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In December 2012, the State of Kansas received approval from the Centers for Medicare and Medicaid
Services (CMS) for the Medicaid Section 1115(a) demonstration waiver authority, entitled KanCare, to
reform Medicaid in Kansas with a focus to improve health outcomes and establish financial responsibility.*?
In the beginning of 2014, Kansas also received approval from CMS for the KanCare demonstration
amendment which included providing Long-Term Services and Supports (LTSS) for individuals with
intellectual or developmental disabilities (I/DD) through KanCare Managed Care Organizations (MCOs); and
changing in the timeline for the Delivery System Reform Incentive Payment (DSRIP) Pool.* In addition,
Kansas also received approval for a one-year extension of the current KanCare demonstration, including the
Uncompensated Care Cost (UCC) Pool and the DSRIP Pool for the period of January — December 2018.*

This is the final report on the evaluation results of the KanCare Demonstration implemented over a six-year
period (January 2013 through December 2018).

KanCare Section 1115(A) Demonstration Waiver Program Overview:

KanCare, an integrated managed care program, serves populations covered by the Kansas Medicaid and
Children’s Health Insurance Programs (CHIP) through a coordinated approach. KanCare is designed to
provide efficient and effective health care services and to ensure coordination of care and integration of
physical health (PH) and behavioral health (BH) services with each other and with HCBS. KanCare operates
concurrently with the State’s section 1915(c) HCBS waivers and together provides the authority necessary
for the State to require enrollment of almost all Medicaid beneficiaries (including the aged, people with
disabilities, and some dually eligible individuals) across Kansas into a managed care delivery system to
receive state plan and waiver services. KanCare also includes a safety net care pool (UCC Pool) to support
certain hospitals that incur uncompensated care costs for Medicaid beneficiaries and the uninsured. 2
KanCare also includes a DSRIP Pool, which aims to advance the goals of access to services and healthy living
by specifically focusing on incentivizing projects that increase access to integrated delivery systems and
projects that expand successful models for prevention and management of chronic and complex diseases.
Participating hospitals work with community partners statewide to implement projects with measurable
milestones for improvements in infrastructure, processes, and healthcare quality. The State contracted with
three MCOs, Amerigroup Kansas, Inc. (Amerigroup), Sunflower Health Plan of Kansas (Sunflower), and
UnitedHealthcare Community Plan of Kansas (UnitedHealthcare), to serve the KanCare program during the
six-year demonstration period. >°

Evaluation of KanCare Program — Progress Over Six-Year Period

The final evaluation of the KanCare program was conducted to measure the effectiveness and usefulness of
the demonstration as a model to help shape health care delivery and policy at the state and national level.
The Kansas Foundation for Medical Care, Inc. (KFMC) has completed this final evaluation in accordance with
the approved Evaluation Design.®

KanCare Program Goals, Performance Objectives and Evaluation Questions/Hypotheses
The State formulated the following four hypotheses to address the goals and objectives for the KanCare
Program (Figure ES-1).
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e Provide integration and coordination e Measurably improve health e By holding MCOs to outcomes and PMs,
of care across the whole spectrum of care outcomes for members and tying measures to meaningful financial
health to include PH, BH, and in the areas including: incentives, the State will improve health
LTSS/HCBS; diabetes, coronary artery care quality and reduce costs;

e Improve the quality of care Kansas disease, prenatal care, and e The KanCare model will reduce the
Medicaid beneficiaries receive BH; percentage of beneficiaries in institutional
through integrated care coordination e Improve coordination and settings by providing additional HCBS and
and financial incentives paid for integration of PH care with supports to beneficiaries that allow them
performance (quality and outcomes); BH care; to move out of an institutional setting

e Control Medicaid costs by e Support members’ desires when appropriate and desired;
emphasizing health, wellness, to live successfully in their o The State will improve quality in Medicaid
prevention and early detection as well communities; services by integrating and coordinating
as integration and coordination of e Promote wellness and services and eliminating the current silos
care; and healthy lifestyles; and between PH, BH, and LTSS; and

e Establish long-lasting reforms that e Lower the overall cost of e KanCare will provide integrated care
sustain the improvements in quality of health care. coordination to individuals with
health and wellness for Kansas developmental disabilities, which will
Medicaid beneficiaries and provide a improve access to health services and
model for other states for Medicaid improve the health of those individuals.
payment and delivery system reforms.

Figure ES-1. Alignment of KanCare Goals and Performance Objectives with Evaluation Questions/Hypotheses

KanCare Program Evaluation Design
The evaluation design was
structured into eight Quality of
categories in alignment with Care
the KanCare program goals,

. . . Coordination
objectives, and evaluation & Integration

hypotheses, as well as of Care
Special Terms and

Conditions (STC) evaluation

domains of focus (Figure ES-

/

KanCare
Program
Evaluation
Design

The eight evaluation design

categories were organized
into subcategories and

appropriate PMs were
assigned for each
subcategory to examine the Efficiency of
related evaluation e

hypotheses (Figure ES-3). /
Ombudsman

Program

Access to

Care

Figure ES-2. KanCare Program Evaluation Design Categories
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Cost of Care
(2 Performance Measures)

Quality of Care Coordination & Integration of Care

(89 Performance Measures) (21 Performance Measures)

e Physical Health Care; e Care Management for Members ® Costs.
o Substance Abuse Disorder Services; Receiving HCBS Services;
e Mental Health Services; o Special Study: HCBS-CAHPS Survey; Access to Care
e Healthy Life Expectancy; e Care Management for Members (26 Performance Measures)
e HCBS Waiver; with 1/DD; e Provider Network — GeoAccess;
e Long Term Care: Nursing Facilities (NF); * Member Survey: CAHPS; o Member Survey: CAHPS;
e Member Surveys; ¢ Member Survey: Mental Health e Member Survey: MH;
e Provider Survey; Survey (MH); e Member Survey: SUD;
e Grievances; * Member ST SULEEGEE L e Provider Survey;
o Special Study: HCBS-Consumer Assessment D|sorder Survey (SUD); e Grievances;
of Healthcare Providers & Systems (CAHPS) *® Provider Survey. e Special Study: HCBS-CAHPS
Survey. Survey.

Efficiency of Care

Ombudsman Program (14 Performance Measures)
(2 Performance Measures) e Systems: Emergency & Hospital UCC Pool

Service Utilization; Timely
Resolution of Issues & Claims
Processing; Design innovations; DSRIP

o Member Surveys: CAHPS; MH; SUD. (4 Projects)

e Calls and Assistance.

Figure ES-3. Subcategories and Number of Performance Measures for KanCare Program Evaluation Categories

Evaluation Methodology

The evaluation methodology included baseline and cross-year comparisons, as well as assessment of
trends over time. For these comparisons, the first year of the KanCare demonstration, calendar year (CY)
2013, served as a baseline year. In some instances, 2013/2014 data were used as baselines. Also, for
some of the PMs, pre-KanCare data (multi-year data) were used as the baseline. Use of pre-KanCare
data as baselines was not considered appropriate where pre-KanCare and KanCare populations were too
different. In addition, analysis of PMs was also conducted by one or more of the stratified populations.

This area intentionally left blank
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2011 Pre-

2012 Pre-
KanCare
Year

KanCare
Year

2014
Quarterly
& Annual
Evaluation

2016
Quarterly
& Annual
Evaluation

2015
Quarterly
& Annual
Evaluation

2013
Quarterly
Evaluation

2017
Quarterly
& Annual
Evaluation

2018
Quarterly
& Annual
Evaluation

KanCare : KanCare KanCare
Demonstration I Evaluation Demonstration
Approved by 1 Design Extension for
CcMS 1 Approved Jan-Dec 2018
1 by CMS Approved by
1 cMs
|
---------- Baseline ---------- I---Baseline--
: ---------- Baseline ----------
I. __________________ I Final Evaluation l
1 January 2013 — December 2018 (Six-Year Period)
1

Pre-KanCare Medicaid
Program

Figure ES-4. KanCare Program Evaluation Timeline

In addition to the overall KanCare population, the evaluation was structured to identify any variability
among demographic groups (age groups, county type), the General Child (GC) population including Title
XIX (TXIX)/Medicaid and Title XXI (TXXI)/CHIP program members and Children with Chronic Conditions
(CCC) including TXIX/Medicaid and TXXI/CHIP program members, waiver services, providers, members
receiving MH services, SUD treatment and receiving NF services (wherever appropriate, and where data
were available). The evaluation process included assessment of quantitative and qualitative data and
outcome PMs; therefore, a variety of data sources were used to obtain data. The Kansas Department of
Health and Environment, Division of Health Care Finance (KDHE-DHCF), and the Kansas Department for
Aging and Disability Services (KDADS) provided data from the State tracking systems and databases. In
addition, the KanCare MCOs provided data for the evaluation (MCO reports) and the hospitals in the
DSRIP program provided project reports for review. Given the comprehensiveness of the State Quality
Strategy and required reporting and monitoring, most of the data were drawn from existing reports.

KanCare Demonstration Program

Statistical tests were applied to assess improvement in trends over time and comparison of
percentages/rates for the most recent and baseline years. For examining the pattern in the PMs (time
series data) over the six-year program period, trend analyses were conducted using Mantel Haenszel
Chi-Square test with p<.05 used for assessing statistical significance of the results. For comparisons with
the baseline, appropriate statistical tests such as Fisher’s Exact and Pearson Chi-Square tests were
applied with p<.05 used to determine the statistical significance of the comparison results. When
appropriate, absolute improvement in percentage points was examined by comparing
percentages/rates for the most recent year as per availability of data with the baseline. Several PMs
were based on standardized Healthcare Effectiveness Data and Information Set (HEDIS) data; therefore,
these measures were also compared to the National Committee for Quality Assurance (NCQA) Quality
Compass (QC) percentiles. Similarly, several measures based on the CAHPS Surveys were also compared
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to the NCQA QC percentiles. For some PMs, where inferential statistical testing could not be done,
comparisons were based on descriptive data and assessment of absolute differences was conducted
without applying statistical testing. In the report, if the rates for measures remained consistently high or
low in the appropriate direction throughout the evaluation period, then they were identified and
labelled as “maintained.”

A Special Study, 2019 Kansas HCBS—CAHPS Survey, examines the quality and care coordination/access
aspects among beneficiaries receiving home and community based long-term services and supports
through the KanCare Program. In the fall of 2018, KFMC contracted with Vital Research (VR) to conduct
this survey study using the standard HCBS CAHPS Survey instrument developed by CMS for state
Medicaid programs. In addition to the standard sections of the survey, KFMC and KDADS opted to
include the Supplemental Employment Module about the participant’s employment status, whether
he/she has a job coach, their experience with this job coach, etc. At the time of preparation of this
report, the data collection for the survey was still in progress with completion of in-person interviews
with 194 respondents (target sample 400). For this report, the preliminary data were reviewed and
summarized.

Final KanCare Program Evaluation Key Findings
The key findings obtained from the review of the evaluation design categories and subcategories are
presented here.

Highlights of the Overall Findings for Eight Evaluation Categories

For the final evaluation, a total of 154 PMs addressing six subcategories, and information related to the
remaining two subcategories (UCC Pool and DSRIP), were monitored to assess improvement in the
KanCare program. The evaluation results showed that out of these 154 PMs, 113 PMs were either
improved or maintained in appropriate direction over the evaluation period contributing to the impact
of different aspects of the program in achieving its goals and objectives. In addition, two categories, the
UCC Pool Program and DSRIP through its four projects also strengthened the KanCare program. The
assessment of some of the PMs also indicated that certain aspects of the program need improvement.
Efforts are needed to improve these areas to enable the KanCare program model to achieve its goals of
providing efficient and effective health care services to all beneficiaries to its highest extent.

The highlights of the positive results and areas of opportunity for each subcategory are summarized
below. Recommendations based on these results of the final evaluation are also included to assist the
State and MCOs to further strengthen the positive aspects of the program as well as to develop and
implement strategies to address areas of opportunities.

The evaluation results have also provided insights related to the policy implications and provided an
opportunity to suggest recommendations for other states that are interested in a similar approach for
their demonstration program.

The number of PMs in each evaluation category that showed improvement or were maintained during
the evaluation period contributing to the impact of different aspects of the program are presented in
Figure ES-5.

Kansas Foundation for Medical Care, Inc. Page ES-5



KanCare Final Evaluation Report: 2013-2018
Executive Summary
April 26, 2019

Quality of
Care
64/89
Measures

DSRIP
4 Projects

Integrataion
of Care

KanCare
Program
113/154

Measures

Cost of Care
2/2
Measures

Efficiency of Access to

Care Care
10/14 21/26
Measures Measures

Ombudsman
Program
2/2
Measures

Figure ES-5. Improved/Maintained Measures for the Eight Evaluation

Categories

Highlights of the Findings for the Subcategories of the Eight Evaluation Categories
Results showing positive improvement over time, as well as areas of opportunities based on the
assessment of the PMs for the subcategories of each evaluation category are summarized below.

Highlights of the Positive Results Based on the Final KanCare Evaluation

Quality of Care

The following two hypotheses were evaluated to assess the improvement in the quality of care provided

to KanCare beneficiaries and its contribution to the related goal and performance objectives (Goal 2;

Objectives 1, 2, 3 and 4):

e By holding MCOs to outcomes and PMs, and tying measures to meaningful financial incentives, the
State will improve health care quality and reduce costs; and

e The State will improve quality in Medicaid services by integrating and coordinating services and
eliminating the current silos between PH, BH, and LTSS.

The eighty-nine PMs addressing eight subcategories and information related to the ninth subcategory
(Grievances) were monitored to assess the improvement in the quality of care received by KanCare
program beneficiaries (Figure ES6). Information for the Grievance subcategory showed improvements
made in data collection and in addressing grievances. The preliminary results for the tenth subcategory
(Special Study: HCBS-CAHPS Survey) are included in the Results section of the report. Out of the eighty-
nine PMs assessed for the eight subcategories, sixty-four PMs were improved or maintained during
the evaluation period.
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Figure ES-6. Improved/Maintained Measures for the Quality of Care Subcategories

Physical Health: The data for the eighteen HEDIS measures related to PH care were available for the

five-year period. Several PMs showed statistically significant improvements in the trends over time and

in the rates for the most recent year compared to the baseline. The results are summarized below.

e Statistically significant improvements were seen in the trends over time for thirteen out of the
eighteen PMs. These include:

o Annual dental visits among members ages 2—20 years (ADV);

o Adult BMI assessment among members ages 18 years and older (ABA);

o Weight assessment and counseling for nutrition and physical activity including weight
assessment/BMI, counseling for nutrition and counseling for physical activity for children/
adolescents ages 3—17 years (WCC). This PM has three components. All three components
showed increasing trends and higher rates in the recent year compared to the baseline;
Follow-up after hospitalization for mental illness, within seven days of discharge (FUH);
Adolescent well care visits (ages 12-21 years) (AWC);

Well-child visits in third, fourth, fifth and sixth year of life (ages 3—6 years) (W34);

Well-child visits in the first 15 months of life (3 visits, 4 visits, 5 visits, 6 or more visits) (W15);
Controlling high blood pressure (CBP);

Comprehensive diabetes care (CDC). This PM is based on six metrics. The trend analysis and
comparison of rates in the most recent year with the baseline showed improvement in
appropriate directions for all six metrics;

o Appropriate testing for children with pharyngitis (CWP);

o Medication management for people with asthma (MMA);

O O O O O O
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o Annual monitoring for patient on persistent medications (MPM); and

o Appropriate treatment for children with upper respiratory infection (URI).

Statistically significant improvements were also seen in the trends for most of the age groups.
Statistically significant higher rates in the most recent year compared to the baseline were seen for
fourteen out of the eighteen PMs. These include all thirteen PMs described above. In addition, a
statistically significant high rate in the most recent year compared to the baseline was also seen for
follow-up care for children prescribed Attention Deficit Hyperactivity Disorder (ADHD) medication
(initiation phase and continuation and maintenance phase). Similar results were also seen in most of
the age groups for these PMs.

The rates above 80% were seen in the most recent year for four PMs:

o Adults’ access to preventive/ambulatory health services (AAP);

o Adult BMI assessment among members ages 18 years and older (ABA);

o Annual monitoring for patient on persistent medications (MPM); and

o Appropriate treatment for children with upper respiratory infection (URI).

Substance Use Disorder (SUD) Services: The National Outcome Measurement System (NOMS) data for
the five PMs related to SUD Services were available from 2012—-2018. Although only one PM related to
SUD services showed improvement in the trend over time, several PMs remained high throughout the
evaluation period reflecting the quality of care provided to the members receiving SUD services. The
results are summarized below:

Statistically significant improvement was seen in the trend over time, as well as a higher rate in the

most recent year compared to the baseline for one out of the five PMs. This includes:

o The number/percent of members receiving SUD services whose employment status was
improved or maintained.

Though, no statistically significant improvement in the trends was seen, the rates were consistently

high and maintained for the following three PMs throughout the six-year period:

o The number and percent of members receiving SUD services whose living arrangements
improved;

o The number and percent of members receiving SUD services whose criminal justice involvement
improved; and

o The number and percent of members receiving SUD services whose drug and/or alcohol use
decreased.

Mental Health (MH) Services: The NOMS data for the six PMs related to MH Services among adults with
SPMI and among youth with Serious Emotional Disturbance (SED) were available from 2012-2018. In
addition, two proxy measures related to the identification of adults with SPMI and youth with SED
receiving MH services were assessed in place of two PMs for increased access to MH services as data for
these initial PMs were not available. The results for the six measures are summarized below:

Statistically significant improvements were seen in the trend over the six-year period for two out
of six PMs. These include:

o The number and percent of youth with SED with improvement in their residential status;

o The number and percent of KanCare members utilizing inpatient MH services.

Consistently maintained rates in appropriate directions for three measures throughout the
evaluation period were seen;

o The number and percent of youth with SED with improvement in their residential status (>80%);
o The number and percent of youth with SED who maintained their residential status (>98%);

o The number and percent of KanCare members utilizing inpatient MH services (<0.3%).
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Healthy Life Expectancy: This subcategory was assessed by examining 27 PMs related to health literacy,
and prevention and treatment/recovery aspects among the child (GC and CCC) and adult populations
(21 CAHPS Survey PMs). The prevention and treatment/recovery aspects were assessed among the
members with schizophrenia (one HEDIS PM), and among members with Serious Mental lliness (SMI),
I/DD, and Physically Disabled (PD) (five HEDIS-like PMs). Several of the CAHPS PMs for the child and
adult populations were consistently high throughout the five-year period showing high quality of care
received by KanCare beneficiaries during this period. The higher rates were also seen in the most
recent year compared to the baseline for three PMs among members with SMI, I/DD, and PD. The
results are summarized below:

Significantly improved trends over the five-year period for four health literacy PMs among the child

populations were seen. These include:

o Didyou and a doctor or other health provider talk about specific things you could do to prevent
iliness (in your child)?

o How often did your child’s personal doctor explain things about your child’s health in a way that
was easy to understand?

o How often did your child’s personal doctor listen carefully to you?

o When you talked about (your child) starting or stopping a prescription medicine, did a doctor or
other health provider ask you what you thought was best for you (your child)? (CCC population
only, 2015-2018)

Significantly improved rates for two health literacy PMs in 2018 compared to the baseline among

the child populations were seen:

o How often did your child’s personal doctor explain things in a way that was easy for your child to
understand?

o How often did your child’s personal doctor listen carefully to you? (CCC only)

Significantly improved trends over the five-year period in four health literacy and

prevention/treatment PMs among the adult population were seen:

o How often did your personal doctor listen carefully to you?

o Do you now smoke cigarettes or use tobacco: every day, some days, or not at all?

o If you smoke every day/some days, how often was medication recommended or discussed by a
doctor or health provider to assist you with quitting smoking or using tobacco?

o If you smoke every day/some days, how often did your doctor or health provider discuss or
provide methods and strategies other than medication to assist you with quitting smoking or
using tobacco?

Significantly improved rates for three health literacy and prevention/treatment PMs in 2018

compared to the baseline among the adult population:

o How often did your personal doctor listen carefully to you? (Higher rate compared to baseline)

o If you smoke every day/some days, how often did your doctor or health provider discuss or
provide methods and strategies other than medication to assist you with quitting smoking or
using tobacco? Examples of methods and strategies are: telephone helpline, individual or group
counseling, or cessation program. (Higher rate compared to baseline)

o Do you now smoke cigarettes or use tobacco: every day, some days, or not at all?
(Lower/improved rate compared to baseline)

Though no statistically significant improved trends were seen, the consistently high rates for some

health literacy and prevention/treatment PMs among child and adult populations throughout this

period reflected high quality of care received by KanCare beneficiaries. These PMs include:

o When you talked about your child starting or stopping a prescription medicine, did you and a
doctor or other health provider talk about the reasons you might want to take a medicine?
(Child; >93%, 2015-2018)
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o How often did your child’s personal doctor explain things in a way that was easy for your child to
understand? (Child; > 91%)
o How often did you have your questions answered by your child's doctors or other health
providers? (Child; >89%)
o When you talked about (your child) starting or stopping a prescription medicine, did a doctor or
other health provider ask you what you thought was best for you? (GC; > 80%, 2015—-2018)
o Inthe last six months, how often did your personal doctor explain things in a way that was easy
to understand? (Adult; >91%)
o When you talked about starting or stopping a prescription medicine, did you and a doctor or
other health provider talk about the reasons you might want to take a medicine? (Adult; >91%)
e Consistently high rates were seen for one prevention PM and remained throughout the five-year
period among the PD, 1/DD, and SMI populations:
o Adults’ access to preventive ambulatory health services (>94%).
¢ The two metrics for the Comprehensive Diabetes Care PM (treatment/recovery PM based on five
metrics) remained consistently high during the evaluation period in the members among PD, 1/DD,
and SMI populations:
o HbA1lc testing (>84% throughout the five years);
o Maedical attention for nephropathy (>87% in most recent years).
e Higher rates in the most recent year compared to the baseline were seen for three prevention and
treatment/recovery PMs in the members among PD, I/DD, and SMI populations:
o Breast Cancer Screening (2016 compared to 2014);
o Cervical Cancer Screening (2017 compared to 2014);
o Comprehensive Diabetes Care (for 3 metrics: 2017 compared to 2013; for two metrics: 2015
compared to 2013).

