.1H Survey Results
[bookmark: _Toc477449756][bookmark: _Toc512521062][bookmark: _Toc98922507][bookmark: _Toc132638725]Table 2.9: CAHPS MY 2021 Child Survey Results
	Survey Section/Measure
	2022
(MY 2021)
	2022 Rate Compared to 2021
	2021 (MY 2020)
	2021 Rate Compared to 2020
	2020 (MY 2019)
	2022 MMC Weighted Average

	Satisfaction with Child’s Care

	Satisfaction with your child's current personal doctor (Rating of 8–10)
	87.18%
	▼
	87.82%
	▼
	89.57%
	90.74%

	Satisfaction with specialist (Rating of 8–10)
	89.36%
	▼
	89.58%
	▲
	88.68%
	88.22%

	Satisfaction with health plan (Rating of 8–10) (Satisfaction with child's plan)
	87.61%
	▼
	88.01%
	▲
	87.42%
	87.29%

	Satisfaction with child's health care (Rating of 8–10)
	90.68%
	▲
	89.29%
	▼
	90.38%
	90.78%

	Quality of Mental Health Care

	Received care for child's mental health from any provider? (Usually or Always)
	8.87%
	▲
	7.87%
	▼
	11.88%
	13.86%

	Easy to get needed mental health care? (Usually or Always)
	7.21%
	▲
	6.84%
	▼
	8.31%
	11.51%

	Provider you would contact for mental health services? (PCP)
	67.00%
	▲
	64.55%
	▼
	67.24%
	65.86%

	Child's overall mental or emotional health? (Very good or Excellent)
	75.45%
	▲
	73.10%
	▼
	78.62%
	76.08%


▲▼ = Performance increased (▲) or decreased (▼) compared to prior year’s rate.   
Gray shaded boxes reflect rates above the MY 2021 MMC Weighted Average. 
CAHPS: Consumer Assessment of Healthcare Providers and Systems; MY: measurement year; MMC: Medicaid Managed Care; PCP: primary care provider.



[bookmark: _Toc132638691][bookmark: _Toc68680832][bookmark: _Toc92376789][bookmark: _Toc92376749][bookmark: _Hlk97728773]III: Review of Compliance with Medicaid and CHIP Managed Care Regulations
[bookmark: _Toc132638692][bookmark: _Toc512601891]Objectives
This section of the EQR report presents a review of the CHIP MCO’s compliance with its contract and with state and federal regulations. The review is based on information derived from reviews of the MCO that were conducted by PA CHIP within the past three years, most typically within the immediately preceding year. Compliance reviews are conducted by CHIP on a recurring basis.

The SMART items are a comprehensive set of monitoring items that have been developed by PA DHS from the managed care regulations.  PA CHIP staff reviews SMART items on an ongoing basis for each CHIP MCO as part of their compliance review. These items vary in review periodicity as determined by CHIP and reviews typically occur annually or as needed.  

Prior to the audit, CHIP MCOs provide documents to CHIP for review, which address various areas of compliance. This includes training materials, provider manuals, MCO organization charts, policy and procedure manuals, and geo access maps. These items are also used to assess the MCOs overall operational, fiscal, and programmatic activities to ensure compliance with contractual obligations. Federal and state law require that CHIP conduct monitoring and oversight of its MCOs. For the current review year, reviews were performed virtually due to the public health emergency.

Throughout the audit, these areas of compliance are discussed with the MCO and clarifying information is provided, where possible. Discussions that occur are compiled along with the reviewed documentation to provide a final determination of compliance, partial compliance, or non-compliance for each section. 
[bookmark: _Hlk97729154][bookmark: _Toc447110534][bookmark: _Toc448738378][bookmark: _Toc512521013][bookmark: _Toc66956535][bookmark: _Toc68527439][bookmark: _Toc132638693]Description of Data Obtained
The documents used by IPRO for the current review include the SMART database findings completed by PA CHIP staff as of December 31, 2021, for Review Year (RY) 2021. Historically, regulatory requirements were grouped to corresponding BBA regulation subparts based on CHIP’s on-site review findings. Beginning in 2020, findings are reported by IPRO using the SMART database completed by PA CHIP staff. The SMART items provide the information necessary for this review. The SMART items and their associated review findings for this year are maintained in a database. The SMART database has been maintained internally at DHS CHIP beginning in Review Year (RY) 2019 and has continued for subsequent review years. IPRO reviewed the elements in the SMART item list and created a crosswalk to pertinent BBA regulations. A total of 56 items were identified that were relevant to evaluation of MCO compliance with the BBA regulations. 

The format for this section of the report was developed to be consistent with the subparts prescribed by BBA regulations. This document groups the regulatory requirements under subject headings that are consistent with the subparts set out in the BBA regulations that were updated in 2016 and finalized in late 2019.  These requirements are described in the CMS EQR Protocol: Review of Compliance with Medicaid and CHIP Managed Care Regulations. Under each subpart heading fall the individual regulatory categories appropriate to those headings. IPRO’s findings are presented in a manner consistent with the subparts in the BBA regulations explained in the Protocol, i.e., Subpart D – MCO, Prepaid Inpatient Health Plan (PIHP) and Prepaid Ambulatory Health Plan (PAHP) Standards and Subpart E – Quality Measurement and Improvement.

The crosswalk links SMART items to specific provisions of the regulations, where possible. Table 3.1 provides a count of items linked to each standard designated in the protocols as subject to compliance review.  The Appendix lists all standards that can be included in compliance review, either directly through one of the 11 required standards below or indirectly through interaction with Subparts D and E.
[bookmark: _Toc68527468]

[bookmark: _Toc132638726]Table 3.1: SMART Items Count per Regulation
	[bookmark: _Toc447110535][bookmark: _Toc448738379][bookmark: _Toc512521014]BBA Regulation
	CHIP Citation
	SMART Items