HCBS Waiver Services: Three PMs were assessed to examine the quality of the HCBS waiver services
provided to the I/DD, PD, Frail Elderly (FE), Traumatic Brain Injury (TBI), Technical Assistance (TA), SED
and Autism waiver populations. The results are summarized below:

e Higher percentages for three PMs in the most recent year compared to the baseline were seen:

o Number of KanCare members receiving PD, TBI, or /DD waiver services who are participating in
the WORK program (2017-2018);

o Percent of waiver participants whose service plans address their assessed needs and capabilities
as indicated in the assessment — six out of seven waiver types (I/DD, PD, FE, TBI, TA and Autism)
(2016-2017); and

o Percent of waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan — six out of seven waiver types (I/DD, PD, FE, TBI, TA and
SED) (2016-2017).

e High percentages were seen in the most recent year for two PMs:

o Waiver participants (I/DD, PD, FE, TA and SED) who received services in the type, scope, amount,
duration, and frequency specified in the service plan — above 80% for five out of the seven
waiver types.

o Waiver participants (PD, FE, TA and SED) whose service plans address their assessed needs and
capabilities as indicated in the assessment — above 80% for four out of the seven waiver types.

Long Term Care — Nursing Facilities (NFs): Four PMs assessed the quality of care for NFs.

e A statistically significant reduction in the trend over the six-year period (2012-2017), as well as a
lower percentage in the most recent year compared to the baseline (2012) for one PM was seen:
o The percentage of Medicaid NF claims denied by the MCO.
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e Animproved number in the most recent year compared to the baseline was seen for one PM:
o Person-Centered Care Homes as recognized by the Promoting Excellent Alternatives in Kansas
(PEAK) program in the MCO network.
e Consistently lower percentages for one PM throughout the six-year period were seen:
o Percentage of NF members who had a fall with a major injury.

Member Surveys: Seventeen PMs related to member perception of provider treatment of the child and
adult populations (CAHPS Survey), member perception of MH provider treatment (MH Survey), and
member perception of SUD services (SUD Survey) were assessed.

CAHPS Survey: The 2014-2018 data for six Child and six Adult CAHPS Survey PMs were assessed. The

results are summarized below:

e Improved trends occurred over the five-year period for the rates of five out of six PMs for the
member perception of provider treatment measures among the GC population; four out of the six
PMs for the CCC population; and one out of the six PMs among the adult population. The results
are described below:

o High rating (rating of 8, 9, or 10) for all health care received by the child in last six months.

(Gc/cca)

How often did your child's personal doctor show respect for what you had to say? (GC/ CCC)

How often did your child's personal doctor spend enough time with your child? (GC/CCC)

High rating (rating of 8, 9, or 10) for the child’s personal doctor. (GC)

High rating (rating of 8, 9, or 10) for the specialist most often seen for the child. (GC)

High rating (rating of 8, 9, or 10) for the child’s health plan. (CCC)

Among the adult population — high rating (rating of 8, 9, or 10) for the health plan.

¢ Improved rates for one PM in the most recent year compared to the baseline among the child
population:

o How often did your child's personal doctor spend enough time with you (your child)? (CCC)

e The rates for all six PMs were consistently high (>80%) throughout the five years for both the GC
and CCC populations indicating member satisfaction. For two of these PMs, the rates were above
90%.

e The rates for four of the six PMs were consistently high (>80%) throughout the five years for the
adult population indicating member satisfaction. For two of these PMs, the rates were above 90%.
o A high rating (rating of 8, 9, or 10) for the personal doctor. (around 80%)

o A high rating (rating of 8, 9, or 10) for the specialist most often seen. (above 83%)
o How often did your personal doctor show respect for what you had to say? (>91%)How often
did your personal doctor spend enough time with you? (>88%)

O O O O O O

MH Survey: The 2011-2018 data for eight MH survey PMs among the Adult, Youth, and SED Waiver
youth and young adult populations were assessed. The results are summarized below:
e The rates for three PMs showed statistically significant improved trends or improved rates
compared to the baseline:
o My mental health provider spoke with me in a way that | understood. (SED Waiver Youth, ages
12-17, youth responding)
o |, not my mental health provider, chose my treatment goals. (SED Waiver and General Youth,
ages 12-17, youth responding)
o Asadirect result of the services | received, | am better able to do things | want to do. (Improved
2018 compared to baseline— Adults)
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e The following measures showed consistently high rates (>90%) over the evaluation period, although

there was no statistically significant improvement:

o | helped to choose my child’s treatment goals/l, not my mental health providers, decided my
treatment goals. (293.1% — SED Waiver Youth and Young Adults, family/member responding)

o My mental health provider spoke with me in a way that | understood. (90.0% to 96.3% — Adults
and General Youth, ages 12-17)

o | have people | am comfortable talking with about my child’s problems. (>90.4% — Youth (ages
0-17), family responding)

e The following PMs showed consistently maintained rates throughout the evaluation period without

statistically significant improvement over time:

o If I had other choices, | would get services from my mental health providers. (285.0% — Adults)

o R, not my mental health providers, decided my treatment goals. (>78.0% — Adults)

o Asaresult of the services | received, | am better at handling daily life/As a result of the services
my child and /or family member received, my child is better at handling daily life:
= Rates were 285.3% — General Youth (ages 12-17), youth responding
= Rates were 279.6% — SED Waiver Youth (ages 12—-17), youth responding
= Rates were 277.8% — Youth (ages 0—17), family responding

o Asadirect result of the services my child and/or family received, my child is better able to do
things he or she wants to do. (280.0% during the evaluation period; however, the most current
rate was lower than the baseline (2011 and 2012) — Youth (ages 0-17), family responding)

o | felt comfortable asking questions about my treatment and medication. (>85.9% and greater
than 90% in four of six years — Adults)

o | have people | am comfortable talking with about my child’s problems. (287.7% — SED Waiver
Youth and Young Adults, family/member responding)

o My mental health providers helped me obtain information | needed so that | could take charge
of managing my illness. (282.7% — Adults)

o Asadirect result of the services | received, | am better able to control my life. (>74.8% — Adults)

o | helped to choose my child’s treatment goals. (> 90.5% - Youth, family responding)

SUD Survey: Member perceptions of SUD services were assessed by three PMs based on the SUD Survey
guestions. The SUD surveys were conducted by the MCOs on an annual basis from 2014 through 2017.
The results are summarized below:
e The rates for all three measures were above 80% throughout the four-year evaluation period:
o Members rated the quality of services received from their counselor consistently high (>88%)
from 2014 through 2017.
o Members highly rated (>87%) their counselors involving them in decisions about their care as
very good/good throughout the four-year period.
o Throughout the four years, a high rate of members responded they were feeling much better or
better since beginning treatment (>84%).

Provider Survey: The Quality of Care aspect of the Provider Survey subcategory was assessed by
examining one PM. The data were for varying time periods from the MCOs. Results summarized below:
e Two of the three MCOs had statistically significant higher rates of providers' perception of their
commitment to high quality care.
o Amerigroup had a significantly higher rate of providers (general and BH) being very or
somewhat satisfied with the MCO’s commitment to high quality of care for their members, in
2018 compared to 2014.
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o Sunflower had a statistically significant improvement in general provider satisfaction with the
MCQO’s commitment to high quality care, in 2017 compared to 2014 (unable to compare 2018).

Grievances: The MCOs report grievances by category through quarterly Grievance and Appeal reports

(GAR), as well as in the quarterly STC report through 2016. Due to MCO inconsistencies and grievance

mis-categorizations, as well as the State’s report improvements and definition clarifications, baseline to

current comparisons are not possible. Available results are summarized below:

e Generally, around 8% to 15% of grievances appear to be related to quality of care.

o KDHE has focused efforts on improvements in reporting templates, grievance category details,
clarifications and training to MCO staff, addressing internal and External Quality Review
Organization (EQRO) reviews/recommendations to improve reporting consistency.

Special Study — 2019 Kansas HCBS—CAHPS Survey — Quality Aspect: Survey: At the time of preparation
of this evaluation report, the data collection for the survey was still in progress. The Quality of Care
aspect of the beneficiaries’ experience receiving their home and community based long-term services
and supports was based on three PMs. The preliminary findings are included in the Results section of the
report.

Coordination and Integration of Care

The following hypothesis was evaluated to assess the improvement in the coordination and integration

of care provided to KanCare beneficiaries and its contribution to the related goal and performance

objectives (Goal 1; Objectives 2 and 3):

e The KanCare model will reduce the percentage of beneficiaries in institutional settings by providing
additional HCBS and supports to beneficiaries that allow them to move out of an institutional setting
when appropriate and desired.
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to the sixth subcategory (care
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Care Management for Members Receiving HCBS Services: The descriptive data for the five PMs were

assessed for the final evaluation. Three PMs remained maintained over time and had higher rates for

the most recent year compared to the baseline. The results are summarized below:

e The percentages were maintained for the three PMs throughout the evaluation period and the
percentages for the most recent year were higher compared to the baseline:

o Percent of the HCBS Waiver participants who had assessments completed that included
physical, behavioral, and functional components to determine their needs — six out of seven
waiver types (I/DD, PD, FE, TBI, TA, and Autism) (2016-2017);

o Percent of the HCBS Waiver participants with documented change in needs whose service plans
were revised, as needed, to address the change — four out of seven waiver types (I/DD, FE, TA,
and Autism) (2016-2017);

o Percent of the HCBS Waiver participants, ages 20 and older, with adults’ access to
preventive/ambulatory health services (2013-2016);

o Percent of HCBS Waiver participants, ages 2-20, with an annual dental visit (2013-2016); and

o Percent of the HCBS Waiver participants, ages 18 and older, with ED visits (2013-2016).

e High percentages were seen in the most recent year for the three PMs:

o Percent of HCBS Waiver participants who had assessments completed that included physical,
behavioral, and functional components to determine their needs — five out of the seven waiver
types (1/DD, PD, FE, TBI, and TA) (>88%);

o Percent of HCBS Waiver participants with documented change in needs whose service plans
were revised, as needed, to address the change — two out of the seven waiver types (TA and
SED) (>82%); and

o Percent of the HCBS Waiver participants, ages 20 and older, with adults’ access to preventive/
ambulatory health services (>91%).

Special Study — 2019 Kansas HCBS—CAHPS Survey — Coordination and Integration of Care Aspect: The
Coordination and Integration of Care aspect of the beneficiaries’ experience was based on five PMs. The
preliminary findings are included in the Results section of the report.

Care Management for Members with Intellectual/Developmental Disability (I/DD): While people using
I/DD services came into the KanCare program on January 1, 2013 for all non-HCBS services, their long-
term services and supports were initially carved out. The State was able to offer a voluntary pilot project
for I/DD members and preparation began in July 2012 with KDADS’ assembly of the |/DD Advisory
Committee. KDADS launched the KanCare Pilot Project for persons with I/DD during the spring of 2013.
Over 500 individuals receiving services through the HCBS Waiver and approximately 25 service providers
volunteered to be enrolled in the KanCare I/DD Pilot Project. The Project’s primary objective was to
prepare the I/DD population being served by the HCBS I/DD Waiver for full inclusion in KanCare by
January 1, 2014. Successes of the I/DD pilot project are as follows:
e Infrastructure and Processes included:

o The I/DD Pilot Advisory Committee.

o Increased shared understanding through frequent and varied methods of communication and

education among Consumers, MCOs, |I/DD providers, and State Agencies.

o Collaborative determinations of services, the service delivery model and workflows.

o Development and testing of billing processes.
e Lessons Learned and Improvements included:

o Lesson learned during Pilot testing of the billing/claims systems resulted in improvements.
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o Continued use of the Kansas Medical Assistance Program (KMAP) system for front-end billing as
well as allowing billing through the MCO web portals.

o Extended existing plans of care to allow sufficient time for MCOs to load authorizations and
develop integrated service plans.

o Each MCO developed and posted billing guides.

Quality:

o There were no major service delivery interruptions for members receiving I/DD services while

participating in the Pilot Project.

Access to complex case staffing and MCO Value-Added services.

Integration of PH, BH, and LTSS services.

Continued Targeted Case Management/Manager (TCM) services.

Service delivery and related assessment/tiering remained a responsibility of the Community

Developmental Disability Organizations (CDDOs), Community Service Providers (CSPs), and

TCMs.

O O O O

Member Survey — CAHPS Survey: Nine PMs related to the members perception of the providers
treatment for the child and adult populations (CAHPS Survey), were assessed. The 2014-2018 data for
fifteen child and adult CAHPS Survey questions were examined to assess these nine PMs. The child PMs
were assessed in both the GC and CCC populations. The rates for seven out of nine PMs were improved
or remained high during the evaluation period. The results are summarized below:

Improved trends over the five-year period in the rates of the three PMs were seen (two in the GC

and one in the CCC populations):

o Inthe last six months, how often did you get an appointment (for your child) to see a specialist
as soon as you needed? (GC)

o How often was it easy to get the care, tests, or treatment you (your child) needed? (GC)

o Did anyone from your child's health plan, doctor's office, or clinic help you get your child's
prescription medicines? (CCC)

Improved rates for the three PMs in the most recent year compared to the baseline among the

child populations were seen (one in both and two in the CCC population):

o Did anyone from your child's health plan, doctor's office, or clinic help you get your child's
prescription medicines? (GC/CCC)

o Did you get the help you needed from your child's doctors or other health providers in
contacting your child's school or daycare? (CCC)

o Does your child's personal doctor understand how these medical, behavioral, or other health
conditions affect your child's day-to-day life? (CCC)

Though, no statistically significant improvement was seen in the trends over the five-year period for

most of the measures among child and adult populations, the rates for these measures were

consistently high throughout this period. High rates were maintained throughout showing high

satisfaction of the members with these aspects:

o How often did your (child's) personal doctor seem informed and up-to-date about the care you
(your child) got from these doctors or other health providers? (GC/CCC; >80%)

o Did you get the help you needed from your child's doctors or other health providers in
contacting your child's school or daycare? (GC/CCC; > 91%)

o Does your child's personal doctor understand how these medical, behavioral, or other health
conditions affect your child's day-to-day life? (GC/CCC; > 91%)

o Does your child's personal doctor understand how these medical, behavioral, or other health
conditions affect your family's day-to-day life? (GC/CCC; > 88%)
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o How often was it easy to get prescription medicines for your child through his or her health
plan? (GC; >93%)

o Inthe last six months, how often did you get an appointment (for your child) to see a specialist
as soon as you needed? (CCC; > 83%)

o How often was it easy to get the care, tests, or treatment you (your child) needed? (CCC; >91%)

o How often did your personal doctor seem informed and up-to-date about the care you got from
these doctors or other health providers? (Adults; >82%)

o Inthe last six months, how often did you get an appointment to see a specialist as soon as you
needed? (Adults; >81%)

o How often was it easy to get the care, tests, or treatment you (your child) needed? (Adults; >
87%)

Member Survey — MH Survey: The two PMs related to the perception of Care Coordination for
members receiving mental health services among the Adult, Youth, and SED Waiver Youth and Young
Adult populations were assessed. These PMs were based on the questions from the MH surveys
conducted from 2011 to 2018. The subgroups, General Youth and SED Waiver Youth (ages 12—-17 youth
responding) and SED Waiver Youth and Young Adults (family/member responding) were assessed 2011
through 2017; and the Youth (ages 0-17, family responding), and Adult subgroups were assessed 2011
through 2018. The rates of both PMs were improved or maintained over time. The results are
summarized below:

e  Statistically significant improvement in the trends over time (2011 to 2017) and (2013 to 2017) for
one out of two measures in the SED Waiver Youth (ages 12-17), youth responding, survey
subgroup population — | was able to get all the services | thought | needed.

e The following measure showed a statistically significant decrease and subsequent increase when
comparing the most recent year to the baseline (2011 and 2012 respectively):

o Adults — | was able to get all the services | thought | needed.

e In 2018, rates for one out of two measures were improved compared to the baseline rate among
the SED Waiver Youth (ages 12-17, youth responding), and SED Waiver Youth and Young Adults
(family/member responding), survey subgroup populations:

o My family got as much help as we needed for my child. (<79.3% during the evaluation period —
SED Waiver Youth and Young Adults, family/member responding)

Member Survey — SUD Survey: The two PMs related to member perceptions of SUD treatment were
assessed to examine the improvement in Coordination of Care among members using SUD services.
These PMs were based on the SUD Survey questions related to counselors requesting releases of
information. The survey was a convenience survey administered in May through August in 2017 through
face-to-face interviews, mail, telephone, and provider-initiated at time of visit/treatment. One of the
two PMs showed improvement. The results are summarized below:
e One PM improved to greater than 80% in 2015 and was maintained through the most recent
evaluation period:
o Has your current counselor asked you to sign “release of information” forms to allow the
counselor to share information with other SUD counselors seen by the member.

Provider Survey: The Coordination of Care aspect of the Provider Survey subcategory was assessed by

examining three PMs. The data were available for varying time periods from the MCOs. The results are

summarized below:

e Amerigroup had a statistically significant improvement in the rate of providers (general and BH
providers in one survey) being very or somewhat satisfied with the MCO’s pre-certifications and/or
authorizations in 2018 compared to 2014.
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Cost of Care

The following hypothesis was evaluated to .
Improved Rates Compared to Baseline
assess the cost of care aspect of the KanCare

program and its contribution to the related goal eComparison of Pre-KanCare and KanCare Service
and performance objectives (Goal 3; Objective Utilization for all nine services showed improvement in
4 and 5): an appropriate direction (increased utilization for six
. services and decreased utilization for three services);and
* By holding MCOs to outcomes and PMs, *The “Per Member Per Month (PMPM) Service
and tying measures to meaningful financial Expenditures” for the most recent year increased for four
incentives, the State will improve health out of the six populations compared to the baseline

year.

care quality and reduce costs.

The two PMs addressing one subcategory were Figure ES-8. Improved/Maintained Measures for the
monitored to assess the cost of care aspect of Cost of Care Subcategory

the KanCare program. Both PMs assessed for the subcategory were improved during the evaluation
period. The results are summarized in Figure ES-8.

Costs: Results for the two PMs are summarized below:

e Comparison of Pre-KanCare and KanCare Service Utilization for all nine services showed
improvement in an appropriate direction.

o Increased utilization for six services (positive result): Non-Emergency Transportation; Home
and Community Based Services; Vision; Dental; Primary Care Physician; and Pharmacy.

o Decreased utilization for three services (positive result): Inpatient Hospitalization; Non-
Emergency Outpatient visits; and Emergency Room Outpatient visits.

e The “Per Member Per Month (PMPM) Service Expenditures” for the most recent year (2017)
increased for four out of the six populations compared to the baseline year (2013): Children and
Families; Waiver Services; Long Term Care; and Aged, Blind, Disabled — Supplemental Security
Income (SSI) and Medically Needy populations.

Access to Care

The following hypothesis was evaluated to assess the improvement in the access to care provided to the

KanCare beneficiaries and its contribution to the related goal and performance objectives (Goal 4;

Objectives 1, 2, 3, 4 and 5):

e The State will improve quality in Medicaid services by integrating and coordinating services and
eliminating the current silos between PH, BH, and LTSS.

The twenty-six PMs addressing six subcategories were monitored to assess the improvement in the
access to care received by KanCare program beneficiaries. Out of the twenty-six PMs assessed for the
six subcategories, the twenty-one PMs were improved or maintained during the evaluation period.
The results are summarized in Figure ES-9. The preliminary results for the Special study: HCBS—CAHPS
Survey are reported in the Results section of the report.
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Figure ES-9. Improved/Maintained Measures for the Access to
Care Subcategories

Provider Network — GeoAccess: The data for the seven PMs related to this subcategory were available

for varying time periods (2013—-2018, 2013-2017, and 2014-2018). The four PMs and their components

had shown improvement over time and in the most recent year compared to the baseline. Due to the

changes the State required the MCOs to make in provider network reporting and caveats related to the

MCO and vendor descriptions of the survey sampling, methodology, survey conclusions, and

comparisons to prior year survey results, results summarized here should be interpreted cautiously. The

results are summarized below:

e Five out of seven PMs had components of the measure that improved/maintained throughout the
evaluation period.

e One out of seven PMs showed 100% compliance each year of the evaluation period.

e Positive results seen over time included:

o

The BH provider type had 100% access during the evaluation period and 2012 (pre-KanCare) for
all the 105 counties in Kansas.

There was a 28% average increase in the number of BH providers in 2013 to 2018.

Incorrectly included records, duplicate entries, or apparent/presumed duplicate entries in
Network Provider reporting, have decreased to 0.25%.

The largest increase in both number of providers and provider locations since 2013 were for the
provider types Physical Therapy, Obstetrician/Gynecologist, Podiatry, and Gastroenterology, and
Podiatry had one of the largest increases in number of providers.

Since 2012, access to provider specialties has improved for members who were residents of any
of the Frontier, Rural, and Densely-Settled Rural (Non-Urban) counties.

Fifteen of 29 provider types in Urban and Semi-Urban counties and 16 of 29 Non-Urban counties
had a decrease in the percent not within access standards.

All members who were residents of any of the 16 Urban/Semi-Urban counties had access to at
least one provider in all provider types in 2012 (pre-KanCare) and since 2013 by at least one
MCO.
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o  When comparing 2013 to 2017, two MCOs had at least two providers in all 105 Kansas counties
for most of the HCBS services.

o Ofthe 14 1/DD provider services, in 2017, most of them had 2 or more providers in 2100 Kansas
counties from all three MCOs.

o For provider after-hours access surveys completed 2013 through 2018, the average rate of
compliance was 84.6%.

o Overall, from 2016 to 2018, for the appointment availability access standards reported by all
three MCOs, most rates ranged from 74.9%—100%.

Member Survey — CAHPS Survey: Four PMs assessed the member experience with appointment

availability among the child (GC and CCC) and adult populations. The 2014-2018 data for eight Child and

Adult CAHPS Survey questions were examined to assess these four PMs. The rates for all four PMs were

improved or remained high during the evaluation period. The results are summarized below:

e Statistically significant improvements in the trends over time for two out of four PMs in the GC
population, and for one out of four PMs in the CCC population were seen. These include:

o Inthe last 6 months, when you (your child) needed care right away, how often did you (your
child) get care as soon as you (he or she) needed? (GC)

o How often was it easy to get the care, tests, or treatment you (your child) needed? (GC)

o How often did you get an appointment (for your child) to see a specialist as soon as you
needed? (CCC)

e High rates for four PMs were seen during 2014-2018 among the child populations. These include:

o Inthe last 6 months, how often did you get (when you made) an appointment for a check-up or
routine care for your child at a doctor's office or clinic (how often did you get an appointment)
as soon as your child needed? (GC/CCC; >90%)

o Alnthe last 6 months, when your child needed care right away, how often did you (your child)
get care as soon as he or she needed? (GC; >93%)

o How often was it easy to get the care, tests, or treatment you (your child) needed? (CCC; >91%)

o How often did you get an appointment (for your child) to see a specialist as soon as you
needed? (CCC; >83%)

e High rates for four PMs were seen during 2014-2018 among the adult population. These include:

o Inthe last 6 months, when you needed care right away, how often did you get care as soon as
you needed? (>86%)

o Inthe last 6 months, how often did you get (when you made) an appointment for a check-up or
routine care at a doctor's office or clinic (how often did you get an appointment) as soon as you
needed? (>82%)

o How often was it easy to get the care, tests, or treatment you needed? (>87%)

o How often did you get an appointment to see a specialist as soon as you needed? (>81%)

Member Survey — MH Survey: The seven PMs related to the perception of access to MH services among
the Adult, Youth, and SED Waiver youth and young adult populations were assessed. These PMs were
based on MH surveys conducted from 2011 to 2018. The rates for all seven PMs were improved or
maintained over time. The results are summarized below:
o Three PMs showed a statistically significant improvement in the trends over the six-year and
seven-year period and improved rates in 2018, compared to the baseline (2012 and 2013):
o Adults — | was able to see a psychiatrist when | wanted to.
o Adults and SED Waiver Youth (ages 12—17), youth responding — | was able to get all the services |
thought | needed.
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o Youth (ages 0-17), family responding, and SED Waiver Youth and Young Adults, family/member
responding — Medication available timely.

e Two PMs showed high rates (>90%) during the evaluation period — Medication available timely:

o Rates above 90.3% — Adults
o Rates above 90.9% — SED Waiver Youth and Young Adults, family/member responding

e The rates for five PMs were maintained during the evaluation period:

o Services were available at times that were good for me (convenient for us/me). (Adults; General
Youth (ages 12—-17), youth responding; Youth (ages 0—17), family responding; SED Waiver Youth
(ages 12-17), youth responding; and SED Waiver Youth and Young Adults, family/member
responding)

o My mental health providers returned my calls in 24 hours. (Adults)

My mental health providers were able to see me as often | as felt it was necessary. (Adults)

o | was able to get all the services | thought | needed/My family got as much help as we needed
for my child. (Youth (ages 0-17), family responding; General Youth (ages 12—-17), youth
responding; and SED Waiver Youth and Young Adults, family/member responding.)

o During a crisis, | (my family) was able to get the services | (we) needed. (Adults; Youth, family
responding; and SED Waiver Youth and Young Adults, family/member responding)

(0]

Member Survey — SUD Survey: The five PMs related to member perceptions of SUD treatment were
assessed for the improvement in access to care among members using SUD services. These PMs were
based on the seven SUD Survey questions. The rates for four out of the five PMs were improved or
maintained in recent years. The results are summarized below:
o High rates (90%) were seen for one PM for most of the years during the evaluation period:
o How satisfied are you with the time it took you to see someone? ("Very satisfied" and "Satisfied"
responses)
e Maintained rates in appropriate directions for four PMs were seen for most of the years during the
evaluation period (>83% for three PMs and <20% for one PM):
o Thinking back to your first appointment for your current treatment, did you get an appointment
as soon as you wanted? (Yes responses)
o How satisfied are you with the time it took you to see someone? ("Very satisfied" and "Satisfied"
responses)
o Isthe distance you travel to your counselor a problem or not a problem? ("Not a Problem"
responses)
o Were you seen within 24 hours, 24 to 48 hours, or did you have to wait longer than 48 hours?
(“longer than 48 hours” responses)

Provider Survey: The access to care aspect of the Provider Survey subcategory was assessed by
examining one PM based on a survey question asking providers to rate their “satisfaction with
availability of specialists.” The data were available for varying time periods from the MCOs. Statistically
significant higher rates in most recent years compared to the baseline were seen for two MCOs. The
results are summarized below:
e The statistically significant higher rates in most recent years compared to the baseline were seen
for two MCOs.
o In 2018, Amerigroup providers had a significantly higher rate of satisfaction with the availability
of specialists compared to 2014 (p<.05).
o Sunflower BH provider survey respondents had a significantly higher rate of satisfaction in 2017
compared to 2015 (p<.05).
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Grievances: Available results are summarized below:

e Generally, around 3% to 10% of grievances appear to be related to access to care.

e KDHE has focused efforts on improvements in reporting templates, grievance category details,
clarifications and training to MCO staff, addressing internal and EQRO reviews/ recommendations to
improve reporting consistency.

Special Study — 2019 Kansas HCBS—CAHPS Survey — Access to Care Aspect: Survey: The access to care
aspect of the beneficiaries’ experience receiving their home and community based long-term services
and supports was based on two PMs. The preliminary findings are included in the Results section of the
report.

Ombudsman Program

The following hypothesis was evaluated to assess the improvement in the access to care provided to the

KanCare beneficiaries and its contribution to the related goal and performance objectives (Goal 4;

Objectives 1, 2, 3,4 and 5):

e The State will improve quality in Medicaid services by integrating and coordinating services and
eliminating the current silos between PH, BH, and LTSS.

The two PMs addressing one subcategory, “Calls and Assistance” were monitored. These PMs showed

improvement over time. The infrastructure and capacity of the office was also improved.

Calls and Assistance: The following progress over time was seen:

e Improved Infrastructure and Capacity:

o Increased number of staff and trained volunteers to fulfill the responsibilities of the
Ombudsman’s Office; Training of the volunteers;

o Improved data tracking system to collect information on PMs;

o Improved reporting on number and types of contacts, inquiries by waiver type, and tracking of
time to response to the inquiry by the Ombudsman Office and other entities.

e Number of initial contacts tracked in most recent year were higher than initial years.

e The most frequent type of issues/inquiries received in five years (2014-2018) were related to the
“Medicaid Eligibility Issues” including Medicaid General Issues/Questions, Medicaid Eligibility
Questions, Medicaid Application Assistance, and Medicaid Information/Status Update. For the types
of issues for which data were available for each of the five years, a decline in frequency was seen
over time for “Billing Issues,” “Medical Services,” and “Pharmacy.”

e In 2018, the Ombudsman Office responded to 86% of the 4,484 contacts within the two business
days, whereas it responded to 72% of the 3,672 contacts within two business days in 2017 (an
improvement by 13.7 percentage points in 2018 compare to 2017).

Efficiency of Care

The following hypothesis was evaluated to assess the improvement in the efficiency of care provided to

the KanCare beneficiaries and its contribution to the related goal and performance objectives (Goal 4;

Objectives 1, 2, 3, 4 and 5):

e The State will improve quality in Medicaid services by integrating and coordinating services and
eliminating the current silos between PH, BH, and LTSS.
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The 14 PMs addressing the subcategories were
monitored to assess the improvement in the
efficiency of care received by KanCare program
beneficiaries. Out of the 14 PMs assessed for
the subcategories, the 10 PMs were improved
or maintained during the evaluation period.
The results are summarized in Figure ES-10.

Systems

7/11
Measures

Efficiency of
Care
10/14
Measures

Systems: The subcategory included focus areas:
Utilization - the assessment of the service
utilization through Emergency Department (ED)
visits, inpatient admissions and inpatient
readmissions within 30 days of discharge;
Process Timeliness - assessment of the timely
resolution of grievances, customer service
inquiries and claims processing; and System
Design Innovations. The 11 measures were
monitored for the first two focus areas. The data
for the 11 PMs related to Systems were available
for varying time periods. Several performance
measures had improvement overtime in the most recent year compared to the baseline and trending
across years. The results are summarized below:

e Service utilization through ED visits, inpatient admissions and inpatient readmissions within 30 days
of discharge:

o The following measure showed considerable improvement in the most recent year (2017)
compared to the baseline (2014):
=  HCBS and MH ED Visits (including dual eligible members) — TBI and MH
o The following measures maintained over the four-year period (2014 through 2017):
= HCBS and MH ED Visits (including dual-eligible members) — All KanCare Members, Total
Waiver Populations (TBI, FE, I/DD, and PD), and FE and I/DD Waiver members;
= HCBS Inpatient Admissions — All KanCare Members, Total Waiver Populations (TBI, FE, I/DD,
and PD), and the four individual waivers (TBI, FE, /DD, and PD); and
=  HCBS Readmissions within 30 days of Discharge — All KanCare Members, Total Waiver
Populations (TBI, FE, I/DD, and PD), FE, I/DD, and PD Waiver members

o Timely resolution of grievances, customer service inquiries and claims processing: Member and
provider inquiries were consistently resolved within the timeliness standards of 95% within two
business days and 98% within 5 business days. Grievance resolutions were routinely resolved at
rates above the required 98% within 30 days. Processing of non-clean claims consistently met the
standard of 99% within 60 days.

e System Design Innovations: The programs included Health Homes, DSRIP — Expansion of Patient
Centered Medical Homes (PCMH) and Neighborhoods, Patient Centered Medical Homes, the
Comprehensive Primary Care Plus project, Practice Redesign Initiatives, Health Information
Exchange (HIE) and Telehealth and Telemedicine. The information for these programs is described in
the Results section of the report.

Figure ES-10. Improved/Maintained Measures for the
Efficiency of Care Subcategories

Member Surveys — CAHPS: One PM related to the member experience with the health plan’s customer
service among the child (GC and CCC) and adult populations was assessed. The 2014-2018 data for two
guestions from the child and adult CAHPs Surveys were examined to assess this PM. The rates for the
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PM (positive responses) were consistently high throughout the evaluation period. The high rates
throughout this period indicated high satisfaction of the members. The results are summarized below:
e The rates among both the child (GC and CCC) and the adult populations remained high and
maintained throughout the five-year period (Percent of “Always/Usually” Responses):
o Among the GC population, rates were above 83% — In the last 6 months, how often did your
(child's) health plan's customer service give you the information or help you needed? Among the
CCC population, rates were > 82% — In the last 6 months, how often did your (child's) health
plan's customer service give you the information or help you needed?
o The rates were 2 80% — In the last 6 months, how often did your (child's) health plan's customer
service give you the information or help you needed?

Member Survey — MH Survey: One PM related to the adult members’ perception of the mental health
provider returning their calls in 24-hours was assessed. This PM was based on MH surveys conducted
from 2011 to 2018 among KanCare members who received one or more MH services in the prior six-
month period of each survey year. The rates for this PM were consistently maintained and were high
throughout the six-year evaluation period (2013—2018) and pre-KanCare (2011 and 2012). The results
are summarized below:
e For Adult members, the rates were consistently maintained over the six-year period (2013-2018),
ranging from 79.6% in 2016 to 86.4% in 2018 (most recent year).

Member Survey — SUD Survey: One PM related to the members’ experience with clear communication
from the counselor (rating of the counselor on communicating clearly with the member) was assessed.
The PM was based on one SUD Survey question. The rates for this PM were consistently high
throughout the four-year period indicating high satisfaction with SUD services provided to them
through the KanCare program. The results are summarized below:
e High rates for the members’ positive experiences with counselors’ communication were maintained
throughout the four-year evaluation period (287%).
o How well does your counselor communicate with you? (Percent of "Very well" or "Well"
responses).

Uncompensated Care Cost Pool (UCC Pool)

The UCC Pool permits payments from the State to hospitals based on the uncompensated cost of
furnishing services to Medicaid and uninsured individuals. The UCC Pool funding is based on historical
costs. UCC Pool payments increased from $20,568,567 in CY2012 to $41,026,795 in CY2013. This
increase was partially due to a change in Kansas Statute 65-6208 to increase Health Care Access
Improvement Program (HCAIP) funding implemented at the start of the FY2013. UCC Pool payments
ranged from $40,698,530 to $40,983,780 in subsequent years.

Delivery System Reform Incentive Program (DSRIP)

The Goal of DSRIP is as follows:

To advance the goals of access to services and healthy living by specifically focusing on incentivizing
projects that increase access to integrated delivery systems and projects that expand successful models
for prevention and management of chronic and complex diseases.

The Kansas DSRIP program, launched in 2015, includes two major hospital systems, Children’s Mercy
Hospital and Clinics (CMH) and the University of Kansas Health Systems (UKHS). UKHS implemented two
projects within the “prevention and management of chronic and complex diseases” focus area, while
CMH implemented one project from each focus area. CMH projects include the Beacon Program and
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Expansion of Patient Centered Medical Homes and Neighborhoods (PCMH). UKHS projects include STOP
Sepsis (Standard Techniques, and Procedures for Sepsis) and SPARCC (Supporting personal Accountability
and Resiliency for Clinic Conditions). Each project contains Infrastructure Milestones (Category 1),
Process Milestones (Category 2), Quality and Outcome Milestones (Category 3), and Population Focused
Metrics (Category 4). Several improvements and accomplishments were noted in all Category Metrics
and are summarized in Figure ES-11.

Infrastructure (Category 1) Process (Category 2) Quality (Categories 3 and 4)

*STOP Sepsis participation. *STOP Sepsis Case Reviews. eStatistically significant
*STOP Sepsis data submissions. eSepsis training modules. imprpvemepts in two STOP
*SPARCC participation. *SPARCC train-the-trainer Seps?|s.metr|c's. -
eBeacon registries and order sets modules via You Tube, Zoom and *Statistically significant
B . finf i ' Telehealth. improvement in two Beacon
eBeacon's use of information. :
i Program metrics.
technology for Consultation. *PCMH Learning &
- Collaboratives/Webinars. eTwo Beacon rates greater than
eBeacon and PCMH Recognitions. . ) 80% for four vears
«PCMH On-line M Board *PCMH Collaborative Service ° VRIS,
n-ine _essage oard. Agreements. *One STOP Sepsis rate greater
*PCMH Community Engagement *PCMH Competency Checklist. than 80% for three years.

Resource Application.

*PCMH Integrated Database
Platform.

Figure ES-11. Improvements in DSRIP Metrics

Highlights of the Opportunities for Improvement Based on the Final KanCare Evaluation

Quality of Care

Physical Health: Declining trends over time were seen for a couple of the HEDIS PMs along with

consistent low rates for one of these and three other PMs, indicating areas of improvement.

e Decreasing trends for two out of eighteen PMs were seen. These included:

o Adults’ access to preventive/ambulatory health services (AAP); and
o Initiation and engagement in alcohol or other drug dependence treatment (IET).

e The consistently low rates for Initiation and engagement in the treatment for alcohol or other drug
dependence (IET) were seen throughout the evaluation period (Initiation in treatment <40%;
Engagement in treatment <16%).

e No change in trends over time, as well as the low rate in the most recent year compared to the
baseline was seen for Prenatal and Postpartum Care (<70%); Chlamydia screening in women ages
16-24 years (<47%); and Follow-up care for children prescribed ADHD medication, both initiation
phase and continuation and maintenance phase (<57%).

eFour CMH Category 4 rates

*PCMH Engagement.
greater than 90%.

Compensation Scoring Model.

Substance Use Disorder (SUD) Services: Opportunity for improvement was seen for a couple of the SUD

services PMs as no improvement in the trend along with consistently low rates throughout the

evaluation period were seen for one PM and consistently low rates for another PM. These include:

e No improvement in the trend over time, as well as consistently low rates over time were seen —
Percentage of the members receiving SUD services attending self-help meetings.

e Rates remained <50% overtime — Percentage of members receiving SUD services whose
employment status was improved or maintained (rates remained <50% overtime).
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Mental Health (MH) Services: Opportunity for improvement was seen for the following three PMs:

A statistically significant decline in trend over time — Percent of youth with SED who maintained
their residential status.”

Consistently lower rates without showing any significant change in the trends over time — Percent of
adults with SPMI who were competitively employed (<17%).

Statistically significant declining trends over time and significantly lower rates in the most recent
year compared to the baseline — Percent of adults with SPMI who were homeless at the beginning of
the reporting period that were housed by the end of reporting period.

Healthy Life Expectancy: Opportunity for improvement was seen for two PMs in the child populations,
six measures in the adult population, one measure among members with schizophrenia, and three PMs
among members with SMI, I/DD, and PD. These include:

Health literacy measures showing average/low rates during 2015—-2018 among the child population:

o Rates were below 34% in the GC population and below 54% in the CCC population — Did you and
your child's doctor or other health provider talk about starting or stopping a prescription
medicine for your child?

o Rates were below 78% in the GC population and below 82% in the CCC population — When you
talked about your child starting or stopping a prescription medicine, did you and a doctor or
other health provider talk about the reasons you might not want your child to take a medicine?

Health literacy measures showing average/low rates during 2014-2018 among the adult population:

o Rates were below 72% — Did you and a doctor or other health provider talk about specific things
you could do to prevent illness?

o Rates were below 55% (2015-2018) — Did you and a doctor or other health provider talk about
starting or stopping a prescription medicine?

o Rates were below 82% (2015-2018) — When you talked about starting or stopping a prescription
medicine, did a doctor or other health provider ask you what you thought was best for you?

The prevention/treatment measures among adults showed consistently lower rates:

o The rates for receiving influenza vaccine not only remained low throughout this period, but also
did not show any improvement over time.

o Adeclining trend in the percentage of members who were current smokers (smoked every
day/some days) was seen; however, as shown by these percentages, about one-third of the
Medicaid adult population were current smokers.

o In addition, the rates for two measures related to the health providers efforts for assisting these
current smokers with the cessation treatment remained low throughout the five-year period.
Thus, efforts needed to be focused on the improvement of the rates for these measures.

No statistically significant change in trends over time and consistently low rates — Diabetes

monitoring for people, ages 18—64 years, with diabetes and schizophrenia (SMD).

Consistently average/low rates throughout the evaluation period for three prevention PMs and

three metrics of the treatment PM assessed among members among PD, I/DD, and SMI populations:

o Breast Cancer Screening (<52%);

o Cervical Cancer Screening (<53%);

o Immunization rate for Combination 2 Vaccine (25.3%).

o Comprehensive Diabetes care metrics — Eye Exam — Retinal (below 68%); HbAlc Control
<8.0% (below 47%); Blood Pressure Control <140/90 (below 61%).
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HCBS Services: Opportunity for improvement was seen for two PMs assessing HCBS waiver services
quality of care. These include:
e Average/low percentages were seen throughout the evaluation period:
o Percent of waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment — in three out of the seven waiver types (I/DD: <78%;
TBI: £77%; and Autism: £37%); and
o Percent of waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan — two out of the seven waiver types (TBI: <77%; and
Autism: <38%).

Long Term Care —NF: Opportunity for improvement was seen for one PM assessing the quality of long-

term care provided by nursing facilities. This includes:

e Increased rate in the most recent year compared to the baseline — Members discharged from a NF
who had a hospital admission within 30 days.

Member Surveys: Opportunity for improvement was seen for the following PMs:

CAHPS Survey:

e Average rates throughout the five-year period were seen for one PM assessing members perception
of provider treatment among the adult population:

o High rating (rating of 8, 9, or 10) for all health care received in last six months — rates were
between 73% and 75% throughout the five-year period.

MH Survey:
e The following measures showed lower rates (<81%) throughout the evaluation period indicating an
opportunity for improvement:

o Rates were £79.3% — Adults — As a direct result of the services | received, | am better able to
deal with a crisis.

o Rates were £75.9% — SED Waiver Youth and Young Adults, family/member responding — As a
result of services | received, | am better at handling daily life/As a result of the services my child
and /or family member received, my child is better at handling daily life.

o The following measure showed lower rates throughout the evaluation period, and the most recent

rate was comparable to the baseline rate (2012):

o Rates were £73.5% during the evaluation period — SED Waiver Youth and Young Adults,
family/member responding — As a direct result of the services my child and/or family (1)
received, my child is (I am) better able to do things he or she wants (I want) to do.