	Subpart D: MCO, PIHP and PAHP Standards
	

	Availability of services
	457.1230(a)
	3

	Assurances of adequate capacity and services
	457.1230(b)
	6

	Coordination and continuity of care
	457.1230(c)
	5

	Coverage and authorization of services
	457.1230(d)
	3

	Provider selection
	457.1233(a)
	2

	Confidentiality
	457.1230(c)
	1

	Grievance systems1
	457.1260
	24

	Subcontractual relationships and delegation
	457.1233(b)
	1

	Practice guidelines
	457.1233(c)
	2

	Health information systems
	457.1233(d)
	2

	Subpart E: Quality Measurement and Improvement
	

	Quality assessment and performance improvement program 
	457.1240(b)
	7


[bookmark: _Toc68527440]1 Per CMS guidelines and protocols, this regulation is typically referred to as “Grievance and appeals systems.” However, to better align with the CHIP reference for § 457.1260, it is referred to in this report as “Grievance systems.”
SMART: Systematic Monitoring, Access and Retrieval Technology; BBA: Balanced Budget Act; CHIP: Children’s Health Insurance Program; MCO: managed care organization; PIHP: prepaid inpatient health plan; PAHP: prepaid ambulatory health plan. 
[bookmark: _Toc132638694]Determination of Compliance
As mentioned above, historically the information necessary for the review was provided through an on-site review that was conducted by DHS CHIP. Beginning with CHIP’s adoption of the SMART database in 2020, this database is now used to determine an MCO’s compliance on individual provisions. This process was done by referring to CMS’s “Regulations for Compliance Review”, where specific CHIP citations are noted as required for review and corresponding sections are identified and described for each Subpart, particularly D and E. IPRO then grouped the monitoring standards by provision and evaluated the MCO’s compliance status with regard to the SMART Items. For example, all provisions relating to availability of services are summarized under Availability of Service § 457.1230(a). 

In 2022, not all MCOs underwent compliance review and therefore some MCOs’ findings were retained from their 2021 review. In these cases, a footnote will be provided to denote where 2021 findings are included in the below tables.

Each item was assigned a value of Compliant or non-Compliant in the Item Log submitted by DHS CHIP. If an item was not evaluated for a particular MCO, it was assigned a value of Not Determined. Compliance with the BBA requirements was then determined based on the aggregate results of the SMART Items linked to each provision within a requirement or category. If all items were Compliant, the MCO was evaluated as Compliant. If some were Compliant and some were non-Compliant, the MCO was evaluated as partially Compliant. If all items were non-Compliant, the MCO was evaluated as non-Compliant. If no items were evaluated for a given category and no other source of information was available to determine compliance, a value of Not Determined was assigned for that category.

[bookmark: _Hlk97727877]Categories determined to be partially or non-Compliant are indicated where applicable in the tables below, and the SMART Items that were assigned a value of non-Compliant by DHS within those categories are noted.  For HPP, there were no categories determined to be partially or non-Compliant, signifying that no SMART Items were assigned a value of non-Compliant by DHS.  There are therefore no recommendations related to compliance with structure and operations standards for HPP for the current review year.
[bookmark: _Toc447110537][bookmark: _Toc448738381]

[bookmark: _Toc98922478][bookmark: _Toc132638695]Findings
A total of 56 items were directly associated with a regulation subject to compliance review and 39 were evaluated for the MCO in Review Year (RY) 2021.
[bookmark: _Toc98922479][bookmark: _Toc132638696]Subpart D: MCO, PIHP and PAHP Standards
The general purpose of the regulations included under this heading is to ensure that all services covered under the DHS’s CHIP program are available and accessible to MCO enrollees. [42 CFR § 438.206 (a)].
[bookmark: _Toc448738494][bookmark: _Toc500507243][bookmark: _Toc98922509][bookmark: _Toc132638727]Table 3.2: MCO Compliance with Enrollee Rights and Protections Regulations
	MCO, PIHP AND PAHP STANDARDS

	Subpart D: Categories
	Compliance
	Comments

	Availability of services
	Compliant
	6 items were crosswalked to this category.
The MCO was evaluated against 6 items and was compliant on 6 items based on RY 2021.

	Assurances of adequate capacity and services
	Compliant
	3 items were crosswalked to this category.
The MCO was evaluated against 2 items and was compliant on 2 items based on RY 2021.

	Coordination and continuity of care
	Compliant
	5 items were crosswalked to this category.
The MCO was evaluated against 5 items and was compliant on 5 items based on RY 2021.

	Coverage and authorization of services
	Compliant
	3 items were crosswalked to this category.
The MCO was evaluated against 3 items and was compliant on 3 items based on RY 2021.

	Provider selection
	Compliant
	2 items were crosswalked to this category.
The MCO was evaluated against 2 item and was compliant 2 items based on RY 2021.

	Confidentiality
	Compliant
	1 item was crosswalked to this category.
The MCO was evaluated against 1 item and was compliant on this item based on RY 2021.

	Grievance systems
	Compliant
	24 items were crosswalked to this category.
The MCO was evaluated against 15 items and was compliant on 15 items based on RY 2021.

	Subcontractual relationships and delegation
	Compliant
	1 item was crosswalked to this category.
The MCO was evaluated against 1 item and was compliant on this item based on RY 2021.

	Practice guidelines
	Compliant
	2 items were crosswalked to this category.
The MCO was evaluated against 2 items and was compliant on 2 items based on RY 2021.

	Health information systems
	Compliant
	2 items were crosswalked to this category.
The MCO was evaluated against 2 item and was compliant on 2 items based on RY 2021.


MCO: managed care organization; PIHP: prepaid inpatient health plan; PAHP: prepaid ambulatory health plan; RY: review year. 


[bookmark: _Toc98922480][bookmark: _Toc132638697]Subpart E: Quality Measurement and Improvement
The general purpose of the regulations included under this heading is to ensure that each contracting MCO implements and maintains a quality assessment and performance improvement program as required by the State. This includes implementing an ongoing comprehensive quality assessment and performance improvement program for the services it furnishes to its enrollees.
[bookmark: _Toc448738495][bookmark: _Toc500507244][bookmark: _Toc98922510][bookmark: _Toc132638728]Table 3.3: MCO Compliance with Quality Assessment and Performance Improvement Regulations
	QUALITY MEASUREMENT AND IMPROVEMENT

	Subpart E: Categories
	Compliance
	Comments

	Quality assessment and performance improvement program (QAPI)
	Compliant1
	7 items were crosswalked to this category.
The MCO was not evaluated against any items based on RY 2021


1 HPP was evaluated against 5 items and was compliant on 5 items in RY 2020.
MCO: managed care organization; RY: review year.