SUD Survey:
e Although high ratings of counselors as very good/good over the evaluation period were seen, there

was a significant decrease in 2017 compared to 2014.

Provider Survey: The following opportunities for improvement were seen:

e Although Sunflower had significant improvement, only around half of their General providers
responded they were satisfied with Sunflower’s commitment to high quality care for their members.

e Less than half of UnitedHealthcare’s General providers responded they were satisfied with the
MCQO’s commitment to high quality care, and there was not a significant change in 2017 compared
to 2014.
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Grievances: The following opportunity for improvement was seen:
e Ongoing attention to MCOs’ accuracy and consistency in categorization of grievances, as well as
reconciliation of data between reports is warranted.

Coordination and Integration of Care

Care Management for Members Receiving HCBS Services: Opportunities for improvement were seen

among two PMs assessing care management among members receiving HCBS services. These include:

e Average/low percentages were seen throughout the evaluation period for the following PMs:

o For five out of seven waiver types (I/DD, PD, FE, TBI, and Autism) — Percent of HCBS Waiver
participants with documented change in needs whose service plans were revised, as needed, to
address the change; and

o Percent of HCBS Waiver participants, ages 2—20, with annual dental visits (<54%).

e Average/low percentages were seen throughout the evaluation period for two out of seven waiver
types (SED and Autism) — Percent of HCBS Waiver participants who had assessments completed that
included physical, behavioral, and functional components to determine their needs.

e Autism Waiver type — The Percent of HCBS Waiver participants with documented change in needs
whose service plans were revised, as needed, to address the change were consistently very low in
last four-years (<16%).

Member Surveys — CAHPS: Opportunity for improvement was seen for two PMs related to the
members’ perception of care and treatment:
e Average rates among both child populations:

o Rates were between 54.2% and 58.2% throughout the five years — Did anyone from your child's
health plan, doctor's office, or clinic help coordinate your child's care among these different
providers or services?

o Rates were between 54.1% and 63.2% throughout the five years — Did anyone from your child's
health plan, doctor's office, or clinic help you get your child's prescription medicines?

Member Surveys — MH: The following measure showed a statistically significant decreasing trend over

the six-year period and a reduction in the 2018 rate when compared to baseline (not statistically

significant):

e Adults — | was encouraged to use consumer-run programs (support groups, drop-in centers, crisis
phone lines, etc.).

The following measure showed lower rates over the evaluation period, and the most recent rate was

comparable to the baseline but higher:

e Rates were £79.3% during the evaluation period — SED Waiver Youth and Young Adults,
family/member responding — My family got as much help as we needed for my child.

Member Surveys — SUD: Opportunity for improvement was seen for two PMs related to the member

perceptions of SUD treatment.

e Rates for the PM related to the coordination of care between the SUD counselor and the primary
care provider were at or below 70% throughout the four-year evaluation period.

e  Only around two-thirds of SUD survey respondents indicated they had a primary care provider.

Provider Survey: The following opportunities for improvement were seen:
o  While each MCO survey included the same question related to coordination of care, there were
differences in the provider population inclusion among the MCOs that impacted the ability to

Kansas Foundation for Medical Care, Inc. Page ES-27



KanCare Final Evaluation Report: 2013-2018
Executive Summary
April 26, 2019

compare between MCOs. Statistical significance testing was appropriate for certain time-periods for
individual MCOs.

e Rates of General provider satisfaction with obtaining pre-certifications/authorizations for Sunflower
and UnitedHealthcare were <50% across included measurement years.

Cost of Care

Costs: The following opportunities for improvement were seen:

e The PMPM service expenditures for the most recent year for two populations (pregnant women and
other) decreased.

Access to Care

Provider Network — GeoAccess Measures: The following opportunities for improvement were seen:

e The largest decrease seen was for the provider type Optometry for the number of providers and
provider locations; Neonatology and Nephrology, have a higher number of Non-Urban counties with
0% access.

e Most of the Non-Urban counties without access are for the provider types Neonatology, Physical
Medicine/Rehab, Plastic Reconstructive Surgery, Gastroenterology, Podiatry, and Pulmonary
Disease; Urban counties were without access to Plastic & Reconstructive Surgery, and Neonatology.

e There is a wide gap in reporting of availability of TBI-related services.

e The HCBS service, Speech Therapy — Autism Waiver and the I/DD provider service, Supported
Employment Services had the lowest number of Kansas counties with 2 or more providers.

e Improved reporting is needed for Provider After-hour Access and Annual Provider Appointment
Standards Access.

Member Surveys — CAHPS: Though, rates for all the measures seen in the most recent year among the
adult population were above 82%, further improvement could be achieved indicating an opportunity for
improvement in the future.

Member Surveys — MH: The following measure showed a statistically significant declined rate in 2018
compared to baseline (2011):
e Adults — I was able to get all the services | thought | needed.

Member Surveys — SUD: The following opportunities for improvement were seen:

e Up to one-fifth of members were placed on a waiting list with about two in five members having to
wait three weeks or longer;

e Although satisfaction remained above 80% in 2017, there was a significant decrease compared to
baseline in satisfaction with getting an appointment as soon as the member wanted.

o 10% to 19% had to wait longer than 48 hours to see a counselor for an urgent appointment.

Provider Survey: The following opportunities for improvement were seen:
o Sunflower’s and UnitedHealthcare’s General and BH providers’ satisfaction with availability of
specialists remained below 50% in the most recent measurement year.

Grievances: The following opportunity for improvement was seen:
e Ongoing attention to MCOs’ accuracy and consistency in categorization of grievances, as well as
reconciliation of data between reports is warranted.
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Ombudsman Office Program

Calls and Assistance: The following opportunities for improvement were seen:

e Timeliness in response to the contacts can be improved further in the future.

e Collection of information on the timely complete resolution of the inquiries by the Ombudsman
Office and other appropriate entities.

Efficiency
Systems: The following opportunities for improvement were seen:

e The following utilization measure showed a slight increase in rates in the most recent year (2017)
compared to the baseline (2014). The goal is to decrease the rate for this measure:
o  HCBS and MH ED Visits (including dual eligible members) — PD Waiver members
o  While rates for most of the subgroups in all three measures were maintained throughout the
evaluation period, there is opportunity to further improve (reduction in rates) the rates in all
subgroups.
e While the four process timeliness metrics not meeting 100% requirements had rates over 99%,
exploration of the reasons standards were not met is warranted to identify whether a system
improvement is needed.

Member Surveys: The following opportunities for improvement were seen:

CAHPS Survey: Though, rates for the measure in the most recent year among the child and adult
populations were above 81%, further improvement could be achieved indicating an opportunity for
improvement in the future.

MH survey: Opportunities for improvement were not seen.

SUD Survey: The members’ ratings in 2017 for how well their SUD counselor clearly communicated was
significantly lower (p<.05) than in 2014.

UCC Pool
Opportunities for improvement were not seen.

DSRIP:
e Lessons Learned and Areas for Improvement are as follows:

o During selection and planning of the project, more fully address the adequacy of the projected
number of project participants and consider contingency plans for participant recruitment
strategies, project interventions and project participant (providers and patients) withdrawals
mid-project, to improve project success.

o Dedicate more time up front to the development of clear measures and plans for data collection
and analysis to improve consistency and accuracy of reported results.

o Explain reasons for data changes over time, being as specific as possible (e.g., recalculating after
allowance for claim lag, identifying an error in an Excel formula, etc.). After allowance for claims
lag or other known data lags, past analysis and reported results should be set and saved, with no
further recalculations allowed.

Recommendations for the State and MCOs Based on the Final KanCare Evaluation

Physical Health — HEDIS Measures (Quality of Care)

e  MCOs should pay attention to improving results for HEDIS measures that have been identified by
CMS as core quality measures, particularly where rates are average/low, and results were below the
25™ Quality Compass percentile in 2017.
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SUD Services — NOMS Data (Quality of Care)

e MCOs should explore opportunities for improvement in the two measures with low rates (<50%),
“members employed at time of discharge from SUD services” and “members receiving SUD services
attending self-help programs.”

Mental Health Services —- NOMS Data (Quality of Care)

e Future improvement efforts are needed for two measures that showed statistically significant
declining trends over time and significantly lower rates in the most recent year compared to the
baseline (adults with SPMI employed and adults with SPMI homeless at the beginning of the quarter
housed by the end of the quarter).

Healthy Life Expectancy (Quality of Care)

e MCOs should explore researched based strategies to improve the HEDIS rates for diabetes
monitoring for people with schizophrenia and diabetes (SMD) since the rates remained below 66%
during the evaluation period.

e Based on consistent average/low rates for the prevention and treatment/recovery measures (cancer
screening and adolescent immunizations) among the PD, I/DD, and SMI members, improvement
efforts are needed.

HCBS Waiver Services (Quality of Care)
e MCOs should focus on improvement efforts for members in the Autism Waiver due to the low rate
(37%) for the following measures:
o Percent of HCBS Waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment; and
o Percent of HCBS Waiver participants who received services in the type, scope, amount, duration,
and frequency specified in the service plan.

Long Term Care: Nursing Facilities (Quality of Care)

e Due to the statistically significant increase in the percentage of members discharged from a NF who
had a hospital admission within 30 days (most recent year compared to the baseline) improvement
efforts are needed to decrease the number of hospital admissions.

Care Management for Members Receiving HCBS Services (Care Coordination)

e MCOs should focus on improvement efforts for members in the Autism Waiver due to the low rate
(22%) for the measure “percent of HCBS Waiver participants percent of participants with
documented change in needs whose service plans were revised, as needed, to address the change.”

e MCOs should explore opportunities for improvement in the HEDIS-like measure for the annual
dental visits due to the rates remaining low (<54%).

Provider Network — GeoAccess (Access to Care)

e MCOs should revise, where appropriate, their GeoAccess mapping and specific counts of access to
be more to be more reflective of the members accessing the service (e.g., Obstetrician/Gynecologist
(OB/GYN) —include only females and neonatology — infants).

e The State should consider requiring the MCOs to include in GeoAccess mapping, the availability of
each currently unmapped HCBS provider service. At a minimum, the MCOs should provide a list of
counties with limited access to specific HCBS services (reported, as of 2018, by counts and not by
county names).

e The State follow up with the MCOs to clarify the availability of the TBI-related HCBS service
providers.
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e MCOs continue work to increase HCBS providers in Kansas counties where there are less than 2 or
more providers with emphasis on Adult Daycare and Speech Therapy — Autism Waiver and TBI
Waiver.

e MCOs continue work to increase I/DD providers in Kansas counties that do not have at least two
providers with emphasis on Supportive Employment Services, Wellness Monitoring, and Day
Support.

e MCOs should ensure their surveys have an adequate number of participants to achieve meaningful
and generalizable results wherever possible.

e MCOs should review and address in future reports KFMC’s questions raised regarding vendors’
processes and reports for Access related surveys.

e In contacting practices, appointment availability should be based on the provider in the random
sample and not based on availability from any of many providers in the practice.

e MCOs should follow up with all providers identified as non-compliant in after-hours access and
appointment availability, with priority attention to those who have been non-compliant in more
than one year.

e MCOs should include in their appointment availability surveys not only routine, urgent, and
emergent appointment access, but also, where applicable, pregnancy-related appointments by
trimester and high risk.

e For after-hours access and appointment availability surveys, the State should consider creating a
standardized report template and reporting tool and requiring the MCOs to have a more
standardized methodology.

Member Surveys: CAHPS Survey Measures (Quality of Care, Coordination of Care and Access to Care)

e MCOs should ensure their surveys have an adequate number of participants to achieve meaningful
and generalizable results wherever possible.

e MCOs should review and address in future reports KFMC'’s questions raised regarding vendors’
processes and reports for Access related surveys.

Member Surveys: MH Survey Measures (Quality of Care, Coordination of Care and Access to Care)
e Explore methods to increase positive results in the following performance measures for the
applicable survey subgroups:
a. SED Waiver Youth and Young Adults:
i. Better ability to handle daily life or control life; and do things they want to do. (Quality of
Care)
ii. The member/family feeling like they got as much help as they needed. (Access to Care)

b. Adults:
i. Being better able to deal with crisis (Quality of Care)
ii. Feeling like they decided their treatment goals (Quality of Care)
iii. Being able to see a psychiatrist when they want to (Access to Care)
iv. Explore ways to increase members being encouraged to use consumer-run programs
(support groups, drop-in centers, crisis phone line, etc.) and to ensure rates do not continue
to decline over time. (Coordination of Care).

Member Surveys: SUD Survey Measures (Quality of Care, Coordination of Care and Access to Care)

e Though there were high quality scores for SUD counselors, MCOs should monitor future rates and
assess the need for improvements, due to the significant decrease in 2017 quality scores compared
to 2014 (94.3%) (p<.05).
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e  MCOs should explore and implement methods to help ensure members receiving SUD services know
and access their primary care provider.

e MCOs should work with SUD counselors to increase their obtaining “releases of information” to
coordinate care with the primary care provider.

e MCOs should review areas of need based on the locations or regions that had members waiting
longer than 48 hours for an urgent appointment or were put on a wait list for an initial appointment.

Provider Survey Measures: (Quality of Care, Coordination of Care and Access to Care)

e MCOs should explore methods to increase providers’ satisfaction with the MCOs’ commitment to
high quality care for their members, and for obtaining pre-certifications/authorizations.

e MCOs should ensure their surveys have an adequate number of participants to achieve meaningful
and generalizable results wherever possible.

Grievances: Grievance Reporting Measures (Quality of Care and Access to Care)
e Continue to review MCOs’ accuracy and consistency in categorization of grievances, as well as
reconciliation of data between reports.

Systems (Efficiency)

e For all KanCare members, waiver populations (TBI, FE, I/DD, and PD), and members receiving MH
services, continue to look for ways to reduce HCBS and MH emergency ED visits, HCBS inpatient
admissions, and HCBS readmissions within 30 days of discharge.

Overall Recommendations

e The current list of the performance measures should be reviewed to identify a set of standard,
robust and comparable measures that have agreed-upon specifications/definitions and data
collection methodologies/strategies, as well as established data collection systems. This will assist in
implementing the program evaluation by conducting consistent and accurate monitoring of these
measures in an ongoing manner. This will help in identifying the patterns and continuous
assessment of the outcomes of the KanCare Program.

e The measures from the current list should also be identified that are still developmental in nature
and require further discussions for reaching a consensus on the valid specifications/definitions of
their numerators and denominators, identifying standard data collection methodologies/strategies,
as well as creating/improving data collection/tracking systems. These measures could be used for
the program evaluation later once agreed-upon definitions and data collection methodologies are
identified and a robust system to collect accurate data are available.

e Some of the subcategories within multiple evaluation categories, such as Grievances, should be
assessed by examining the measures that are more qualitative in nature. This will assist in classifying
the issues raised by the providers and beneficiaries into groups that can be further examined using
qualitative data analysis methods for identifying similar and dissimilar themes. This information will
help the state and MCOs to work on the broader system changes to improve the care provided to
the beneficiaries in addition to the resolution of day-to-day person-related issues. The trainings of
the MCO staff for application of the qualitative data analysis methods will be needed to obtain the
information on the qualitative themes from assessment of these PMs.

Interpretations, Policy Implications, and Interactions with Other State Initiatives

The State Quality Strategy — as part of the comprehensive quality improvement strategy for the KanCare
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program — as well as the Quality Assurance and Performance Improvement (QAPI) plans of the KanCare
MCOs, supported strong, high quality performance of the program. Kansas Medicaid long-range
planning, including the KanCare 2.0 Quality Strategy, was guided by information collected from KanCare
MCOs and State reporting, quality monitoring, onsite reviews and other KanCare contract monitoring
results; external quality review findings and reports; feedback from State and Federal agencies, the
KanCare MCOs, Medicaid providers, Medicaid members, and public health advocates.

The key aspects regarding the approach of the KanCare Program are highlighted in Figure ES-12.

Highlights of KanCare Program Approach

o Collaborative approach with KanCare MCOs, providers, policy makers, reviewers, and others.

e Establishment of the KDHE and KDADS Senior leadership committee jointly responsible for comprehensive oversight.

e The KanCare Steering Committee included the senior leadership, as well as program and quality managers from both
agencies, to initiate and review policies or program changes.

e Collaborative work with MCOs to provide ongoing guidance and program direction for reporting of PMs.

e Use of nationally standardized PMs reported by the MCOs for the KanCare program evaluation.

e Regular meetings with MCO staff, relevant cross-agency program management staff, and EQRO staff to work on
KanCare operational details to support the quality strategy and to ensure that quality activities were occurring
consistent with Section 1115(a) standard terms and conditions, the KanCare quality management strategy and
KanCare contract requirements.

o All products were distributed to relevant cross-agency program and financial management staff.

e The State engaged in extensive outreach and bi-directional communication through multiple avenues, including
routine and issue-specific meetings with a broad range of providers, associations, advocacy groups, consumers, and
other interested stakeholders.

e An extensive training program on Managed Care developed and provided by the State.

e The state required MCOs to convene Member Advisory Committees and conduct regular joint MCO provider trainings.

Figure ES-12. Summary of KanCare Program Approach

KanCare Program included MCO-led and State-led initiatives that provided insights for adoption of
strategies in the future. These initiatives are described in the Results section. A few examples of these
initiatives are presented in Figure ES-13 and ES-14.

Examples of the MCO-Led Initiatives

o Value-Added Benefits from each MCO, at no cost to the State. Examples: Adult Dental Care; Member Incentive
Program; Mail Order Over The Counter (OTC) benefit; and Comprehensive Medication Review; Pharmacy
Consultation; Rewards for Preventive Visits, Completion of Programs, and HealthCare Follow-up; Weight Watcher
Vouchers; and Pediatric Obesity Classes.

e MCO Performance Improvement Projects (PIPs) prescribed or approved by the State. Examples: Pre-diabetes (joint
MCO PIP); HPV vaccination (joint MCO PIP); and Well-child visit rates in the third, fourth, fifth and sixth years of life.

e Other MCO Programs/Initiatives. Examples: Community Health Workers; Transitioning youth services; Parent
Management Training — Oregon Model; Farmers Market vouchers; Smoking cessation programs; Disease
management programs.

e MCOs’ Value Based Provider Incentive Programs. Example include: Behavioral Health Incentive Program; Primary
Care Provider Incentive; and Value-based models in major urban, rural and frontier communities.

Figure ES-13. KanCare Program MCO-Led Initiatives
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Summary of State-Led Initiatives

e PCMH/Health Homes: 1) The DSRIP program has included a focus on PCMH through the two Children’s Mercy
Hospital projects; 2) The KDHE Health Home initiative provided care coordination services for KanCare members with
SMI and was effective July 2014 through June 2016; 3) A legislative proviso passed in 2018 directed KDHE to
implement a health homes program, OneCare Kansas. The program is scheduled to launch January 1, 2020.

Health Information Technology: Electronic Health Records. KDHE implemented the Kansas Medicaid EHR Incentive
Program (now called Promoting Interoperability Program) in early 2012. The program focuses on interoperability and
improving patient access to health information. Educational webinars and individual technical assistance are also
provided to clinicians through this program.

Health Information Technology: Telehealth and Telemedicine. In 2013, KDHE allowed certain mental health services
to be billed with a telemedicine modifier. In 2017, CMS created a new place of service code for telemedicine to be
used by the physician or practitioner furnishing telemedicine services from a distant site. In 2018, billing codes were
allowed for reporting synchronous (real-time) telemedicine services; procedures involve electronic communication
using interactive telecommunications equipment that includes, at a minimum, audio and video. Effective December
1, 2018, Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) may function as both the
originating site and distant site when furnishing services through telemedicine (Indian Health Centers were added in
spring 2019). This will improve access to quality health care in rural and frontier areas of the State.

Other Technological Improvements: A system upgrade to the Kansas Modular Medicaid System (KMMS) Provider
Enrollment Wizard was completed on December 31, 2018. With the system upgrade, all KanCare MCO enrollments
must now begin with KMAP and be entered through the Provider Enroliment Wizard. The upgraded Provider
Enrollment Wizard will support a bidirectional exchange of provider data between the MCOs and KMAP

Figure ES-14. KanCare Program State-Led Initiatives

The policies and processes developed in response to KanCare data or identified needs include:

o Smoking Cessation: Effective with dates of service on and after January 1, 2014, smoking cessation
products were covered by KMAP. In January 2017, a KMAP bulletin reminded providers of several
covered smoking cessation products. Effective with processing dates on or after May 15, 2017, and
retroactive to dates of service on and after October 1, 2016, providers could bill for smoking
cessation counseling for pregnant women when billed with certain other codes. Effective with dates
of service on and after July 1, 2018, cessation counseling became available as a Medicaid billable
service to all Medicaid populations.

e Children and Youth in KanCare and Foster Care: An issue was identified with the distribution of
KanCare membership cards upon entry into foster care due to the timing of transfers from
emergency placements to foster homes. The MCOs agreed to distribute two KanCare membership
cards. One card is sent to DCF and one to the Foster Home. The process for completing a “release of
information” to allow for sharing of information to the Foster Care contractor (DCF subcontractor
not considered the provider) was also developed, the MCOs developed and distributed a desk-aid
for the DCF contractors containing contact information by question/issue type.

Lessons Learned and Recommendations for Other States Interested in Implementing a
Similar Approach

Lessons learned from the KanCare Demonstration are summarized below. The State has considered

these lessons while designing KanCare 2.0 and the new MCO contracts.

e A considerable time and collaborative effort was needed among KDHE, KDADS, the MCOs, the EQRO
and other consultants to streamline and standardize measurement and reporting processes.

e Multiple revisions of the reports such as categorization of grievances and geo-access/provider
network reports are needed for increased standardization and reporting accuracy.
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e Complexity of the data, populations and measurement processes, discrepancies in measurement
analysis and reporting between MCOs and/or between remeasurements impacted the ability to
compare some results between years and to aggregate MCO data for overall program review.

e Although discrepancies and data issues are less likely with standardized measures, such as HEDIS
and CAHPS where NCQA certified vendors are used, issues can and did occur with applying State
specific requirements for population inclusion, stratification and reporting.

e The State and EQRO have concluded the number of required MCO reports and measurements was
too much to fully synthesize and likely not useful to the program management and evaluation.

e Concerns regarding MCO-provided care coordination were identified including member awareness
of a care coordinator, inability to contact care coordinator easily, high turnover, large caseloads and
lack of expertise among care coordinators to serve some specific populations.

e More MCO Provider Relations staff, particularly with increased direct provider contact, are needed.

Recommendations for other states interested in implementing a similar approach are included here:

e Provide multiple opportunities for bi-directional communication with MCOs, providers, consumers,
and related associations, to share and receive information.

e Offer multiple opportunities for training providers, consumers, stakeholders, MCO staff about the
program, background/history, populations served, services provided, etc.

e Require MCOs to conduct routine joint provider trainings.

e Encourage collaboration between MCOs and with other entities, such as Drug Utilization Review
Board, Foster Care Agencies, providers and other key entities.

e Require MCOs to convene Member Advisory Committees.

e Ensure Care Coordination has adequate local community presence.

e Require MCOs to have more key personnel, especially provider and member advocates, as well as
coordinators for specific populations or issues (EPSDT Coordinator, Foster Care Coordinator, etc.).

e Request the MCOs propose Value-Added services in their request for proposal (RFP) responses.

e Require MCOs to include plans for Value-Based Purchasing in their RFP responses.

e Require MCOs to use similar processes to increase understanding and decrease provider burden.

Ensure the information provided to members and providers are clear and easy to understand.

Make State expectations of the MCOs clear and well-known, such as for contract audits.

Build audit tool on the last one completed to ensure all previous concerns are addressed.

Readiness reviews for new MCOs are critical.

e Limit requirements for routine reports to those that will be routinely used for management and
oversight; link requested data more specifically to the State Quality Strategy.

e Use regularly established measures in the demonstration evaluation design.

e Develop a process for closing the loop on recommended/needed changes to help ensure identified
issues are appropriately handled and do not repeat over time.

e Establish a process for documenting and communicating changes to analytic methodologies, or
policies and procedures that impact measurement results and the appropriateness of comparisons
between subgroups and across measurement periods.

e Devote sufficient time up front to defining measures, developing analytic plans, ensuring clarity and
assessing MCOs’ interpretation of analytic methodologies to help limit subsequent analytic and
reporting revisions. Changes in methodology impact the ability to compare results over time, and
thus impact the ability to make conclusions regarding the program.

e Encourage collaboration between MCOs and with other State programs that work to improve similar
health concerns.

End of Executive Summary
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Introduction

This report presents the final evaluation findings and fulfills the requirements in Number 75(b) of the
Special Terms and Conditions (STCs) for the State of Kansas Medicaid section 1115(a) demonstration
proposal, entitled KanCare (Waiver Number: 11-W-00283/7) authorized under Section 1115(a) of the
Social Security Act. KanCare operates concurrently with the State’s section 1915(c) Home and
Community Based Services (HCBS) Waivers.

The Final 2013-2018 Evaluation Report is organized around the eight evaluation categories specified in

the KanCare approved Evaluation Design (Attachment A). The report includes following sections:

e Executive Summary: Provides a synopsis of the evaluation methodology and results.

e Background: The section provides the information about the KanCare demonstration.

e Evaluation Questions and Hypotheses: The section describes KanCare evaluation questions and
hypotheses.

e Evaluation Methodology and Methodological limitations: The section describes the KanCare
evaluation design, target and comparison populations, evaluation period, evaluation measures, data
sources, and analytic methods. The section also provides limitations to the study design, data
sources/collection, and analyses.

e Results: The section is organized around eight categories of the KanCare Evaluation Design and
provides data along with interpretations to show whether goals and hypotheses of the
demonstrations were achieved.

e Conclusions and Recommendations for the State and Managed Care Organizations (MCOs): The
section presents the conclusions about the evaluation results, outcomes, impacts and opportunities
for improvements.

e Interpretations, Policy Implications and Interactions with Other State initiatives; Lesson Learned
and Recommendations: The section discusses the KanCare demonstration within an overall
Medicaid context and long-range planning. The section also discusses lessons learned from the
KanCare demonstration and recommendations related to current strategies and future
opportunities.

Background Information

In 2011, the State of Kansas identified the need to reform the Kansas Medicaid program to control costs
and improve patients’ health and wellness outcomes. The need for this reform was deemed crucial due
to considerable increase in the program’s costs across all population groups served. During the period of
2000 through 2010, a growth in Kansas Medicaid costs at an annual rate of 7.4 percent was seen.! The
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reasons for escalating costs included increases in member enroliment, spending per person, and a
continuing increase in the number of older Kansans with an age acquired disability. In addition, the
Kansas Medicaid program had not previously focused on health and wellness outcomes. It was
determined that a focus on quality of care, improvement in health and wellness outcomes, increased
accountability in the services provided by the state, and investment in prevention, care coordination,
and evidence-based practice was needed. The need to address these focus areas was also corroborated
by the feedback provided by the public and stakeholders across the state.! The State determined that
short-term solutions such as provider rate cuts and tweaks of eligibility requirements could not address
the enormity of the issue over time.! Thus, to address these issues, the State developed a
comprehensive Medicaid reform plan. The goals of the reform plan included: 1) improving the quality of
care of Kansans receiving Medicaid; 2) controlling costs of the program; and 3) long-lasting reforms that
improve the quality of health and wellness for Kansans. To meet these goals, the State’s 1115(a)
Demonstration Waiver was designed. The cornerstone of this reform plan was “KanCare,” an integrated
care system, which focused on improving health outcomes for Kansans and controlling the escalating
Medicaid costs over time.!

On August 6, 2012, the State of Kansas submitted a proposal to the Centers of Medicare and Medicaid
Services (CMS) to seek Medicaid Section 1115(a) Demonstration Waiver authority, entitled KanCare, to
fundamentally reform Medicaid in Kansas with a focus to improve health outcomes and establish
financial responsibility. The request was approved by the CMS on December 27, 2012, effective from
January 1, 2013, through December 31, 2017.2

On August 19, 2013, the State submitted a request to CMS for an amendment to the KanCare
demonstration which included providing Long-term Services and Supports (LTSS) for individuals with an
intellectual or developmental disability (I/DD) through KanCare managed care plans HCBS—I/DD;
establishing a supplemental security income pilot program to support employment and alternatives to
Medicaid; and a change in the timeline for the Delivery System Reform Incentive Payment Program
(DSRIP) Pool.2 CMS approved the LTSS integration of the I/DD population on January 29, 2014, and
approved amendments to the HCBS I/DD Waiver in a letter dated February 3, 2014.3 CMS also approved
the DSRIP delay amendment on September 20, 2013.2 The State withdrew the proposed change
regarding establishing a supplemental security income pilot program to support employment and
alternatives to Medicaid on July 24, 2017.3

In July 2017, the State of Kansas requested, from CMS, a one-year extension of the current KanCare
demonstration, including the Uncompensated Care Cost (UCC) Pool and the DSRIP Program Pool for the
period of January through December 2018. The State did not request any changes to the demonstration
for the one-year extension period.? On October 13, 2017, CMS approved this extension request for the
period January 1, 2018 through December 31, 2018.* The final KanCare Evaluation described in this
report covers the time-period of six years, January 2013 through December 2018.

KanCare Section 1115(a) Demonstration Waiver Program Overview

The State of Kansas implemented the KanCare Section 1115(a) Demonstration Waiver program from
January 2013 through December 2018.

KanCare, an integrated managed care Medicaid program, serves the State of Kansas through a
coordinated approach. The goal of KanCare is to provide efficient and effective health care services and
ensure coordination of care and integration of physical and behavioral health services with each other
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and with HCBS. It is indicated by CMS, that states can reduce Medicaid program costs, as well as, can
have better management of the health services’ utilization by contracting with various types of the
MCOs for providing Medicaid program health care services to the beneficiaries.> State of Kansas decided
to contract with multiple MCOs to ensure: 1) provision of efficient and effective health care services to
the populations covered by the Medicaid and Children’s Health Insurance Program (CHIP) in Kansas; and
2) the coordination of care and integration of physical health (PH) and behavioral health (BH) services
with each other and with HCBS. Three MCOs, Amerigroup Kansas, Inc. (Amerigroup or AGP), Sunflower
Health Plan of Kansas (Sunflower or SHP), and UnitedHealthcare Community Plan of Kansas
(UnitedHealthcare or UHC), served the KanCare program from January 2013 through December 2018.2

KanCare operates concurrently with the State’s section 1915(c) HCBS Waivers and together provide the
authority necessary for the State to require enrollment of almost all Medicaid beneficiaries (including
the aged, people with disabilities, and some dually eligible individuals) across Kansas into a managed
care delivery system to receive state plan and waiver services. This represents an expansion of the
state’s previous managed care program, which consisted of HealthWave (managed care organization)
and HealthConnect Kansas (primary care case management), and provided services to children,
pregnant women, and parents in the state’s Medicaid and CHIP programs as well as carved out managed
care entities that separately covered mental health and substance use disorder (SUD) services.?

KanCare also includes a safety net care pool (also referred as UCC pool) to support certain hospitals that
incur uncompensated care costs for Medicaid beneficiaries and the uninsured, and to provide incentives
to hospitals for programs that result in delivery system reforms that enhance access to health care and
improve the quality of care. The UCC Pool consists of two sub-pools, the Health Care Access
Improvement Program Pool (HCAIP) and the Large Public Teaching Hospital/Border City Children’s
Hospital Pool LPTH/BCCH). The UCC Pool provides payments to hospitals to cover hospital costs of
uncompensated care provided to Medicaid-eligible or uninsured individuals.'2

KanCare also includes a DSRIP Program Pool, which aims to advance the goals of access to services and
healthy living by specifically focusing on incentivizing projects that increase access to integrated delivery
systems and projects that expand successful models for prevention and management of chronic and
complex diseases. Participating hospitals work with community partners statewide to implement
projects that have measurable milestones for improvements in infrastructure, processes, and healthcare
quality.>? The DSRIP program in Kansas includes two major hospitals, Children’s Mercy Hospital (CMH)
and Clinics and The University of Kansas Hospital (UKHS). The two hospital systems are major medical
service providers to Kansas and Missouri residents. Each hospital system is implementing two projects
selected from a catalog of five projects approved by CMS and the Kansas Department of Health and
Environment (KDHE) that target specific needs of Kansas residents who are receiving Medicaid services
or are uninsured. The Kansas DSRIP projects, originally planned to be implemented as four-year projects
from 2014 through 2017, are now three-year projects that began in 2015.2

During these six-year period, the KanCare demonstration was aimed to:
e Maintain Medicaid state plan eligibility;
e Maintain Medicaid state plan benefits;
e Allow the state to require eligible individuals to enroll in MCOs to receive covered benefits through
such MCOs, including individuals on HCBS Waivers, except:
o American Indian/Alaska Natives are presumptively enrolled in KanCare but will have the option
of affirmatively opting-out of managed care.
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e Provide benefits, including LTSS and HCBS, via managed care; and
e Create a UCC Pool to support hospitals that provide uncompensated care to Medicaid beneficiaries
and the uninsured.

Goals of KanCare Demonstration

The KanCare demonstration assisted the State’ goals to:

e Provide integration and coordination of care across the whole spectrum of health to include PH, BH,
and LTSS/HCBS;

e Improve the Quality of Care (QOC) Kansas Medicaid beneficiaries receive through integrated care
coordination and financial incentives paid for performance (quality and outcomes);

e Control Medicaid costs by emphasizing health, wellness, prevention and early detection as well as
integration and coordination of care; and

e Establish long-lasting reforms that sustain the improvements in quality of health and wellness for
Kansas Medicaid beneficiaries and provide a model for other states for Medicaid payment and
delivery system reforms as well.

KanCare Performance Objectives

The State, through an extensive public and stakeholder consultation process, also identified five KanCare

performance objectives and outcome goals to be reached through the comprehensive managed care

contracts. These objectives include the following:

e Measurably improve health care outcomes for members in the areas including: diabetes, coronary
artery disease, prenatal care, and BH;

e Improve coordination and integration of PH care with BH care;

e Support members’ desires to live successfully in their communities;

e Promote wellness and healthy lifestyles; and

o Lower the overall cost of health care.

Evaluation of KanCare Program Progress Over Six-Year Period

Quarterly and Annual Evaluation

Throughout the six-year period, the State has continually assessed and summarized the progress
towards demonstration goals and other successes achieved by the KanCare program. This assessment
was done on a quarterly and annual basis. The information included in the KanCare Program Quarterly
and Annual Reports was contributed by the External Quality Review Organization ([EQRO] Kansas
Foundation for Medical Care, Inc. [KFMC]) reports, MCO reports, and other quality assurance and
monitoring activities.>®

Final Six-Year Evaluation

In addition, a final evaluation of the KanCare program that covered the time-period of six years, January
2013 through December 2018, was conducted to measure the effectiveness and usefulness of the
demonstration as a model to help shape healthcare delivery and policy in state and national level. KFMC
has completed this final evaluation in accordance with the approved Evaluation Design.® KFMC has
presented the results of the final evaluation in this report. The methodology, results, conclusions, and
recommendations of this evaluation are described in the subsequent sections of this report.
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Evaluation Questions and Hypotheses

Under the terms of the KanCare Section 1115(a) demonstration, the State submitted a draft Evaluation
Design for the evaluation of the demonstration on April 26, 2013 for CMS approval. CMS provided
comments on the draft KanCare Evaluation Design on June 25, 2013. After discussing the comments
with CMS and gathering additional input from stakeholders, Kansas submitted the final KanCare
Evaluation Design to CMS on August 24, 2013. CMS approved the KanCare Evaluation Design on
September 11, 2013.2

After submission of the final KanCare Evaluation Design, Kansas began implementation of the
evaluation design as described in the approved document. Kansas contracted with KFMC to serve as the
independent evaluator for the KanCare demonstration.

Kansas has submitted updates on the progress related to the implementation of the KanCare
Evaluation Design in each of the quarterly and annual reports. Kansas also submitted to CMS a
revised KanCare Evaluation Design in March 2015, and CMS did not identify any concerns with this
revised KanCare Evaluation Design.2

Evaluation Questions/Hypotheses

To evaluate the progress towards and success in achieving the KanCare Goals and Performance

Objectives, the approved KanCare Evaluation Design included the following evaluation

questions/hypotheses:

1. By holding MCOs to outcomes and performance measures (PM), and tying measures to meaningful
financial incentives, the State will improve health care quality and reduce costs;

2. The KanCare model will reduce the percentage of beneficiaries in institutional settings by providing
additional HCBS and supports to beneficiaries that allow them to move out of an institutional setting
when appropriate and desired;

3. The State will improve quality in Medicaid services by integrating and coordinating services and
eliminating the current silos between PH, BH, and LTSS; and

4. KanCare will provide integrated care coordination to individuals with developmental disabilities,
which will improve access to health services and improve the health of those individuals.
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Alignment of Evaluation Hypotheses with the KanCare Program Goals and

Performance Objectives

These hypotheses were formulated to address the four goals of the KanCare program. In addition, these
hypotheses were aligned with five KanCare program performance objectives and outcomes to be
reached through the comprehensive managed care contracts.

KanCare Goals

KanCare Evaluation Hypotheses

1. Provide integration and coordination of care
across the whole spectrum of health to include
PH, BH, and LTSS/HCBS;

2. Improve the quality of care Kansas Medicaid
beneficiaries receive through integrated care
coordination and financial incentives paid for
performance;

3. Control Medicaid costs by emphasizing health,
wellness, prevention and early detection as well
as integration and coordination of care; and

4. Establish long-lasting reforms that sustain the
improvements in quality of health and wellness
for Kansas Medicaid beneficiaries and provide a
model for other states for Medicaid payment and
delivery system reforms.

KanCare Performance Objectives

1. Measurably improve health care outcomes for
members in the areas including: diabetes,
coronary artery disease, prenatal care, and BH;

2. Improve coordination and integration of PH care
with BH care;

3. Support members’ desires to live successfully in
their communities;

4. Promote wellness and healthy lifestyles;

5. Lower the overall cost of health care.

1. By holding MCOs to outcomes and
performance measures, and tying measures
to meaningful financial incentives, the State
will improve health care quality and reduce
costs;

2. The KanCare model will reduce the
percentage of beneficiaries in institutional
settings by providing additional HCBS and
supports to beneficiaries that allow them to
move out of an institutional setting when
appropriate and desired;

3. The State will improve quality in Medicaid
services by integrating and coordinating
services and eliminating the current silos
between PH, BH, and LTSS; and

4. KanCare will provide integrated care
coordination to individuals with
developmental disabilities, which will improve
access to health services and improve the
health of those individuals.
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Methodology

KFMC conducted the final comprehensive evaluation in accordance with the KanCare Evaluation Design
approved in 2013.% The purpose of the evaluation was to measure the effectiveness and usefulness of
the demonstration as a model to help shape healthcare delivery and policy at the state and national
level.® This final evaluation incorporated the results that were obtained each year by monitoring the
progress towards goals and other successes achieved by the KanCare program (quarterly and annual
results reported each year by the State).2

The KanCare evaluation was designed in accordance with the evaluation criteria outlined in the
comprehensive KanCare Program Medicaid State Quality Strategy and the CMS STC documents.”® The
evaluation methodology, as described in the KanCare Evaluation Design document, was applied for the
final KanCare evaluation (see Attachment A).®

KanCare Program Evaluation Design

The evaluation design specifications were structured into eight categories in alignment with the KanCare
demonstration goals, performance objectives, and evaluation hypotheses, as well as STC evaluation
domains of focus, which include the impact of the KanCare program for each population regarding
quality of care, coordination and cost of care; access to care, the impact of including LTSS (with sub-
focus on HCBS) in the capitated managed care benefit; the Ombudsman program’s assistance;
efficiency, evaluation of the I/DD Pilot Project, lessons learned; and impact of the uncompensated care
cost pool and the DSRIP pool. The eight evaluation design categories were organized into subcategories
and appropriate PMs were assigned for each subcategory to examine the related evaluation hypotheses.

The evaluation design included baseline and cross-year comparisons, as well as an assessment of trends
over time. For these comparisons, the first year of the KanCare demonstration, calendar year (CY)2013,
served as a baseline year. In some instances, 2013/2014 data were used as baselines. Also, for some of
the measures, pre-KanCare data (multi-year data) were used as the baseline. Use of pre-KanCare data as
baselines was not considered appropriate where pre-KanCare and KanCare populations were too
different. Since the first Evaluation Design submission, some proposed comparisons have been changed
to better reflect availability of comparable data.

In addition, the evaluation method included analysis of performance measures by one or more of the
stratified populations. Several performance measures were based on standardized Healthcare
Effectiveness Data and Information Set (HEDIS) data analysis; therefore, these measures were also
compared to the National Committee for Quality Assurance (NCQA) Quality Compass (QC) percentiles.
Similarly, several measures based on the Consumer Assessment of Healthcare Providers and Systems
(CAHPS) Surveys were also compared to the NCQA QC percentiles.
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The KanCare program evaluation design is summarized in Figure 1:
Evaluation Data ,
. Reports Comparisons  Measures
Domains Sources

Access to Care

State and MCO
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Figure 1. KanCare Program Evaluation Design

Source: State of Kansas KanCare Section 1115(a) Demonstration Waiver. Project No. 11-W-00283/7. Extension

Application. July 31, 2017. https: 5 ,
Topics/Waivers/1115/downloads/ks/ks-kancare-pa2.pdf.

Over the six-year KanCare demonstration period, PMs were evaluated each year on either a quarterly
basis or an annual basis. Due to revisions in reporting requirements, program updates, and changes in
the HEDIS measure specifications, a few measures were removed, and several measures in the 2013
KanCare Evaluation Design were added or were slightly revised in 2015.