[bookmark: _Toc132638698]IV: MCO Responses to the Previous EQR Recommendations
Title 42 CFR § 438.364 External quality review results (a)(6) require each annual technical report include “an assessment of the degree to which each MCO, PIHP, PAHP, or PCCM entity has effectively addressed the recommendations for QI made by the EQRO during the previous year’s EQR.” Table 4.1 displays the MCO’s opportunities as well as IPRO’s assessment of their responses. The detailed responses are included in the embedded Word document. In addition to the opportunities identified from the EQR, DHS also required MCOs to develop a root cause analysis around select pay-for-performance (P4P) indicators.
[bookmark: _Toc447022731][bookmark: _Toc449099976][bookmark: _Toc132638699]Current and Proposed Interventions
The general purpose of this section is to assess the degree to which each CHIP MCO has addressed the opportunities for improvement made by IPRO in the 2021 EQR Technical Reports, which were distributed May 2022. The 2022 EQR is the fourth to include descriptions of current and proposed interventions from each CHIP MCO that address the prior year reports’ recommendations.

DHS requested that MCOs submit descriptions of current and proposed interventions using the Opportunities for Improvement form developed by IPRO to ensure that responses are reported consistently across the MCOs. These activities follow a longitudinal format, and are designed to capture information relating to:
· Follow-up actions that the MCO has taken through June 30, 2022, to address each recommendation;
· Future actions that are planned to address each recommendation;
· When and how future actions will be accomplished;
· The expected outcome or goals of the actions that were taken or will be taken; and
· The MCO’s process(es) for monitoring the action to determine the effectiveness of the actions taken.

The documents informing the current report include the response submitted to IPRO as of September 2022, as well as any additional relevant documentation provided by HPP. 

The embedded Word document presents HPP’s responses to opportunities for improvement cited by IPRO in the 2021 EQR Technical Report, detailing current and proposed interventions. 



[bookmark: _Toc132638700]HPP Response to Previous EQR Recommendations
Table 4.1 displays HPP’s progress related to the 2021 External Quality Review Report, as well as IPRO’s assessment of HPP’s response.
[bookmark: _Toc92376843][bookmark: _Toc132638729]Table 4.1: HPP Response to Previous EQR Recommendations
	Recommendation for HPP
	IPRO Assessment of MCO Response1

	Improve Contraceptive Care for All Women (Ages 15 – 20 years): Most or Moderately Effective
	Remains an opportunity for improvement

	Improve Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (Ages 12–17 years)
	Addressed

	Improve Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (Ages 12–17 years)
	Addressed

	Improve Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (Ages 3–11 years)
	Addressed

	Improve Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (Ages 12–17 years)
	Addressed

	Improve Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (Total)
	Addressed

	Improve Child and Adolescent Well-Care Visits (Ages 3—11 years)
	Partially addressed

	Improve Child and Adolescent Well-Care Visits (Total)
	Partially addressed

	Improve Developmental Screening in the First Three Years of Life—2 years
	Addressed

	Improve Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Ages 2–19 years)
	Partially addressed

	Improve AMBA: Outpatient Visits/1000 MM Ages < 1 year
	Partially addressed

	Improve AMBA: Outpatient Visits/1,000 MM Ages 1—9 years 
	Not addressed

	Improve AMBA: Outpatient Visits/1,000 MM Ages 10—19 years
	Addressed

	Improve AMBA: Outpatient Visits/1,000 MM Ages < 1—19 years Total Rate
	Addressed


1 IPRO assessments are as follows: addressed: MCO’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: either of the following 1) improvement was observed, but identified as an opportunity for current year; or 2) improvement not observed, but not identified as an opportunity for current year; remains an opportunity for improvement: MCO’s QI response did not address the recommendation; improvement was not observed or performance declined.
MCO: managed care organization; EQR: external quality review; MM: member months. 


[bookmark: _Toc132638701][bookmark: _Toc35593614]V: Strengths, Opportunities for Improvement, and EQR Recommendations
The review of the MCO’s MY 2021 performance against Medicaid and CHIP managed care regulations, performance improvement projects and performance measures identified strengths and opportunities for improvement in the quality outcomes, timeliness of, and access to services for CHIP members served by this MCO.
[bookmark: _Toc442196293][bookmark: _Toc447022734][bookmark: _Toc447022869][bookmark: _Toc447034828][bookmark: _Toc447725860][bookmark: _Toc449099979][bookmark: _Toc512521034][bookmark: _Toc98922485][bookmark: _Toc132638702][bookmark: _Toc512521035]Strengths
· The MCO’s performance was statistically significantly above/better than the MMC weighted average in 2022 (MY 2021) on the following measures:
· Immunizations for Adolescents—HPV;
· Immunizations for Adolescents—Combination 2;
· Chlamydia Screening in Women (Ages 16–20 years);
· Annual Dental Visit (Ages 2–3 years);
· Annual Dental Visit (Ages 4–6 years);
· Sealant Receipt on Permanent First Molars (≥ 1 Molar); and
· Sealant Receipt on Permanent First Molars (All 4 Molars).

· [bookmark: _Hlk98406849]HPP was found to be fully compliant on all contracts and with state and federal managed care regulations reviewed.
[bookmark: _Toc98922486][bookmark: _Toc132638703]Opportunities for Improvement 
· HPP was found to be partially compliant on one element reviewed for the Dental PIP: Element 3. Methodology.
· HPP was found to be partially compliant on three elements reviewed for the Lead Screening PIP: Element 3. Methodology, Element 4. Barrier Analysis, and Element 5. Robust Interventions.

· The MCO’s performance was statistically significantly below/worse than the MMC rate in 2022 (MY 2021) as indicated by the following measures:
· Contraceptive Care for All Women (Ages 15–20 years): Most or Moderately Effective;
· Childhood Immunization Status—DTaP;
· Childhood Immunization Status—Pneumococcal Conjugate;
· Childhood Immunization Status—Rotavirus;
· Childhood Immunization Status—Combination 3;
· Childhood Immunization Status—Combination 7;
· Well-Child Visits in the First 30 Months of Life (Age 15 months ≥ 6 Visits);
· Well-Child Visits in the First 30 Months of Life (Ages 15–30 months ≥ 2 Visits);
· Child and Adolescent Well-Care Visits (Ages 3—11 years);
· Child and Adolescent Well-Care Visits (Ages 18—19 years);
· Child and Adolescent Well-Care Visits (Total);
· Appropriate Testing for Children with Pharyngitis (Ages 3–17 years); 
· Appropriate Testing for Children with Pharyngitis (Total);
· AMBA: Outpatient Visits/1,000 MM Ages < 1 year;
· AMBA: Outpatient Visits/1,000 MM Ages 1—9 years;
· AMBA: Outpatient Visits/1,000 MM Ages 10—19 years;
· AMBA: Outpatient Visits/1,000 MM Ages < 1—19 years Total Rate;
· AMBA: Emergency Department Visits/1,000 MM Ages < 1 year; and
· AMBA: Emergency Department Visits/1,000 MM Ages 10—19 years.
[bookmark: _Hlk98406928]
[bookmark: _Toc98403382][bookmark: _Toc98922512]

[bookmark: _Toc132638704]EQR Recommendations
Table 5.1 includes IPRO’s recommendations and the type of standard for selected PIPs and performance measures. 
[bookmark: _Toc132638730]Table 5.1: EQR Recommendations
	Measure/Project
	IPRO’s Recommendation
	Standard

	Performance Improvement Projects (PIPs)
	

	Improving Access to Pediatric Preventive Dental Care
	Regarding the aim statements, it was recommended that the MCO include more information regarding the members impacted, per the example in the template.
	Quality

	
	For the eligible populations in Indicators 2a, 2b, and 3, it was recommended that the plan identify if there is a minimum period of time over which the member has to have been enrolled.
	Quality

	
	It was recommended that the plan avoid the use of the term “noncompliant” when discussing barriers, as there are many barriers that may interfere with a member’s ability to obtain or attend a dental visit.
	Quality

	
	For interventions, it was recommended that the MCO make the suggested modifications for Intervention 1 and provide additional information for Interventions 2 and 4 as indicated in the findings.
	Quality

	Improving Blood Lead Screening Rate in Children
	Regarding the aim statements, it was recommended that the MCO include more information regarding the members impacted, per the example in the template. 
	Quality

	
	It was recommended that HPP elaborate on how data for Indicator 2 will be tabulated, including who will be responsible for the data collection and how the ELI data will be collected for indicators 2 and 3.
	Quality

	
	For data collection, it was recommended that HPP define validity and reliability for Indicators 2 and 3.
	Quality

	
	It was recommended that HPP provide clarification for each identified barrier as noted in the findings.
	Quality

	
	It was recommended that HPP indicate the “actual start dates” for the interventions and intervention tracking measures (ITMs).
	Quality

	Performance Measures and CAHPS Survey
	

	Well-Care Visits
	It is recommended that the MCO improve access to well-care visits. Child and Adolescent Well-Care Visits was an opportunity in 2021 and has been identified as an opportunity again in 2022.
	Access

	Compliance with Medicaid and CHIP Managed Care Regulations  
	

	There are no recommendations related to compliance with Medicaid and CHIP Managed Care Regulations for the MCO for the current review year. 
	N/A


EQR: external quality review; PIP: performance improvement project; MCO: managed care organization; CAHPS: Consumer Assessment of Healthcare Providers and Systems; ED: emergency department; N/A: not applicable.

[bookmark: _Toc132638705]VI: Summary of Activities
[bookmark: _Toc442196298][bookmark: _Toc447022742][bookmark: _Toc447022877][bookmark: _Toc447034836][bookmark: _Toc447725865][bookmark: _Toc449099984][bookmark: _Toc35593616][bookmark: _Toc128478770][bookmark: _Toc132638706]Performance Improvement Projects 
· HPP’s Lead Screening and Dental PIP 2022 Baseline Reports were both validated. The MCO received feedback and subsequent information related to these activities from IPRO and CHIP in 2022.
[bookmark: _Toc442196299][bookmark: _Toc447022743][bookmark: _Toc447022878][bookmark: _Toc447034837][bookmark: _Toc447725866][bookmark: _Toc449099985][bookmark: _Toc35593617][bookmark: _Toc128478771][bookmark: _Toc132638707]Performance Measures
· HPP reported all HEDIS, PA-Specific, and CAHPS Survey performance measures in 2022 for which the MCO had a sufficient denominator.
[bookmark: _Toc442196297][bookmark: _Toc447022741][bookmark: _Toc447022876][bookmark: _Toc447034835][bookmark: _Toc447725864][bookmark: _Toc449099983][bookmark: _Toc35593615][bookmark: _Toc128478772][bookmark: _Toc132638708]Structure and Operations Standards 
· HPP was found to be fully compliant on all subparts.  Items that were not reviewed for 2022 will be reviewed during the 2023 review cycle. Compliance review findings from the RY 2021 SMART database populated by PA CHIP were used to make the determinations for HPP.
[bookmark: _Toc442196300][bookmark: _Toc447022744][bookmark: _Toc447022879][bookmark: _Toc447034838][bookmark: _Toc447725867][bookmark: _Toc449099986][bookmark: _Toc35593618][bookmark: _Toc128478773][bookmark: _Toc132638709]2021 Opportunities for Improvement MCO Response
· HPP provided a response to the opportunities for improvement issued in the 2021 annual technical report for those measures that were identified as statistically significantly below or worse than the MMC weighted average.
[bookmark: _Toc442196301][bookmark: _Toc447022745][bookmark: _Toc447022880][bookmark: _Toc447034839][bookmark: _Toc447725868][bookmark: _Toc449099987][bookmark: _Toc35593619][bookmark: _Toc128478774][bookmark: _Toc132638710]2022 Strengths and Opportunities for Improvement
· Both strengths and opportunities for improvement have been noted for HPP in 2022. A response will be required by the MCO for the noted opportunities for improvement in 2023.