Target and Comparison Populations

KFMC completed a review of initial background information determining demographics and
characteristics of MCO enrollees to assist in providing context for the evaluation findings. The
demographics and characteristics of MCO enrollees reviewed included age, gender, marital status, race,
language, percentage below federal poverty line (% FPL), employment status, residential status, county
(Urban, Semi-Urban, Densely-Settled Rural, Rural and Frontier), prevalence of chronic conditions, type of
waiver, nursing facility (NF), SUD, and serious mental illness (SMI). The review showed the following
preliminary enrollee numbers per strata (Table 1):

This area intentionally left blank
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Table 1. Demographics and Characteristics of MCOs

Number of Enrollees

Program Type
Medicaid 323,869
CHIP 54,990
Race
Black 52,022
White 291,279
Asian 8,551
Native American 6,475
Other 19,532
Ethnicity
Hispanic 81,155
Non-Hispanic 296,704
Gender
Female 202,860
Male 174,992
County
Urban, 203,331
Semi-urban 58,443
Densely Settled Rural 73,567
Rural 28,874
Frontier 13,644

This initial review assisted in determining potential demographic data to be included in stratifications,
based on apparent completeness of data. Thus, the evaluation process included analysis of PMs by one
or more of the following stratified populations (wherever appropriate, and where data were available):

e Program — Title XIX (TXIX)/Medicaid and Title XXI (TXXI)/CHIP

e Age groups — particularly where stratified in HEDIS measures, waivers, and survey populations

e Waiver services:
Intellectual/Developmental Disability (I/DD)
Physically Disabled (PD)
Traumatic Brain Injury (TBI)
Technical Assistance (TA)
Serious Emotional Disturbance (SED)
Frail Elderly (FE)
Autism
e Providers
e County type (Urban/Semi-Urban, Densely-Settled Rural, Rural/Frontier)
e Those receiving mental health (MH) services
o Serious and Persistent Mental Iliness (SPMI)
o Serious Mental lliness (SMI)
o SED (waiver and non-waiver)
e Those receiving treatment for Substance Use Disorder (SUD)
e Those receiving Nursing Facility (NF) services

O O O 0 O O O
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Baseline Data for Evaluation

In the first year of KanCare (2013), baseline data and data criteria were established and defined. The
baseline data were used for all performance measures. For some of the measures, pre-KanCare data
(CY2012 and CY2011) were available and were used as the baseline. Pre-KanCare data were not
available for all measures; therefore, baselines for some measures were based on CY2013 data (for
measures that require one year of data for the baseline) or CY2013/CY2014 data (for measures that
require more than one year of data for the baseline).

Evaluation Period

The final evaluation of the KanCare program covered the time-period of six years, January 2013 through
December 2018.

KanCare Program Evaluation Timeline for the Period of January 2013—December 2018
The final evaluation timeline is described in Figure 2.

2014 2017
Quarterly
& Annual

Evaluation

2016
Quarterly
& Annual
Evaluation

2015
Quarterly
& Annual
Evaluation

2018
Quarterly
& Annual
Evaluation

2011 Pre-
KanCare
Year

2012 Pre-
KanCare
Year

2013
Quarterly
Evaluation

Quarterly
& Annual
Evaluation

KanCare : KanCare KanCare
Demonstration I Evaluation Demonstration
Approved by I Design Extension for
cMms 1 Approved Jan-Dec 2018
1 by CMS Approved by
1 CMS
|
---------- Baseline ---------- I---Baseline--
: ---------- Baseline ----------
I. __________________ 1 Final Evaluation I
1 January 2013 — December 2018 (Six-Year Period)
Pre-KanCare Medicaid KanCare Demonstration Program
Program

Figure 2. KanCare Program Evaluation Timeline

KanCare Evaluation Categories and Subcategories and Performance Measures
The KanCare Evaluation Design, includes over 100 PMs focusing on eight major categories with 27

subcategories.
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The evaluation design categories and related subcategories are described below in Table 2.

Table 2. Evaluation Design Categories and Subcategories

Quality of Care

(1) Physical Health

(2) Substance Use Disorder Services

(3) Mental Health Services

(4) Healthy Life Expectancy

(5) HCBS Waiver Services

(6) Long Term Care: Nursing Facilities
(7) Member Surveys — Quality

(8) Provider Survey

(9) Grievances

(10) Special Study: HCBS—CAHPS Survey

Coordination of Care (and Integration)

(1) Care Management for Members Receiving HCBS Services
(2) Special Study: HCBS — CAHPS Survey

(3) Care Management for Members with 1/DD

(4) Member Survey — CAHPS

(5) Member Survey — Mental Health (MH) Survey

(6) Member Survey — SUD

(7) Provider Survey

Cost of Care

(1) Costs

Access to Care

(1) Provider Network — GeoAccess

(2) Member Survey — CAHPS

(3) Member Survey — MH

(4) Member Survey — SUD

(5) Provider Survey

(6) Grievances

(7) Special Study: HCBS — CAHPS Survey

Ombudsman Program

(1) Calls and Assistance

Efficiency

(1) Systems
(2) Member Surveys (CAHPS; MH; SUD)

Uncompensated Care Pool (UCC Pool)

Delivery system Reform Incentive Program (DSRIP)

Evaluation Measures

The quantitative and qualitative process and outcome measures were included in the evaluation design
by focusing on the KanCare objectives, as well as the STCs.® The PMs were selected to provide evidence
of the overall quality of care and specific services provided to each KanCare population group.’
Additionally, the evaluation design included existing measures reviewing a range of ages, populations
and programs to provide a broad representation of KanCare.® The measures included HEDIS measures
(administrative and hybrid), HEDIS-like measures, National Outcome Measurement System (NOMS)
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measures and other measures including service measures, administrative measures, consumer survey
(CAHPS, MH, and SUD) measures and provider survey measures. HEDIS measures also included Payment
for Performance (P4P) measures.

Performance measures for the ‘Quality of Care’ category and its subcategories are described in Table 3.

Table 3. Performance Measures for Assessment of Evaluation Category: Quality of Care

Physical Health

Performance Measures: The following includes 18 HEDIS measures.

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

e Adult Body Mass Index (BMI) Assessment (ABA)

e Follow-Up Care for Children Prescribed Attention Deficit/Hyperactivity Disorder (ADHD) Medication (ADD)
e Annual Dental Visit (ADV)

e Adolescent Well-Care Visits (AWC)

e Controlling High Blood Pressure (CBP)

e Comprehensive Diabetes Care (CDC)

o Chlamydia Screening in Women (CHL)

o Appropriate Testing for Children with Pharyngitis (CWP)

e Follow-Up after Hospitalization for Mental lliness (FUH)

e |nitiation and Engagement of Alcohol and Other Drug Dependence Treatment (IET)

e Annual Monitoring for Patients on Persistent Medications (MPM)

o Medication Management for People with Asthma (MMA)

e Prenatal and Postpartum Care (PPC)

e Appropriate Treatment for Children with Upper Respiratory Infection (URI)

e Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
o Well-Child Visits in the First 15 Months of Life (W15)

o Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34)

Substance Use Disorder Services

Performance Measures: The following measures are based on NOMS data for members who are receiving SUD services:
e The number and percent of members receiving SUD services whose living arrangements improved

e The number and percent of members receiving SUD services whose criminal justice involvement improved

e The number and percent of members receiving SUD services whose drug and/or alcohol use decreased

e The number and percent of members receiving SUD services attending self-help meetings during reporting period

® The number and percent of members receiving SUD services whose employment status was improved or maintained

Mental Health Services

Performance Measures: The following measures are based on NOMS data for members who are receiving mental health

services, including adults with SPMI and youth experiencing SED:

e The number and percent of adult members with SPMI identified as receiving MH services

e The number and percent of KanCare members, diagnosed with SPMI, who were competitively employed

e The number and percent of adults with SPMI who were homeless at the beginning of the reporting period that were housed
by the end of the reporting period

e The number and percent of youth experiencing SED identified as receiving MH services

e The number and percent of youth experiencing SED who experienced improvement in their residential status

e The number and percent of youth experiencing SED who maintained their residential status

e The number and percent of KanCare youth receiving MH services with improvement in their Child Behavior Checklist (CBCL
Competence T-scores)

e The number and percent of members utilizing inpatient mental health services
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Table 3. Performance Measures for Assessment of Evaluation Category: Quality of Care

Healthy Life Expectancy

Performance Measures:
Health Literacy: Measures are based on questions related to health literacy in the Adult and Child CAHPS Surveys.
Adult Members: In the last 6 months,
¢ Did you and a doctor or other health provider talk about specific things you could do to prevent illness?
e How often did your personal doctor explain things in a way that was easy to understand?
o How often did your personal doctor listen carefully to you?
o Did you and a doctor or other health provider talk about starting or stopping a prescription medicine?
If yes: When you talked about starting or stopping a prescription medicine,
o Did a doctor or other health provider talk about the reasons you might want to take a medicine?
o Did a doctor or other health provider talk about the reasons you might not want to take a medicine?
o Did a doctor or other health provider ask you what you thought was best for you?
Child Members — General Child (GC) and Children with Chronic Conditions (CCC): In the last 6 months,
e Did you and your child’s doctor or other health provider talk about specific things you could do to prevent illness in your
child?
e How often did your child’s personal doctor explain things about your child’s health in a way that was easy to understand?
e How often did your child’s personal doctor listen carefully to you?
¢ Did you and your child’s doctor or other health provider talk about starting or stopping a prescription medicine for your
child?
If yes: When you talked about your child starting or stopping a prescription medicine,
o Did a doctor or other health provider talk about the reasons you might want your child to take a medicine?
o Did a doctor or other health provider talk about the reasons you might not want your child to take a medicine?
o Did a doctor or other health provider ask you what you thought was best for your child?
e How often did your child’s personal doctor explain things in a way that was easy for your child to understand?
e How often did you have your questions answered by your child’s doctors or other health providers?
Flu Shots for Adults: The measure is based on the following CAHPS Survey question:
e Have you had either a flu shot or flu spray in the nose since July 1, [previous year]?
Smoking Cessation: The measure is based on the following CAHPS Survey questions:
e Do you now smoke cigarettes or use tobacco: every day, some days, or not at all?
If “every day” or “some days”: In the last 6 months:
o How often were you advised to quit smoking or using tobacco by a doctor or other health provider in your plan?
o How often was medication recommended or discussed by a doctor or health provider to assist you with quitting smoking or
using tobacco?
o How often did your doctor or health provider discuss or provide methods and strategies other than medication to assist
you with quitting smoking or using tobacco?
Healthy Life Expectancy — HEDIS Measure: The following HEDIS measure is included:
o Diabetes Monitoring for People with Diabetes and Schizophrenia (SMD)
Healthy Life Expectancy for Persons with SMI, I/DD, and PD: The following prevention and treatment/recovery measures are
described as “HEDIS-like” in that HEDIS criteria are used for each performance measure, but the HEDIS programming is
adapted to include only those populations that meet eligibility criteria and are also 1/DD, PD, or SMI:
e Prevention — Screening and Vaccinations Breast Cancer Screening (BCS)
e Cervical Cancer Screening (CCS)
e Adults' Access to Preventive/Ambulatory Health Services (AAP)
e Immunizations for Adolescents — Combination 2 (IMA)
e Treatment/Recovery:
o Comprehensive Diabetes Care (CDC) (Hemoglobin Alc [HbAlc] Testing; Eye Exam; Medical Attention for Nephropathy;
HbA1c Control <8.0; and Blood Pressure <140/90)

Home and Community Based Services (HCBS) Waiver Services

Performance Measures:

e The number of KanCare members receiving PD, TBI, or I/DD Waiver services who were eligible for Working Healthy and
receiving services through the Work Opportunities Reward Kansans (WORK) program.

e Percent of waiver participants whose service plans address their assessed needs and capabilities as indicated in the
assessment
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Table 3. Performance Measures for Assessment of Evaluation Category: Quality of Care

e Percent of waiver participants who received services in the type, scope, amount, duration, and frequency specified in the
service plan

Long Term Care: Nursing Facilities

Performance Measures:

o Percentage of Medicaid NF claims denied by the MCO

e Percentage of NF members who had a fall with a major injury

e Percentage of members discharged from a NF who had a hospital admission within 30 days

e Number of Person Centered Care Homes as recognized by the PEAK program (Promoting Excellent Alternatives in Kansas) in
the MCO network

Member Surveys — Quality of Care

Performance Measures:

Adult Members and Child Members (GC and CCC):

Member Perceptions of Provider Treatment: The measures are based on questions in the CAHPS Survey

e Rating of personal doctor.

e Rating of health care.

e Rating of health plan.

e Rating of specialist seen most often.

e Doctor respected member comments.

e Doctor spent enough time with the member.

Member Perceptions of Mental Health Provider Treatment: The measures are based on questions in the MH Survey

o If | had other choices, | would still get services from my mental health providers.

¢ My mental health providers helped me obtain information | needed so that | could take charge of managing my illness.
¢ |, not my mental health providers, decided my treatment goals.

o | felt comfortable asking questions about my treatment and medication.

¢ My mental health providers spoke with me in a way | understood.

e As a direct result of services | received, | am better able to control my life.

e As a direct result of services | received, | am better able to deal with crisis.

e As adirect result of services | received, | am better able to do things that | want to do.

Member Perceptions of SUD Services: The measures are based on questions in the SUD Survey

e Overall, how would you rate the quality of service you have received from your counselor?

e How would you rate your counselor on involving you in decisions about your care?

e Since beginning treatment, in general are you feeling much better, better, about the same, or worse?

Provider Survey — Quality of Care

Performance Measure:
Provider Perceptions of Beneficiary Quality of Care: The measure is based on questions in the MCOs’ Provider Surveys
o Please rate your satisfaction with the MCO’s demonstration of their commitment to high quality of care for their members.

Grievances Related to Quality of Care

Performance Measure:
e Compare/track number of grievances related to quality

Performance measures for the ‘Coordination of Care (and Integration)’ category and its subcategories
are described in Table 4.

Table 4. Performance Measures for Assessment of Evaluation Category: Coordination of Care (and
Integration)

Care Management for Members Receiving HCBS Services

Performance Measures:

o Percent of HCBS Waiver participants with a documented change in needs whose service plans were revised, as needed, to
address the change.

e Percent of HCBS Waiver participants who had assessments completed by the MCO that included physical, behavioral, and
functional components to determine the member’s needs.
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Table 4. Performance Measures for Assessment of Evaluation Category: Coordination of Care (and

Integration)

HCBS HEDIS-like Measures: The following HEDIS measures included:
o Adults' Access to Preventive/Ambulatory Health Services (AAP)

e Annual Dental Visits (ADV)

e Emergency Department Utilization (EDU).

Special Study: HCBS—CAHPS Survey

Performance Measure:
o Helpful targeted case manager; transportation; social and community integration.

Care Management for Members with Intellectual/Developmental Disability (I/DD)

Performance Measures:
e Relationship building/shared understanding between MCOs and I/DD system

Member Survey — Consumer Assessment of Healthcare Providers and Systems (CAHPS) Surveys

Performance Measures:

Member Perceptions of Care and Treatment in Medicaid and CHIP Populations:

Adult Members: In the last 6 months,

e Did you get care from a doctor or other health provider besides your personal doctor?

e How often did your personal doctor seem informed and up-to-date about the care you got from these doctors or other
health providers?

e Did you make any appointments to see a specialist?

e How often did you get an appointment to see a specialist as soon as you needed?

e How often was it easy to get the care, tests, or treatment you needed?

Child Members — GC and CCC: In the last 6 months,

o Did your child get care from a doctor or other health provider besides his or her personal doctor?

e How often did your child’s personal doctor seem informed and up-to-date about the care your child got from these

doctors or other health providers?

Did you make any appointments for your child to see a specialist?

How often was it easy to get appointments for your child with specialists?

How often was it easy to get the care, tests, or treatment you thought your child needed through his or her health plan?

Did your child get care from more than one kind of health care provider or use more than one kind of health care service?

Did anyone from your child’s health plan, doctor’s office, or clinic help coordinate your child’s care among these different

providers or services?

e Did you need your child’s doctors or other health providers to contact a school or daycare center about your child’s health
or health care?

o Did you get the help you needed from your child’s doctors or other health providers in contacting your child’s school or
daycare?

e Does your child have any medical, behavioral, or other health conditions that have lasted more than 3 months?

e Does your child’s personal doctor understand how these medical, behavioral or other health conditions affect your child’s
day-to-day life?

e Does your child’s personal doctor understand how your child’s medical, behavioral or other health conditions affect your
family’s day-to-day life?

e Did you get or refill any prescription medicines for your child?

e Was it easy to get prescription medicines for your child through his or her health plan?

e Did anyone from your child’s health plan, doctor’s office, or clinic help you get your child’s prescription medicines?

Member Survey — Mental Health (MH) Surveys

Performance Measures:

Perception of Care Coordination for Members Receiving MH Services:

Perception of the members that they were able to access all the services they thought they needed:

e | was able to get all the services | thought | needed.

o My family got as much help as we needed for my child.

Perception of the members regarding encouragement to use consumer-run programs:

o | was encouraged to use consumer-run programs (support groups, drop-in centers, crisis phone line, etc.).
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Table 4. Performance Measures for Assessment of Evaluation Category: Coordination of Care (and

Integration)

Member Survey — Substance Use Disorder (SUD) Surveys

Performance Measures:

Care Coordination by SUD Populations:

e Has your counselor requested a release of information for this other substance abuse counselor who you saw?

e Has your counselor requested a release of information for and discussed your treatment with your medical doctor?

Provider Survey

Performance Measures:
Provider Satisfaction Regarding Coordination of Care:
e Satisfaction with obtaining precertification and/or authorization for members.

Performance measures for the ‘Cost of Care’ category are described in Table 5.

Table 5. Performance Measures for Assessment of Evaluation Category: Cost of Care

Costs

Performance Measures:
e Comparison of Pre-KanCare and KanCare Service Utilization
e Per Member Per Month (PMPM) Average Annual Service Expenditures

Performance measures for the ‘Access to Care’ category and its subcategories are described in Table 6.

Table 6. Performance Measures for Assessment of Evaluation Category: Access to Care

Provider Network — GeoAccess

Performance Measures:
e Percent of counties covered within access standards, by provider type (physicians, hospital, eye care, dental, ancillary
[physical therapy {PT}, occupational therapy {OT}, x-ray, and lab], and pharmacy).
o Access to provider types in Urban and Semi-Urban Counties.
o Access to provider types in Frontier/Rural/Densely-Settled Rural (Non-Urban) Counties.
o Average distance to a BH provider:
o Urban/Semi-Urban Counties
o Densely-Settled Rural Counties
o Frontier/Rural Counties
e Percent of counties covered within access standards for BH:
o Urban/Semi-Urban Counties
o Densely-Settled Rural Counties
o Frontier/Rural Counties
e HCBS — Counties with access to at least two providers by provider type and services
Provider Open/Closed Panel Report
e Provider After-Hour Access (24 hours per day/7 days per week)
e Annual Provider Appointment Standards Access (In-office wait times; Emergent, urgent and routine appointments;
Prenatal care — first, second, third trimester and high risk)

Member Survey — CAHPS Surveys

Performance Measures:

Adult Members and Child Members — GC and CCC:

Appointment Availability: In the last 6 months,

e Did you (your child) have an illness, injury, or condition that needed care right away_in a clinic, emergency room, or
doctor’s office?

e When you needed care right away, how often did you (for your child) get care as soon as you (your child) needed?

e Did you make any appointments for a check-up or routine care (for your child) at a doctor’s office or clinic?

o Not counting the times you needed care right away, how often did you get an appointment (for your child) for a check-up
or routine care at a doctor's office or clinic as soon as you (your child) needed?
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Table 6. Performance Measures for Assessment of Evaluation Category: Access to Care

e How often was it easy to get the care, tests, or treatment you (your child) needed?
e Did you make any appointments (for your child) to see a specialist?
e How often did you get an appointment (for your child) to see a specialist as soon as you needed?

Member Survey — MH Surveys

Performance Measures:

Member Perceptions of Access to MH Services:

e Provider availability as often as member felt it was necessary

o Ability to get services during a crisis

e Services were available at times that were good for the member
o Ability to see a psychiatrist when the member wanted to

o Ability to get all the services the members thought they needed
o Timely availability of medication

o Provider return of calls within 24 hours

Member Survey — SUD Surveys

Performance Measures:

Perceptions of Access to Care for Members Receiving SUD Services:

e Thinking back to your first appointment for your current treatment, did you get an appointment as soon as you wanted?
e For urgent problems, how satisfied are you with the time it took you to see someone?

e For urgent problems, were you seen within 24 hours, 24 to 48 hours, or did you wait longer than 48 hours?

o |s the distance you travel to your counselor a problem or not a problem?

e Were you placed on a waiting list?

o If you were placed on a waiting list, how long was the wait?

Provider Survey

Performance Measure:
e Provider satisfaction with the availability of specialists

Grievances

Performance Measure:
e Compare/track number of access-related grievances over time, by population type.

Performance measures for the ‘Ombudsman Program’ category are described in Table 7.

Table 7. Performance Measures for Assessment of Evaluation Category: Ombudsman Program

Calls and Assistance

Performance Measures:
e Evaluate for trends regarding types of questions and grievances submitted to Ombudsman’s Office.
e Track number and type of assistance provided by the Ombudsman’s Office.

Performance measures for the ‘Efficiency’ category are described in Table 8.

Table 8. Performance Measures for Assessment of Evaluation Category: Efficiency

Systems

Performance Measures:

e Emergency Department (ED) Visits

e |npatient Hospitalizations

e |npatient Readmissions within 30 days of inpatient discharge

o Quantify system design innovations implemented by KanCare such as: Person-Centered Medical Homes, Electronic Health
Record use, Use of Telehealth, and Electronic Referral Systems

e Timely resolution of grievances and Compare/track number of access-related grievances over time, by population type

e Timeliness of claims processing
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Table 8. Performance Measures for Assessment of Evaluation Category: Efficiency

Member Surveys

Performance Measures:

Adult Members and Child Members —GC and (CCC:

Efficiency Measures Based on the CAHPS Survey Questions:

e |n the last 6 months, did you get information or help from your (child's) health plan's customer service?

e |n the last 6 months, how often did your (child's) health plan's customer service give you the information or help you
needed?

Efficiency Measure Based on the MH Survey Question:

o My mental health providers returned my calls in 24 hours.

Efficiency Measure Based on the SUD Survey Question:

e How would you rate your counselor on communicating clearly with you?