[bookmark: _Toc98067737][bookmark: _Toc132638711][bookmark: _Toc64633770][bookmark: _Toc67387376][bookmark: _Toc68527471]Appendix

[bookmark: _Toc132638712]A.1.1. Performance Improvement Project Interventions 
As referenced in Section I: Validation of Performance Improvement Projects, Table A.1.1 lists all of the interventions outlined in the MCO’s most recent PIP submission for the review year.
[bookmark: _Toc132638731]Table A.1.1: PIP Interventions 
	[bookmark: _Hlk95314185]Summary of Interventions

	[bookmark: _Hlk95381705][bookmark: _Hlk95299610]Health Partners Plan (HPP) – Preventive Dental 

	1. Member Incentive Program: outreach to noncompliant members ages 2-19 years of age to schedule a dental visit.  Members that complete a dental visit receive a gift card.
	2. Dental Provider Care Gap Outreach to complete dental visits.

	3. Community Dental Events: partner with the St. Christopher Dental Van to hold  community dental events at provider sites during which members can complete a dental visit (ages 10 – 14 years) and a well visit with their medical provider.

	4. Care Management for High Risk members with Developmental Delay.

	5. Educational workshops: Partner with local Head Starts to provide oral health educational workshops on the importance of fluoride varnish and oral hygiene.

	Health Partners Plan (HPP) – Lead Screening

	1. In-home lead screenings: outreach calls to parents/guardians of members due for a lead screening and an in-home lead visit is offered, in which a technician from our vendor partner will visit the member’s home to complete the screening.

	2. Member Rewards Program: Members ages < 24 months that complete a capillary or venous blood lead test during the measurement year are eligible to redeem 200 reward points to be used on the HPP rewards member portal.

	3. Provider Report Cards to targeted Tax Identification Number (TINs) that are low performing with lead screening.

	4. Automated calls/texts and live outreach calls to members with blood lead level  between 3.5-4.9.

	5. Care management for members with > 5 blood lead level.

	6. Automated calls to members overdue with lead screening.

	7. Provider performance sheets for targeted providers (top 10 sites) with members overdue for lead screening.


PIP: performance improvement project.
[bookmark: _Toc132638713]A.2.1. Comprehensive Compliance Standards List
Revised CMS protocols include updates to the structure and compliance standards, including which standards are required for compliance review. Under the most recent protocols, there are 11 standards that CMS has now designated as required to be subject to compliance review. Several previously required standards have been deemed by CMS as incorporated into the compliance review through interaction with the new required standards and appear to assess items that are related to the required standards. Table A.2.1 lists the standards in the updated protocol, designated as one of the 11 required standards or one of those deemed as a related standard.
[bookmark: _Toc132638732]Table A.2.1: Required and Related Structure and Compliance Standards
	BBA Regulation
	Required
	Related

	Subpart C: Enrollee Rights and Protections

	Enrollee Rights
	
	

	Provider-Enrollee Communication
	
	

	Marketing Activities
	
	

	Emergency and Post-Stabilization Services – Definition
	
	

	Emergency Services: Coverage and Payment
	
	

	Subpart D: MCO, PIHP and PAHP Standards

	Availability of Services
	
	

	Assurances of adequate capacity and services
	
	

	Coordination and Continuity of Care
	
	

	Coverage and Authorization of Services
	
	

	Provider Selection
	
	

	Provider Discrimination Prohibited
	
	

	Confidentiality
	
	

	Enrollment and Disenrollment
	
	

	Grievance and Appeal Systems
	
	

	Subcontractual Relationships and Delegations
	
	

	Practice Guidelines
	
	

	Health Information Systems
	
	

	Subpart E: Quality Measurement and Improvement; External Quality Review

	Quality assessment and performance improvement program (QAPI)
	
	

	Subpart F: Grievance and Appeal System

	General Requirements
	
	

	Notice of Action
	
	

	Handling of Grievances and Appeals
	
	

	Resolution and Notification
	
	

	Expedited Resolution
	
	

	Information to Providers and Subcontractors
	
	

	Recordkeeping and Recording
	
	

	Continuation of Benefits Pending Appeal and State Fair Hearings
	
	

	Effectuation of Reversed Resolutions
	
	


BBA: Balanced Budget Act; MCO: managed care organization; PIHP: prepaid inpatient health plan; PAHP: prepaid ambulatory health plan. 
[bookmark: _Toc132638714]A.3.1. Performance Measure Graphs
[bookmark: _Toc66955619][bookmark: _Toc132638733]Figure A.3.1: Access to Care



[bookmark: _Toc66955621][bookmark: _Toc132638734]Figure A.3.2: Dental Care for Children I


[bookmark: _Toc132638735]Figure A.3.3: Dental Care for Children II



[bookmark: _Toc132638736]Figure A.3.4: EPSDT: Screenings and Follow-Up I




[bookmark: _Toc132638737]Figure A.3.5: EPSDT: Screenings and Follow-Up II



[bookmark: _Toc132638738]Figure A.3.6: Respiratory Conditions




[bookmark: _Toc132638739]Figure A.3.7: Well Care I



[bookmark: _Toc132638740]Figure A.3.8: Well Care II




[bookmark: _Toc132638741]Figure A.3.9: Well Care III



[bookmark: _Toc132638742]Figure A.3.10: Well Care IV




[bookmark: _Toc132638743]Figure A.3.11: Well Care V

Contraceptive Care for All Women
2022	

Contraceptive Care for All Women: Most or Moderately Effective	Contraceptive Care for All Women: LARC	0.15310000000000001	9.2999999999999992E-3	2021	
Contraceptive Care for All Women: Most or Moderately Effective	Contraceptive Care for All Women: LARC	0.1709	1.23E-2	Annual Dental Visits
2022	NA

2-3 Years	4-6 Years	7-10 Years	11-14 Years	15-18 Years	19 Years	 Total 2 - 19 Years	0.48349999999999999	0.68840000000000001	0.69020000000000004	0.66690000000000005	0.52910000000000001	#N/A	0.62929999999999997	2021	NA

2-3 Years	4-6 Years	7-10 Years	11-14 Years	15-18 Years	19 Years	 Total 2 - 19 Years	0.4728	0.61950000000000005	0.64549999999999996	0.60580000000000001	0.48039999999999999	#N/A	0.57789999999999997	Sealant Receipt on Permanent First Molars
2022	
≥ 1 Molar	All 4 Molars	0.47760000000000002	0.33450000000000002	2021	
≥ 1 Molar	All 4 Molars	0.4244	0.29870000000000002	EPSDT: Screenings
2022	NA

Lead Screening in Children	Chlamydia Screening in Women 
16-20 Years	Developmental Screening in the First Three Years of Life
 1 year	Developmental Screening in the First Three Years of Life
2 years	Developmental Screening in the First Three Years of Life
3 years	Developmental Screening in the First Three Years of Life
Total	0.65629999999999999	0.46639999999999998	0.60940000000000005	0	0.67190000000000005	0.59430000000000005	2021	NA

Lead Screening in Children	Chlamydia Screening in Women 
16-20 Years	Developmental Screening in the First Three Years of Life
 1 year	Developmental Screening in the First Three Years of Life
2 years	Developmental Screening in the First Three Years of Life
3 years	Developmental Screening in the First Three Years of Life
Total	0.79820000000000002	0.52070000000000005	0.61129999999999995	0	0.59650000000000003	0.63300000000000001	EPSDT: ADHD and Mental Illness
2022	NA
NA
NA

Follow Up Care for ADHD Medication
Initiation	Follow Up Care for ADHD Medication 
Continuation 	&	 Maintenance	Follow Up After Hospitalization For Mental Illness
7 days	Follow Up After Hospitalization For Mental Illness
30 days	0.31709999999999999	0	0	0	2021	NA
NA
NA

Follow Up Care for ADHD Medication
Initiation	Follow Up Care for ADHD Medication 
Continuation 	&	 Maintenance	Follow Up After Hospitalization For Mental Illness
7 days	Follow Up After Hospitalization For Mental Illness
30 days	0.51060000000000005	0	0	0	Respiratory Conditions
2022	[VALUE]

Appropriate Testing
for Pharyngitis (Total)	Appropriate Treatment for Upper Respiratory Infection (Total)	Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits	0.67369999999999997	0.96350000000000002	0.1082	2021	
Appropriate Testing
for Pharyngitis (Total)	Appropriate Treatment for Upper Respiratory Infection (Total)	Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits	0.83660000000000001	0.94720000000000004	0.1036	Well Care: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
2022	
BMI Percentile 
3 - 17 Years	Counseling for Nutrition 
3 - 17 Years	Counseling for Physical Activity 
3 - 17 Years	0.83609999999999995	0.78890000000000005	0.72499999999999998	2021	
BMI Percentile 
3 - 17 Years	Counseling for Nutrition 
3 - 17 Years	Counseling for Physical Activity 
3 - 17 Years	0.79549999999999998	0.77639999999999998	0.68689999999999996	Well Care: Childhood Immunization Status I
2022	
DTaP	IPV	MMR	HiB	Hepatitis B	VZV	Pneumococcal Conjugate	Hepatitis A	Rotavirus	Influenza	0.73440000000000005	0.875	0.89059999999999995	0.875	0.89059999999999995	0.875	0.75	0.84379999999999999	0.70309999999999995	0.625	2021	
DTaP	IPV	MMR	HiB	Hepatitis B	VZV	Pneumococcal Conjugate	Hepatitis A	Rotavirus	Influenza	0.88600000000000001	0.94740000000000002	0.9123	0.95609999999999995	0.9123	0.92110000000000003	0.85089999999999999	0.89470000000000005	0.77190000000000003	0.59650000000000003	
Well Care: Childhood Immunization Status II
2022	
Combo 3	Combo7	Combo 10	0.67190000000000005	0.59379999999999999	0.46879999999999999	2021	
Combo 3	Combo7	Combo 10	0.79820000000000002	0.6754	0.45610000000000001	
Well Care: Immunizations for Adolescents
2022	
Meningococcal	Tdap	HPV	Combination 1	Combination 2	0.89780000000000004	0.91	0.44529999999999997	0.89539999999999997	0.44040000000000001	2021	
Meningococcal	Tdap	HPV	Combination 1	Combination 2	0.9173	0.92210000000000003	0.4234	0.91239999999999999	0.41849999999999998	
Well Care: Well Child Visits
2022	
15 months ≥ 6 Visits	15-30 months ≥ 2 Visits	3-19 years
≥ 1 Visit	0.3871	0.72829999999999995	0.60750000000000004	2021	
15 months ≥ 6 Visits	15-30 months ≥ 2 Visits	3-19 years
≥ 1 Visit	0.5806	0.85419999999999996	0.59650000000000003	2022 External Quality Review Report: Health Partners Plan	Page 57 of 57
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Commonwealth of Pennsylvania Department of Human Services – Children’s Health Insurance Plan

Response to 2021 External Quality Review Technical Report 

Opportunities for Improvement



Please use this form to ensure that responses are reported consistently across the Pennsylvania Children’s Health Insurance Program (CHIP) organizations. Enter your responses below each opportunity for improvement (in purple) in the rows labeled:



		Follow Up Actions Taken Through 06/30/22:





		Future Actions Planned:









For each of the other opportunities for improvement, please respond to the following questions:

· What follow-up actions has the managed care organization (MCO) taken through 06/30/22 to address each opportunity? Please specify dates.

· What future actions are planned to address each opportunity? Please specify dates.

· For future actions, when and how will these actions be accomplished?

· What is the expected outcome or goal(s) of the action(s) that were taken or will be taken?

· What is the MCO’s process for monitoring the actions to determine the effectiveness of the actions taken?



For similar measures, MCO may “cut and paste” responses or refer to other measure responses. MCOs may submit additional documentation, as appropriate.



Responses are due by September 23, 2022.  Please email this form to Elizabeth Bransfield, Project Manager, at ebransfield@ipro.org.
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		Reference Number: HPP 2021.01: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Contraceptive Care for All Women (15–20 years): Most or Moderately Effective



		



		Follow Up Actions Taken Through 06/30/22:



Provider Newsletter: A provider newsletter article about contraceptives including LARCs with a focus on access to coverage was included in the Summer 2022 provider newsletter issue.



Stellar Rx Program: HPP has partnered with Stellar Rx and participating providers to initiate point of care medication therapy, including family planning medications, utilizing secure dispensing XpeDose units from the provider directly to the member for member convenience. Members leave the office with the medication and do not have to make a trip to the pharmacy. On-site counseling and education are provided to the member. 



Medication Formulary: Long-acting reversible contraceptives (LARCs) are covered on the formulary and can be processed at the pharmacy. HPP can assist in coordinating delivery of LARC to a provider office.