The performance measure for the ‘Uncompensated Care Cost Pool’ category is described in Table 9.

Table 9. Performance Measure for Assessment of Evaluation Category: Uncompensated Care Cost Pool

Comparison of Medicaid Days for Uncompensated Care Cost Pool hospitals to UCC Pool Payments

Performance Measure:
o Number of Medicaid Days for UCC Pool hospitals compared to UCC Pool Payments

Performance measures for the ‘DSRIP’ category are described in Table 10.

Table 10. Performance Measures for Assessment of Evaluation Category: DSRIP

Children’s Mercy Hospital

o Expansion of Patient-Centered Medical Homes (PCMH) and Neighborhoods
Infrastructure Milestones
Process Milestones
Quality and Outcome Milestones
Population Focused Improvements
Partner and Trailblazer Valuations
Evaluation Design Table Goals and Metrics
o Improving Coordinated Care for Medically Complex Patients (Beacon Program)
Infrastructure Milestones
Process Milestones
Quality and Outcome Milestones
Population Focused Improvements
Partner and Trailblazer Valuations
Evaluation Design Table Goals and Metrics

University of Kansas Health System

e STOP Sepsis: Standard Techniques, Operations, and Procedures for Sepsis
Infrastructure Milestones
Process Milestones
Quality and Outcome Milestones
Population Focused Improvements
Partner and Trailblazer Valuations
Evaluation Design Table Goals and Metrics
e Supporting Personal Accountability and Resiliency for Chronic Conditions (SPARCC)
Infrastructure Milestones
Process Milestones
Quality and Outcome Milestones
Population Focused Improvements
Partner and Trailblazer Valuations
Evaluation Design Table Goals and Metrics

Kansas Foundation for Medical Care, Inc. Page 18



KanCare Final Evaluation Report: 2013-2018
Methodology
April 26, 2019

Data Sources

The evaluation process included assessment of quantitative and qualitative process and outcome

measures; therefore, a variety of data sources were used to obtain data on process and outcome

measures. KDHE-DHCF, and the Kansas Department for Aging and Disability Services (KDADS) provided
data from the State tracking systems and databases. In addition, MCOs providing KanCare/Medicaid
services also provided the data for the evaluation (MCO reports) and the hospitals in the DSRIP program
provided project reports for review. Given the comprehensiveness of the State Quality Strategy and
required reporting and monitoring, a large portion of the data were drawn from existing reports. The
data sources included:

e Administrative data (e.g., financial data; claims; encounters; nursing home Minimum Data Set
[MDS]; Addiction and Prevention Services’ Kansas Client Placement Criteria [KCPC] database; Mental
Health Automated Information Management Systems [AIMS]; etc.);

e Medical and Case Records;

e Consumer and provider feedback (surveys, grievances, Ombudsman reports).

Existing reports used to obtain evaluation data included:

e Quantitative PM reports using administrative and medical/case record information:
HEDIS®

MH measures, including SED Waiver reports and NOMS

NF measures

SUD measures

HCBS Waiver reports (e.g., |/DD; PD; TBI)

Case record reviews

Access reports

Financial reports

DSRIP reports

e Qualitative reports using surveys, and other forms of self-reported data:
CAHPS®

Mental Health Statistical Improvement Program (MHSIP) Consumer Survey
SUD consumer survey

Provider Survey

KCPC database contains member self-reported data

AIMS database includes some self-reported data

Care Manager feedback and surveys

Grievance reports

0O O o0 O O O O O O

O O O 0O O O O O

Data sources for the assessment of performance measures in categories and subcategories of the
Evaluation Design are summarized in Table 11.

Table 11. Data Sources for Assessment of Performance Measures by Evaluation Design Categories and

Subcategories
Evaluation Design Categories Data Sources
and Subcategories
Quality of Care

e Physical Health e MCO HEDIS reports.

e Substance Use Disorder Services o KCPC database.

e Mental Health Services e AIMS and MMIS system; MCO reports; Inpatient Screening database.
o Healthy Life Expectancy o CAHPS Surveys; HEDIS reports.
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Table 11. Data Sources for Assessment of Performance Measures by Evaluation Design Categories and

Subcategories

Evaluation Design Categories Data Sources

and Subcategories

e HCBS Waiver Services e MCO Case management database; Record Review.

e Long Term Care: Nursing Facilities | e MCO reports; KDADS Nursing Home MDS data reports; MCO Claims data reports.

e Member Surveys — Quality o MCO CAHPS Survey reports; MHSIP Survey reports; SUD Consumer Survey Reports.

e Provider Survey e Provider Survey reports.

e Grievances e Grievance reports.

Coordination of Care (and

Integration)

e Care Management for Members e Case Audits by state or its contractor/agent; HEDIS reports; HEDIS-like data
Receiving HCBS Services

o Member Survey — CAHPS e MCO CAHPS Survey reports.

e Member Survey — MH e MHSIP Survey (conducted by KFMC)

e Member Survey — SUD e MCO SUD Survey reports.

e Provider Survey e MCO reports

Cost of Care

e Costs e Financial; Claims; Encounter Data.

Access to Care

e Provider Network — GeoAccess o MCO Geo-Access reports.

o Member Survey — CAHPS e MCO CAHPS Survey reports.

o Member Survey — MH e MHSIP Survey reports.

o Member Survey —SUD e MCO SUD Survey reports.

e Provider Survey e Provider survey reports.

e Grievances o MCO Grievance reports.

Ombudsman Program

e Calls and Assistance e Ombudsman report.

Efficiency

e Systems e KDADS, KDHE and MCO reports; Claims; Encounters.

o Member Surveys (CAHPS, MH, e MCO CAHPS Survey reports; MHSIP Survey (conducted by KFMC); MCO SUD Survey
SUD) reports.

Uncompensated Care Pool o KDHE reports

DSRIP e Hospital project reports

e MCO HEDIS reports

Analytic Methods

Over the six-year demonstration period, baseline and cross-year comparisons of the quantitative and
qualitative process and outcome performance measures assisted in the monitoring of the progress of
the KanCare program towards achieving its goals and objectives.

The overall analytic approach included:

e Comparison of 2018/2017 percentages/rates with the baseline percentages/rates (pre-KanCare
[2011/2012], 2013, or 2013/2014).

e Comparison of KanCare QC percentiles for HEDIS and CAHPS measures with national QC percentiles.

e Trend analysis across the six-year demonstration program period.

In the report, if the rates for measures remained consistently high or low in the appropriate
direction throughout the evaluation period, then they were identified and labelled as “maintained.”
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Comparison of 2018/2017 Percentages/Rates with the Baseline Percentages/Rates

The descriptive statistics (percentages/rates) were calculated for the overall KanCare population.
Appropriate numerators and denominators for the performance measures in each evaluation category
were used for these analyses. For comparisons with the baseline, appropriate statistical tests such as
Fisher’s Exact and Pearson Chi-Square tests were applied. The p<.05 was used to determine the
statistical significance of the comparison results. For P4P HEDIS measures, a 5% absolute improvement
was examined by comparing percentages/rates for the most recent year as per availability of data with
the baseline. For some of the measures, where inferential statistical testing could not be done,
comparison of the most recent and baseline numbers/percentages was based on descriptive data and
assessment of absolute differences was conducted without applying statistical testing.

In addition to the overall KanCare population, the evaluation was structured to identify any variability
among the demographic groups (age groups, county type), the GC population including TXIX/Medicaid
and TXXI/CHIP program members and the CCC population including TXIX/Medicaid and TXXI/CHIP
program members, waiver services, providers, members receiving MH services, SUD treatment and
receiving NF services (Wherever appropriate, and where data were available).

Comparison of the KanCare QC Percentiles for the HEDIS and CAHPS Measures with the
National QC Percentiles

As mentioned above, several HEDIS measures were used in the evaluation process. HEDIS measures are
developed, tracked, and reported by the NCQA,; results for the MCOs are compiled annually. The NCQA
QC reports national averages and percentiles (QCs ranging from 5% to 95™) annually that provide
benchmarks for MCO comparisons, helping identify healthcare service area strengths and opportunities
for improvement. In this report, the QC percentiles (aggregates across MCOs) for HEDIS measures were
compared with the QC national and average percentiles to assess the performance of the KanCare
program.

The MCOs’ CAHPS survey results were also compiled annually and compared with the QC national and
average percentiles. To assess the performance of the KanCare program, these comparisons were
provided across KanCare years and with pre-KanCare rates when possible.

Trend Analysis Across Six-Year Demonstration Program Period

For examining the pattern in the performance measures (time series data) over the six-year program
period, the trend analysis was conducted using Mantel Haenszel Chi-Square test with the p<.05 for
assessing statistical significance of the results.

Additional Details of Analysis Process for Assessment of the HEDIS, HEDIS-like, NOMS, CAHPS,
MH Survey, Provider Network—GeoAccess Measures, Ombudsman Program and DSRIP.

Analysis of HEDIS and HEDIS-like Measures

HEDIS 2014 (CY2013) administrative and hybrid data from claims and medical record review were used
as the baseline for most HEDIS and HEDIS-like measures. For the baselines for multi-year measures, the
HEDIS 2015 data (including CY2013 and CY2014) were used. For some of the measures (CDC, W15, W34,
AAP and PPC), the pre-KanCare CY2012 HEDIS data were available; however, KanCare data from
2013/2014 were used for the baseline as the KanCare population included members receiving waiver
services and was not directly comparable to the pre-KanCare population.

Kansas Foundation for Medical Care, Inc. Page 21



KanCare Final Evaluation Report: 2013-2018
Methodology
April 26, 2019

Administrative HEDIS data included all KanCare members from each MCO who met HEDIS eligibility
criteria for each measure. Since these measures included all eligible members, KFMC combined the
numerators and denominators for the three MCOs to assess the aggregate annual percentages. Hybrid
HEDIS data were based on samples of eligible members and included both administrative data and
medical record review. As the hybrid HEDIS data were based on samples from each MCO, the aggregate
data for hybrid measures were weighted to adjust for any differences in population and sample sizes.
Some performance measures were composite HEDIS measures that were composed of multiple metrics.
For these measures, all corresponding metrics were individually assessed for the statistically significant
differences for making conclusions about the measure (e.g., CDC, WCC).

Analysis of National Outcome Measurement System Data
The performance measures for two evaluation categories, SUD Services and MH Services, were based on
NOMS data. For these measures, pre-KanCare (CY2012) data were used as the baselines.

For SUD measures, members might have been counted more than once, as they might have been
discharged from SUD treatment in one month, and re-entered treatment later in the quarter or year
(i.e., counted more than once in a quarter or counted in more than one quarter). Denominators for
these measures represented the number of times members were discharged from SUD treatment
during the quarter. The actual number of individual members who received SUD services each year were
not reported.

For evaluation of MH measures, the pre-KanCare (CY2012) NOMS data for members who received MH
services were used as baselines. The data for MH measures might have been based on counts with
members being included in more than one quarter of data, as their status related to a performance
measure might have been changed throughout the year. In addition, members might also have more
than one inpatient admission during the year.

Analysis of CAHPS Survey Measures

Several performance measures for the evaluation categories were based on questions from the CAHPS
surveys (Adult and Child surveys), which were conducted nationally. The CAHPS survey is a nationally
standardized survey tool sponsored by the Agency for Health Care Research and Quality (AHRQ) and co-
developed with NCQA. The overall objective of the CAHPS surveys was to capture accurate and
complete information about consumer-reported experiences with health care. Specifically, the survey
aims to measure how well MCOs were meeting their members’ expectations and goals, to determine
which areas of service have the greatest effect on members’ overall satisfaction, and to identify areas of
opportunity for improvement that could aid the MCOs in increasing the quality of provided care. When
administered properly, CAHPS surveys provide information regarding the access, timeliness and/or
quality of health care services provided to health care consumers.

All three MCOs were contractually required by the State to conduct CAHPS surveys and submit results to
the NCQA. Since the launch of KanCare in January of 2013, CAHPS surveys have been conducted
annually by the KanCare MCOs and validated by the Kansas Foundation for Medical Care (KFMC).

The State directed each MCO to conduct separate valid surveys from five populations: Adults, GC —
TXIX/Medicaid, GC— TXXI/CHIP, CCC — TXIX, and CCC — TXXI.
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The analysis of data for the measures based on CAHPS surveys were based on the aggregated
percentage of positive responses as reported in the CAHPS surveys conducted by the three MCOs.
Overall scores were compared with the national scores. Comparison of the rates for the most recent
year and baseline was conducted. Aggregated data from the 2014 CAHPS surveys were used as the
baseline. Trend analysis was also conducted. In addition, CAHPS survey results were also compared with
the QC national percentiles.

Some of the measures were based on CAHPS survey questions focusing on the “rating” provided by the
respondents on different aspects of the quality of care they received. For these questions, ratings were
based on a scale from zero to 10, with 10 being the “best possible” and zero the “worst possible.”
Positive response for these rating questions were based on combining results for selections of “8,” “9,”
or “10”, and then weighted by MCO population for aggregating the results.

Analysis of Mental Health Survey Measures

Mental Health Survey measures were based on responses to the Mental Health Surveys. These surveys
were conducted each year since 2010 by KFMC. Each year’s survey was conducted among a random
sample of KanCare members who received one or more MH services in the prior six-month period of
each survey year. The MHSIP Youth Services Survey for Families and Adult Consumer Survey tools, as
modified by KFMC per State guidance over the past eight years, were used for these surveys. From 2011
to 2017, the Youth Services Survey was also used. Survey results were reported by adults, youth (family
members completing the survey, with separate questions completed by youth ages 12-17), and youth
and young adults receiving SED Waiver services. Survey results were analyzed annually for statistical
significance and trends over time, including comparison of survey results in 2011 and 2012 (pre-
KanCare) with survey results in 2013—-2018 (KanCare).

Analysis of Provider Survey Measures

For provider surveys in 2014 and subsequent years in KanCare, the MCOs were directed to include three
guestions related to quality, timeliness, and access. These three questions and response options were
required to be worded identically on each of the MCOs’ surveys to allow comparison and ability to
better assess the overall program and trends over time.

From CY2013 to CY2017, two of the MCOs, Sunflower and UnitedHealthcare, administered separate
surveys to their BH providers. However, in September 2018, Cenpatico was transitioned to Sunflower;
therefore, a separate survey was not conducted in 2018. The MCOs were asked to include these three
questions on their BH surveys as well.

Unlike other sections of the KanCare Evaluation Report where data for the three MCOs were
aggregated, data for the provider survey responses were reported separately by MCO. This is due in part
to the separate surveying of BH providers. The primary reason, however, is that the three questions are
MCO-specific related to provider perceptions of each MCQO’s unique preauthorization processes,
availability of specialists, and commitment to quality of care.

Analysis of Provider Network — GeoAccess

Results for the Provider — Network GeoAccess performance measures were based on reports and
GeoAccess maps submitted to the State by the three MCOs, summarizing provider access. Amerigroup's
contract ended December 31, 2018, and the State limited the amount of data Amerigroup was required
to submit. For some of the performance measures, no data were available for comparison from 2012
(pre-KanCare); for some measures the reporting began in January 2014; and for 2018, complete data,

Kansas Foundation for Medical Care, Inc. Page 23



KanCare Final Evaluation Report: 2013-2018
Methodology
April 26, 2019

the State Provider Network feedback report for Quarter (Q)3 and Q4 2018, and the GeoAccess map was
not available for Amerigroup. For tracking two of the performance measures, no tracking report
templates were required of the MCOs by the State. This is due in part to differing methods and systems
used by the MCOs for monitoring provider adherence to these standards. Also, in 2014, one MCO
changed its method for evaluating after-hours coverage compliance. Therefore, for some performance
measures, data were only available for three to five years of the evaluation period.

Due to issues identified in the MCO Provider Network reporting, KDHE provided clear guidelines as to
how data should be reported and directed the MCOs to make corrections based on these guidelines.
Additional guidance was also provided to MCO staff related to reporting the numbers and locations of
primary care providers. Due to corrections that were implemented in the reporting processes, the
number of primary care and internal medicine providers and locations were excluded from portions of
the KanCare Evaluation reporting in 2017 and 2018. The State began the process with reviewing the
MCOs’ Q4 2017 Provider Network Report. In addition to the provider record issues, KDHE is working
with the MCOs to begin collecting data during provider credentialing/recredentialing for the fields:
“Missing Data,” “Inconsistent /Incongruent Data,” and “Invalid Data.” Results should be interpreted
cautiously due to the changes made in provider network reporting and not knowing, at this time, what
impact it had on reporting. Also, it is not known at this time what impact, if any, this will have on
GeoAccess reporting.

For these performance measures, inferential statistical testing for examining trends over time and for
comparison of data for the recent year with the baseline was not conducted. The results for these
performance measures, when assessed for the timeframe available and comparisons of recent year data
with the baseline, were drawn from the available descriptive data.

Analysis and Reporting of a Subset of Performance Measures on Quarterly Basis:

A subset of the annual PMs was selected to be assessed and reported quarterly during each year of the
KanCare program. For each quarter, data from the three MCOs were combined wherever possible to
better assess the overall impact of the KanCare program. The following measures that were assessed
every year on a quarterly basis are described in Table 12:

Table 12. Quarterly Assessment of a Subset of Performance Measures by Evaluation Design Categories and

Subcategories

Evaluation Categories and Subcategories Performance Measures

Evaluation Category: Quality of Care e Number of grievances related to quality over time, by
Subcategory: Grievances Related to Quality of Care population.

Evaluation Category: Access to Care e Number of access-related grievances over time, by

Subcategory: Grievances population categories.

Evaluation Category: Ombudsman Program e  Types of questions and grievances submitted to the
Ombudsman’s office.

e Number and type of assistance provided by the
Ombudsman’s office.

e  Timeliness of inquiry response and resolution by
Ombudsman’s office and other involved entities.

Subcategory: Calls and Assistance

Evaluation Category: Efficiency e  Timely resolution of member and provider customer
service inquiries.

e  Timeliness of claims processing.

e  Timeliness of grievance resolution.

Subcategory: Systems
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Analysis of the Performance Measures for the Ombudsman Program:

Ombudsman Office assistance is provided by the Ombudsman, three office staff (noted on the
Ombudsman website, www.KanCare.ks.gov/kancare-ombudsman-office), and six trained volunteers at
two satellite offices. The Ombudsman’s Office is in Topeka, with satellite offices in Wichita (Sedgwick
County) and Olathe (Johnson County). Assistance is provided by phone and in-person, including
assistance completing Medicaid applications.

Information (as well as volunteer applications) is provided through the Ombudsman’s Office website in-
person, phone calls, mail, and email. A wide variety of resources are available on the KanCare
Ombudsman website, including forms, fact sheets, application and documentation checklists,
information on where to find additional assistance, information on applying for eligibility and renewal,
and grievance and appeal process.

As delineated in the CMS Kansas STC, revised in January 2014, the Ombudsman’s Office data to be
tracked include the date of incoming requests (and date of any change in status); contact method; the
volume and types of requests for assistance; the time required to receive assistance from the
Ombudsman (from initial request to resolution); the issue(s) presented in requests for assistance; the
health plan involved in the request, if any; the geographic area of the beneficiary’s residence; waiver
authority if applicable (1/DD, PD, etc.); current status of the request for assistance, including actions taken
by the Ombudsman; and the number and type of education and outreach events conducted by the
Ombudsman. The results for the PMs for this evaluation category were based on available descriptive
data. No inferential statistical testing was conducted for this evaluation.

Analysis of the DSRIP Program:

The Kansas DSRIP program, launched in 2015, includes four projects conducted by two major hospital
systems, CMH and the UKHS. UKHS implemented two projects, STOP Sepsis and SPARCC. CMH projects
include Beacon Program and Expansion of PCMH. Each project contains Infrastructure Milestones
(Category 1), Process Milestones (Category 2), Quality and Outcome Milestones (Category 3), and
Population Focused Metrics (Category 4), Partner and Trailblazer Valuations, and additional Evaluation
Design Table Goals and Metrics. The hospital project teams, KDHE and KFMC met, in-person or via
conference call, two to three times per year for cross-hospital collaborative learning, and one-on-one
technical assistance. KFMC and KDHE are available to the hospitals for technical assistance as needed.
CMH and UKHS submit annual project reports and semi-annual progress reports. While the majority of
Category 3 and 4 metrics are annual measurements, the semi-annual deliverable reports on changes and
updates to project activities and the remaining milestones and metrics. KFMC evaluates the hospitals’
semi-annual and annual reports, including for completeness, accuracy, comparisons of results over time,
progression towards outcome, and process goals. KFMC develops and submits to KDHE semi-annual and
annual evaluation reports containing review findings and recommendations. The reports are shared with
the hospitals, and KFMC offers to review the findings and recommendations with the hospitals.