		



		Future Actions Planned:



The initiatives listed above will continue in 2022. 



Member Newsletter: A member newsletter article about contraceptives including LARCs with a focus on access to coverage will be included in the next issue of the Winter KidzPartners newsletter.



Provider Newsletter: Another provider newsletter article about contraceptives including LARCS will be included in the upcoming Fall 2022 provider newsletter issue.



Stellar Rx Program: HPP plans to expand the current program to include LARCs in the XpeDose machines at participating provider sites. The current program includes other forms of contraception.



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal Quality Improvement Committee (QIC) meeting.



Expected Outcome: The expected outcome is that the Contraceptive Care for All Women (15–20 years): Most or Moderately Effective measure will improve for measurement year 2022. 







		



		Reference Number: HPP 2021.02: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years);



		



		Follow Up Actions Taken Through 06/30/22:



Provider Newsletter: An article focusing on the HEDIS Weight Assessment and Counseling (WCC) measure was published in the Spring 2021 newsletter: “BMI, Nutrition and Physical Activity for Children and Adolescents.”  



Provider Educational Letter: A provider letter was sent out in June 2022 with guidance on proper coding for services completed during well-child visits, including calculating BMI and providing counseling for nutrition and physical activity. This letter was also included in a more comprehensive pediatric educational packet to providers.



Home Run to a Healthy Weight Events: Three in person outdoor events were held in June for targeted members ages 6-17 years diagnosed as obese; during the event HPP provided health and fitness focused workouts/games and giveaways. Members received tickets to a Phillies game by presenting proof of a completed Child Wellness visit in 2022.







		



		Future Actions Planned: 



Provider Newsletter: A provider newsletter article about the WCC measure will be included in the Fall 2022 provider newsletter.



Provider Website/Training Resources: In Q3 2022, the provider website will have an area dedicated to explaining certain HEDIS/EQR measures via educational slides (including WCC), with examples, best practices, and common codes.



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.03: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (12–17 years)



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above. 







		



		Future Actions Planned:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above.



Expected Outcome: The expected outcome is that the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Nutrition (12–17 years) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.04: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (3–11 years)



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) above.







		



		Future Actions Planned:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above.



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (3–11 years) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.05: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (12–17 years)



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above.







		



		Future Actions Planned:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above.



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (12–17 years) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.06: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (Total);



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above.







		



		Future Actions Planned:



Please refer to responses to the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—BMI percentile (12–17 years) (HPP 2021.02) measure above.



Expected Outcome: The expected outcome is that the Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents—Counseling for Physical Activity (Total) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.07: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Child and Adolescent Well-Care Visits (3—11 years)



		



		Follow Up Actions Taken Through 06/30/22: 

Member Automated Calls: Members receive calls for overdue well child visits. Members receive reminder calls 60 days before their birthday about well child visits and preventive screenings.

Member Outreach: HPP assists with coordination of care issues/concerns during telephonic outreach (medications, durable medical equipment (DME), appointment scheduling for PCP visits, telehealth, or in person, if options available).

Member Newsletters: The Spring 2022 newsletter featured an article that highlighted the importance of well child visits and preventive screenings.

Member Incentive: Well-adolescent checkups are included in HPP’s CHIP rewards programs. Members are eligible to receive points each calendar year for completing their well visit. 



Provider Newsletter: The Summer 2022 newsletter featured an article that highlighted coding for well child visits.



Provider Letter on Telemedicine Documentation: Two provider letters were shared in June 2022 with guidance on proper coding for well child visits. One of the letters addressed proper billing for combined sick visits and well child visits, while the other provided pediatric telemedicine clinical recommendations by age.



Provider P4P Measure: Child and Adolescent Well-Care Visits are included as a measure in our P4P provider incentive program. Providers are eligible to earn incentive dollars for high performance.



Gap in Care Reports: Care Gap reports of noncompliant members are loaded monthly on provider portal for provider review.  During their routine meeting the Network Account Managers (NAMs) discuss measures on the report with the provider.



Community Collaboration: HPP participates in monthly Head Start Health Service Advisory Council (HSAC) meetings. Topics that have been discussed include: 

· Success/barriers of well child visit compliance

· How to address vaccine hesitancy and myths

· Lead Screening

· Getting kids to complete their well child visits while school is out for the summer

· Promoting community summer events for well child preventive screenings



		



		Future Actions Planned:



The initiatives listed above will continue in 2022. 



Best Practice Forum: HPP has a Pediatric Provider Best Practice Forum scheduled for October 2022. One of the topics will focus on strategies for well visit completion.  



Well Child Incentive: HPP is offering a Well Child Visit incentive for providers who complete well visits between 10/1/22-12/31/22 to increase visit rates, specifically focusing on members who didn’t have a well visit in 2021 or current YTD 2022.



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the Child and Adolescent Well-Care Visits (3—11 years) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.08: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Child and Adolescent Well-Care Visits (Total)



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses to the Child and Adolescent Well-Care Visits (3—11 years) (HPP 2021.07) measure above. 



Adolescent Workshops: In November 2021, HPP created a workshop that highlights an overview of well child visits, preventive screenings, vaccines and transitioning from pediatric to adult care. 

Adolescent Healthy Habits Tip/Question and Answer (Q&A) Sheet: HPP has created a tip sheet that will highlight items to help adolescents become more independent with managing their healthcare such as knowing who their doctors are and how to schedule appointments. The Adolescent Q&A sheet references how to navigate the healthcare system; developed in November 2021. 





		



		Future Actions Planned:



The initiatives listed above will continue in 2022.  



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.  



Expected Outcome: The expected outcome is that the Child and Adolescent Well-Care Visits (Total) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.09: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Developmental Screening in the First Three Years of Life—2 years 



		



		Follow Up Actions Taken Through 06/30/22:



Member Outreach: Members’ caregivers receive reminder calls about well child visits, which include preventive screenings 60 days before members birthday. Developmental diagnoses from claims and/or a provider referral are used to identify members for telephonic outreach. During the telephonic outreach, the head of household/caregiver is educated on the importance of developmental screening and follow-up. The caregiver is also educated about CONNECT, a hotline used for head of households (HOH) and/or providers to refer members for Early Intervention (EI) services. In February 2022 HPP began referring members identified with a developmental delay to the county Intellectual Disabilities (ID) office for a determination of eligibility for home and community-based services.  



Social Media Posts: On September 28, 2021, a post was made about the importance of developmental screenings and when a child should receive one.



Member Newsletter: The Fall 2021 newsletter featured an article on the importance of developmental screenings. It included the who, what, when and why of screenings.



Provider Report Cards: A TIN level child-based performance report card was developed which includes developmental screening, lead screening, and well child visits for sites identified as low performing on these metrics.  The NAMs work with these sites to review their performance report cards and identify opportunities for improvement to increase developmental screening.  



Provider Newsletter: The Fall 2021 newsletter featured an article on when providers should complete developmental screenings and what screening tools should be used.



Head Start Collaboration: HPP conducted a developmental workshop with Acelero Head start program in December 2021. The workshop focused on the following: 

· What: Look for your children’s milestones

· Who: Parents, grandparents and other caregivers 

· When: 9 months, 18 months, 24 or 30 months

· Why: To help you celebrate your children’s milestones, talk about your children progress with doctors and childcare providers, learn what to expect next and identify any concerns early







		



		Future Actions Planned:



The initiatives listed above will continue in 2022, with a focus on additional workshops at Head Start programs to increase awareness and importance of screenings. 



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the Developmental Screening in the First Three Years of Life—2 years measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.10: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: Annual Percentage of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Ages 2–19 years)



		



		Follow Up Actions Taken Through 06/30/22:



Targeted Outreach/Care Management: HPP conducts targeted outreach for members who receive emergency room or inpatient admit claims for asthma related diagnosis. HPP outreaches to members to provide coordination of care which includes the following:

· Ensure member is connected with care PCP/specialist appointments

· Getting prescriptions 

· Complete Clinical Pediatric Assessment

· Address any issues/barriers to care

· Knowledgeable on treating/managing asthma



Member Newsletter: The Fall 2021 and Summer 2022 Member newsletters featured articles that highlighted asthma signs, symptoms, and treatment.



Social Media: In October 2021 a post was made describing what asthma is and what to do if your child has asthma. In April 2022 a post was made on asthma symptoms, treatment and possible triggers. The post educated members to contact their PCP if they suspect their child has asthma to discuss treatment and prevention. 



Community Collaboration: HPP has collaborated with the “Room 2 Breathe” program that focuses on members who meet the following criteria:

· Age 2 – 14

· 1 Hospital admission or 2 ED visits for asthma

· Followed by Temple Pediatrics 

Members who participate in the program will receive 

· Asthma education

· Tips to reduce asthma triggers in their home

· Free supplies: mattress and pillow cover, spacers for inhalers, and cleaning supplies.  A spacer which is a device that makes it easier to use and helps get the medication into a person’s lungs.

· Pest control services (if needed)







		



		Future Actions Planned:



The initiatives listed above will continue in 2022. 



Member Automated Calls: HPP will be implementing automated calls in Q4 2022 for members impacted by asthma. The calls will encourage members to understand the signs, symptoms, and triggers of asthma and to coordinate care with their providers. 



Member Newsletter: The Fall 2022 and Spring 2023 member newsletters will continue to feature articles that highlight asthma signs, symptoms, and treatment.



Social Media: HPP will continue to create asthma posts which will feature the signs, symptoms and treatment of asthma in Spring 2023.



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the Annual [Percentage] of Asthma Patients with One or More Asthma-Related Emergency Room Visits (Ages 2–19 years) measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.11: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: AMBA: Outpatient Visits/1000 MM Ages <1 year



		



		Follow Up Actions Taken Through 06/30/22:



Targeted Outreach/Case Management: HPP utilizes case management services, automated calls, and member hotline to ensure that members have access to outpatient services. The following are completed during telephonic outreach: 

· Fostering relationships with both existing/potential providers (appointment scheduling) 

· Locating and referring members to community resources to ensure they have access to care such as transportation

· Addressing any barriers that may exist with accessing care such as language

· Directing/Engaging members to utilize our member website, customer service hotline and telehealth vendor 

· Educating members about the importance of having access to care 







		



		Future Actions Planned:



The initiatives listed above will continue in 2022. 



Monitoring: This measure will be monitored for improvement through ongoing HEDIS/EQR surveillance dashboard at the monthly internal QIC meeting.



Expected Outcome: The expected outcome is that the AMBA: Outpatient Visits/1000 MM Ages <1 year measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.12: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: AMBA: Outpatient Visits/1000 MM Ages 1— 9 years



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses for the AMBA: Outpatient Visits/1000 MM Ages <1 Year Measure (HPP 2021.11). 







		



		Future Actions Planned:



Please refer to responses for the AMBA: Outpatient Visits/1000 MM Ages <1 Year Measure (HPP 2021.11). 



Expected Outcome: The expected outcome is that the AMBA: Outpatient Visits/1000 MM Ages 1— 9 years measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.13: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: AMBA: Outpatient Visits/1000 MM Ages 10—19 years



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses for the AMBA: Outpatient Visits/1000 MM Ages <1 Year Measure (HPP 2021.11). 







		



		Future Actions Planned:



Please refer to responses for the AMBA: Outpatient Visits/1000 MM Ages <1 Year Measure (HPP 2021.11). 



Expected Outcome: The expected outcome is that the AMBA: Outpatient Visits/1000 MM Ages 10—19 years measure will improve for measurement year 2022.







		



		Reference Number: HPP 2021.14: The MCO’s rate was statistically significantly below/worse than the 2021 (MY 2020) MMC weighted average for: AMBA: Outpatient Visits/1000 MM Ages <1—19 years Total Rate



		



		Follow Up Actions Taken Through 06/30/22:



Please refer to responses for the AMBA: Outpatient Visits/1000 MM Ages <1 Year Measure (HPP 2021.11). 







		



		Future Actions Planned:



Please refer to responses for the AMBA: Outpatient Visits/1000 MM Ages <1 Year Measure (HPP 2021.11). 



Expected Outcome: The expected outcome is that the AMBA: Outpatient Visits/1000 MM Ages <1—19 years Total Rate measure will improve for measurement year 2022.
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