Special Studies — 2019 Kansas HCBS—CAHPS Survey

KFMC proposed to conduct an optional special study to examine the quality of care and care
coordination/access to care aspects among beneficiaries receiving home and community based long-
term services and supports through the KanCare Program. In the fall of 2018, KFMC contracted with
Vital Research (VR) to conduct the 2019 Kansas HCBS—CAHPS Survey to assess the perceptions/
experiences of the beneficiaries receiving HCBS services regarding the quality of care, coordination of
care and access to care provided through HCBS services.
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The standard HCBS CAHPS Survey instrument developed by CMS for state Medicaid programs to learn
about beneficiaries’ experience receiving their home and community based long-term services and
supports was used for this study. In addition to standard sections of survey, KFMC and the KDADS opted
to include the Supplemental Employment Module with 21 questions about the participant’s
employment status, whether he/she has a job coach, their experience with this job coach, etc. KFMC/
KDADS also included additional adjustments to the survey’s administration. First, KFMC/KDADS tailored
the Case Manager section of the survey to specify the two types of case managers that serve the waiver
groups being surveyed. The case manager section was first specified to the “Targeted Case Manger”
who serves |/DD waiver recipients. The survey questions remained the same as the original HCBS CAHPS
survey but were to be answered only by I/DD Waiver recipients. Second, KFMC/KDADS repeated the
case manager questions for all four waiver groups (FE, TBI, PD, and I/DD) to answer, but specified that
respondents were to answer these questions regarding their “MCO Care Coordinator.” These survey
questions also remained the same as the original HCBS CAHPS Case Manager survey questions. KFMC/
KDADS also added three Supplemental Access Questions regarding waiver recipients’ access to medical
care. All respondents and/or proxies were asked these questions. VR added an additional step for
interviewers to indicate whether the member or a proxy answered each individual survey item. This will
provide a side-by-side analysis of any statistically significant differences that may have occurred in
responses provided by members versus proxy respondents. VR screened and recruited 12 Field
Interviewers throughout the state of Kansas to conduct the HCBS CAHPS in-person interviews. VR
trained the selected interviewers. VR selected one Field Interviewer to also act as a Quality Assurance
Mentor (QAM) throughout data collection.

Prior to the start of data collection, KDADS provided information for the 18,609 members who receive
services and supports from the Frail Elderly Waiver program, |/DD Waiver program, Physical Disability
Waiver program, and Traumatic Brain Injury Waiver program. Upon receipt of this information, both VR,
KFMC and KDADS audited the data to exclude recipients who did not have a phone number, lived
outside of Kansas, or were surveyed within the last year. With these exclusions, VR then created a
randomized sample of 1,200 members to participate in the 2019 HCBS—CAHPS survey project. With an
overall target of 400 completed interviews, VR is collecting survey data on 172 interviews with I/DD
recipients, 96 with FE recipients, nine with TBI recipients, and 123 with PD recipients. VR printed and
mailed the first batch of KDADS/KFMC-approved pre-notification letters with Frequently Asked
Questions (FAQs) to 613 members in the sample. VR then mailed pre-notification letters and FAQs to the
second batch of 587 sampled members. Data collection began on January 31, 2019 and is still ongoing.
For quality assurance monitoring, VR trained one QAM to conduct field interview observations. These
observations include evaluation of interviewing skills, adherence to the survey protocol, and Health
Information Portability and Accountability Act (HIPAA)/Health Information Technology for Economic and
Clinical Health Act (HITECH) compliance. The QAM also enters survey responses into her tablet while
observing the actual interview being conducted by the Field Interviewer, ensuring fidelity of data
between interviewers.

The Kansas HCBS—CAHPS survey data will be analyzed in four sections: Survey respondent characteristics
(e.g., demographic data) such as gender, age, and education level of respondents; descriptive statistics
(e.g., frequencies) for each of the individual survey items; the CAHPS Macro Analysis; and, key findings
and recommendations. The CAHPS Macro Analysis will contain significance testing of the 19 survey
measures embedded in the HCBS CAHPS survey that have been endorsed by the National Quality Forum.
These 19 measures are comprised of seven composite, or scale, measures that are each a combination
of survey questions around a similar topic, as well as 12 measures that are comprised of a single survey
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qguestion. This section will provide scores for the 19 measures, which will be divided into five categories:
composite/scale measures, global ratings, recommendation measures, unmet needs measures, and a
physical safety measure. Based upon the findings revealed by the descriptive statistics and the CAHPS
Macros Analysis, VR will conduct further analyses to derive key findings and recommendations for
KFMC/KDADS to consider regarding the supports and services KDADS provides to the FE, I/DD, PD, and
TBI Waiver groups.

At the time of preparation of this evaluation report, the data collection for the survey was completed for
194 respondents. For this report, the preliminary data were reviewed, and the preliminary findings were
summarized. The preliminary findings are described in the Results Section of the report under Quality of
Care, Coordination & Integration of Care and Access to Care categories.

Methodological Limitations

This section provides sufficient information for discerning the strengths and weaknesses of the study
design, data sources/collection, and analyses.

A few methodological and analytical challenges/caveats were encountered in the final evaluation of the

KanCare program and are as follows:

e Avariety of data sources were used for the evaluation of the performance measures. The analyses
of different performance measures were dependent on the data source methodology and timing of
data collection, as well as lag time in availability of data.

e Data from different sources were available for different timelines. For example, the data for the PMs
based on HEDIS results were available for the years 2013 through 2017, whereas, data for the
measures based on the questions from CAHPS member surveys were available for the years 2014
through 2018. Due to the different timelines for the data availability from these sources, the
analyses examining the trends could not be conducted for the same period for all measures.
Similarly, the years constituting the baseline and most current year could not be the same for the
comparison of PM rates due to differences in the timelines for availability of data from these
sources.

e The trend and comparison analyses for certain PMs were affected (e.g., break in trending,
comparison of trends for fewer years) by the changes over time in the data collection methodology,
definition/specifications of the measures, survey questions and guidelines for data collection.

e Modification in the data tracking systems overtime also contributed to the limitation of data
analyses to be done for the same period for all measures.

e The pre-KanCare data could not be used as the baseline for most of the measures due to differences
in beneficiary populations, MCOs, and design of the program (pre-KanCare and KanCare).

e Convenient survey design for certain surveys limited the analyses to the examination of descriptive
data only.

e Small numbers for the numerators and denominators for the calculation of rates for certain
measures limited the application of inferential statistical testing, requiring use of descriptive data to
assess these measures.

e Due to changes made in the MCO Provider Network reporting processes, the number of primary
care and internal medicine providers and locations were excluded from portions of the KanCare
Evaluation reporting in 2017 and 2018.
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e Annual measurement recalculation using “refreshed” data for previously reported years affects past
comparisons and conclusions. After allowance for claims lag or other known data lags, past analyses
and reported results should be set and saved, with no further recalculations allowed, unless an error
needs correction. If historical changes are necessary, reasons should be noted to allow the evaluator
to assess the impact of any changes.

e Some hospital DSRIP analyses of patient self-reported information at different points in time, for
pre- and post- measurement comparisons did not limit follow-up measurement to self-reports from
the same people that reported for the baseline.

e Some hospital DSRIP reports contained data discrepancies within reports and between reports over
time; specific explanations were not always provided.

e The Special Study — 2019 Kansas HCBS—CAHPS Survey was still in process of collecting data at the
time of preparation of this report; therefore, only preliminary data were assessed. Complete data
were not available, therefore final conclusions were not included in this report.
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e Goal:

e Performance Objectives:

disease; prenatal care; and BH.

O
O
o Promote wellness and healthy lifestyles.
e Hypotheses:

Goals, Performance Objectives, and Hypotheses for Quality of Care Subcategories:

o Improve the quality of care Kansas Medicaid beneficiaries receive through integrated care coordination
and financial incentives paid for performance (quality and outcomes).

o Measurably improve health care outcomes for members in areas including: diabetes; coronary artery

Improve coordination and integration of PH care with BH care.
Support members successfully in their communities.

o By holding MCOs to outcomes and performance measures, and tying measures to meaningful financial
incentives, the State will improve health care quality and reduce costs.

O The State will improve quality in Medicaid services by integrating and coordinating services and
eliminating the current silos between PH, BH, MH, SUD, and LTSS.

The PMs addressing ten
subcategories were
monitored to assess the
improvement in the quality of
care received by KanCare
program beneficiaries. The
final evaluation results
showed improvement in the
quality of care provided to
Kansas Medicaid beneficiaries
through the KanCare program
over the six-year period
(Figure 3).

Provider
Survey

2/3

The summaries and detailed Vs

results of the evaluation for
each of the ten subcategories
of the Quality of Care
category, over a period of six
years, are described in the
following Quality of Care
findings.

Member

Measures

Physical
Health

14/18
Measures

Special
Study
HCBS -
CAHPS
Survey

Substance Use
Disorder
Services

4/5 Measures

Mental

Health

Services
3/6

. Measures

Quality of
Care

64/89
\ Measures

Healthy Life

Expectancy
14/27

\ Measures

HCBS
Waiver
Services
3/3
. Measures

Surveys
21/23

Nursing

Facilities

Figure 3. Improved/Maintained Measures for the Quality of Care

Subcategories
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1) Physical Health — HEDIS Measures

Evaluation Summary
The results from the evaluation of HEDIS measures are summarized in Tables 13 and 14.

The data for the eighteen HEDIS measures related to Physical Health Care were available for five years
of the evaluation period. These data were examined to assess improvement in this subcategory of the
KanCare Quality of Care (Tables 13 and 14) category. Several PMs showed statistically significant
improvements in the trends over time and in the rates for the most recent year compared to the
baseline. These results are summarized in Figure 4.

Improved Rates NCQA 2 50" Quality

Improved Trends

Compared to Baseline Compass Percentile

eStatistically significant
improvements in the trends
over time for thirteen out of

oStatistically significant higher
rates in the most recent year
compared to the baseline for

*The aggregate HEDIS results
were 250t QC percentile
throughout the years (when

eighteen measures. fourteen out of eighteen NCQA ranking availble) for

eIncreasing trends for most of measures. eight out of eighteen
the age groups of these *Rates above 80% for four measures.
measures. measures. eImprovement over time in the

QC percentiles for the rates of
six out of ten measures with
rates <50t QC percentile.

eSimilar results were seen in
most of the age subgroups for
these measures.

Figure 4. Improvements in Performance Measures for Physical Health

The following measures showed statistically significant improvement in the trends, as well as higher

rates in the most recent year compared to the baseline:

e Annual dental visits among members ages 2—20 years (ADV);

e Adult BMI assessment among members ages 18 years and older (ABA);

e Weight assessment and counseling for nutrition and physical activity including weight
assessment/BMI, counseling for nutrition and counseling for physical activity for children/
adolescents ages 3—17 years (WCC). Please note, this measure has three components. All three
components showed increasing trends and higher rates in the recent year compared to the baseline;

e Follow-up after hospitalization for mental illness, within seven days of discharge (FUH);

e Adolescent well care visits (ages 12-21 years) (AWC);

e Well-child visits in third, fourth, fifth and sixth year of life (ages 3—6 years) (W34);

o Well-child visits in the first 15 months of life (3 visits, 4 visits, 5 visits, 6 or more visits) (W15);

e Controlling high blood pressure (CBP);

e Comprehensive diabetes care (CDC). Please note, this measure is based on six metrics. The trend
analysis and comparison of rates in the most recent year compared to the baseline showed
improvement in appropriate directions for all six metrics;

e Appropriate testing for children with pharyngitis (CWP);

e Medication management for people with asthma (MMA);

e Annual monitoring for patient on persistent medications (MPM); and

e Appropriate treatment for children with upper respiratory infection (URI).
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The rates above 50% were seen for all these measures, except for medication management for people
with asthma (below 40%).

The rates above 80% were seen in the most recent year for following four measures:
e Adults’ access to preventive/ambulatory health services (AAP);

e Adult BMI assessment among members ages 18 years and older (ABA);

e Annual monitoring for patient on persistent medications (MPM); and

e Appropriate treatment for children with upper respiratory infection (URI).

Decreasing trends for two out of eighteen measures were seen. These included:
e Adults’ access to preventive/ambulatory health services (AAP); and
e Initiation and engagement in alcohol or other drug dependence treatment (IET).

Though decreasing trends were seen for the adults’ access to preventive/ambulatory health services
(AAP), its rate for the most recent year was considerably high and above 85%. In addition, a statistically
significant increasing trend was seen for this measure in the age group 65 years and older. The lower
rates (below 40%) were seen continuously throughout the evaluation period for the IET measure with
the lowest rate for engagement in treatment for alcohol or other drug dependence. In addition, most
recent rates for both aspects of this measure (initiation and engagement in treatment) were significantly
lower than the baseline rates (statistically significant differences).

No statistically significant change was observed in the trends over the five-year period for the following

three measures:

e Prenatal and postpartum care (PPC);

e Chlamydia screening in women ages 16—24 years (CHL); and

e Follow-up care for children prescribed Attention Deficit Hyperactivity Disorder (ADHD) medication
(ADD).

Along with no significant change over time, the rates in the most recent year for Prenatal and
postpartum (PPC), were below 80%. The rates for the follow-up care for children prescribed ADHD
medication measure (initiation phase and continuation and maintenance phase) in the most recent year
were higher compared to the baseline (statistically significant difference).

Though most of the PH measures showed increasing trends over time, however improvements could be
made in the rates to further strengthen the quality of care provided to the beneficiaries. Thus, the
assessment of the eighteen performance measures indicated that the quality of care addressing PH
care had shown improvement over time.
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Table 13. Physical Health HEDIS Measures, CY2013 - CY2017

Measure

HEDIS

Aggregated Results

2013 | 2014 | 2015 | 2016 | 2017 | 2013 | 2014 | 2015 | 2016 | 2017

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

Quality Compass
>50th Percentile*

Ages 20-44 85.4% 843% 83.7% 82.6% 83.6% K T T T T
Ages 45-64 922% 92.4% 92.3% 91.3% 90.7% 1 T T 1 T
Ages 65 and older 89.5% 88.6% 89.7% 90.1% 90.9% 1 1 » 1 »
Total — Ages 20 and older 88.4% 87.5% 87.1% 86.2% 86.7% K (N Mt o 1t
Annual Dental Visit (ADV)
Ages 2-3 40.8% 41.2% 42.8% 458% 46.6% T 1t (N T 1t
Ages 4-6 66.3% 65.7% 66.2% 69.2% 70.7% K T 1t K T
Ages 7-10 70.7% 70.1% 70.4% 72.7% 73.7% T T (N T 0
Ages 11-14 62.8% 62.8% 63.2% 66.4% 67.7% K T T T T
Ages 15-18 53.9% 53.5% 54.1% 57.2% 58.7% 1 T T 1t T
Ages 19-20 315% 302% 34.7% 33.1% 33.9% NA N T N% N
Total — Ages 2-20 60.3% 60.0% 60.9% 63.7% 64.8% T P Mt 1t P
Initiation in Treatment for Alcohol or other Drug Dependence (IET)* (CMS Core Quality Measure)
Ages 13-17 49.0% 50.8% 46.4% 50.2% 43.6% T 1t t T A
Ages 18 and older 40.9% 413% 37.7% 401% 34.7% T o) N2 N\ A
Total —Ages 13 and older 421% 42.6% 389% 41.4% 35.8% Mt 1t (N T 2
Engagement in Treatment for Alcohol or other Drug Dependence (IET)A (CMC Core Quality Measure)
Ages 13-17 325% 31.0% 26.8% 27.5% 23.6% K T T T A
Ages 18 and older 122%  12.1% 10.7% 12.4% 104% | 1 X T 1 A
Total —Ages 13 and older 15.2% 14.8% 12.9% 143% 12.0% 1 1 » 1 A
Prenatal and Postpartum Care (PPC) (CMS Core Quality Measure)
Prenatal Care 71.4% 70.4% 67.4% 68.4% 69.3% J NA NE J NA
Postpartum Care 585% 55.8% 57.5% 58.0% 61.1% N N N N N
Chlamydia Screening in Women (CHL) (CMS Core Quality Measure)
Ages 16-20 42.4% 41.0% 413% 41.0% 39.6% NE N N2 NE N
Ages 21-24 55.6% 54.5% 53.5% 52.8% 54.5% N2 N N2 N2 N2
Total — Ages 16-24 46.1% 45.4% 458% 453% 45.1% NA N N2 NA N
Adult BMI Assessment (ABA) (CMS Core Quality Measure)
[ 722%  77.6% 80.9%  86.5% | vV vy

Weight Assessment & Counseling for Nutrition and Physical Activity for Children/Adolescents (CMS Core Quality Measure)

Ages 3-11
Ages 12-17
Total — Ages 3-17

Ages 3-11
Ages 12-17
Total — Ages 3-17

Ages 3-11
Ages 12-17
Total — Ages 3-17

Weight Assessment/BMI for Children and Adolescents (WCC)

33.7%
36.6%
34.7%

Counseling for Nutrition for Children and Adolescents (WCC)

47.4%
46.0%
46.9%

Counseling for Physical Activity for Children and Adolescents (WCC)

39.6%
53.1%
44.0%

44.3%
47.3%
45.3%

50.8%
47.0%
49.5%

43.5%
50.6%
45.8%

48.9%
48.1%
48.6%

50.6%
45.7%
49.1%

43.3%
48.3%
44.9%

55.5%
56.9%
56.0%

55.4%
53.1%
54.7%

47.9%
58.6%
51.5%

64.3%
65.6%
64.7%

60.6%
56.7%
59.2%

51.9%
57.8%
53.9%

v N N v
v 2 \ v
v v v v
N N N N
v N N v
N N N N
v 2 \ v
v N N v
N N N N

tQuality Compass identified “Trend with Caution” due to specification changes from prior year

*/Signifies Quality Compass ranking >50" percentile; {,Signifies Quality Compass ranking <50 percentile
AQuality Compass identified “Break in Trending” due to specification changes from prior year
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Table 13. Physical Health HEDIS Measures, CY2013 - CY2017 (Continued)

HEDIS Quality Compass
Measure Aggregated Results >50th Percentile*
2013 | 2014 | 2015 | 2016 | 2017 | 2013 | 2014 | 2015 | 2016 | 2017 |
Follow-Up after Hospitalization for Mental lliness, within seven days of discharge (FUH)” (CMS Core Quality Measure)
| 61.0% 562% 62.8% 64.4% 59.0% | 7 T T T "
Follow-Up Care for Children Prescribed ADHD Medication (ADD)' (CMS Core Quality Measure)
Initiation Phase 48.0% 50.7% 52.2% 49.5% M M M t
Continuation & Maintenance Phase 54.8% 61.2% 61.4% 57.5% 1t o) 0y t
Adolescent Well Care Visits (AWC) (CMS Core Quality Measure)
| 43.6% 467% 46.8% 47.7% 533% | | N Vv v v
Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34) (CMS Core Quality Measure)
| 634% 659% 648% 673% 7L0% | L L L L
Well-Child Visits in the First 15 Months of Life (W15) (CMS Core Quality Measure)
Ovisits 42%  3.0% 34% @ 2.9% N N "~ "~
Lvisit 44%  33% 35%  3.4% Y I NS
2visits 60% 48% 48%  4.1% Y I NI
3visits 7.1%  65% 55%  6.5% "~ "~ Mgt
4 visits 123% 9.1% 86%  8.0% 1t J N2 N2
5visits 16.8% 14.5% 15.5% 14.4% N/ 2 N N
6 or more visits 493% 587% 58.6% 60.7% J J N2 N2
Controlling High Blood Pressure (CBP) (CMS Core Qualilty Measure)
| 473% 515% 482% 521% 536% | L L L L |
Comprehensive Diabetes Care (CDC)
HbAlc Testing (CMS Core Quality Measure) 83.1% 84.8% 849% 85.8% 86.2% NE N N N N
Eye Exam (Retinal) 50.1% 58.6% 62.5% 644% 62.4% J 1t T T T
Medical Attention for Nephropathy 75.8% 76.8% 89.2% 87.2% 88.8% N N N N N
HbA1lc Control (<8.0%) 39.0% 39.3% 46.6% 51.0% 55.0% N N N Mt Mt
HbA1lc Poor Control (>9.0%) (CMS Core Quality Measure) | 54.4%  52.9% 45.4% 41.1% 35.3% N N N N N
Blood Pressure Control (<140/90) 53.1% 52.6% 58.8% 57.9% 61.1% NE N N N N
Appropriate Testing for Children with Pharyngitis (CWP)
| 516% 522% 551% 612% 686% | L L L L |
Medication Management for People with Asthma (MMA) (CMS Core Quality Measure in 2013-2017)
5-11years of age 27.4% 29.1% 31.7% 38.0% M M M 1,
12-18 years of age 241%  26.6% 31.9% 36.4% o (N 1t 1t
19-50 years of age 39.6% 38.3% 41.4%  46.6% 1t Mt Mt Mt
51-64 years of age 53.0% 55.1% 60.1% 60.2% o M M M
Total — Ages 5-64 28.1% 29.9% 33.7% 39.2% N N Mt Mt
Annual Monitoring for Patients on Persistent Medications (MPM)” (CMS Core Quality Measure)
| 84.9% 89.7% 90.2% 89.5% 90.0% | N (N 0N X A
Appropriate Treatment for Children with Upper Respiratory Infection (URI)
| 709% 735% 763% 792% 8L9% | L L L L
*A\Signifies Quality Compass ranking >50™ percentile; {,Signifies Quality Compass ranking <50" percentile
AQuality Compass identified “Break in Trending” due to specification changes from prior year
THEDIS rates greater than 50th percentile that indicate poor performance

The aggregate HEDIS rates for CY2016/CY2017 and baseline year (CY2013/CY2014) were also examined.
These rates along with the percentage point differences among them are shown in Table 14.
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. Percentage
HEDIS Quality of Care Measures RS AV P Point ’
Rate Rate Difference
Adults' Access to Preventive/Ambulatory Health Services, ages 20 years and 2013 2017
older (AAP) 88.4% 86.7% -1.7%
| | Visi 2013 2017
Annual Dental Visit, ages 2-20 years (ADV) B0.3% B0.8% +4.5*
Initiation in Treatment for Alcohol or Other Drug Dependence, ages 13 years 2013 2016
and older (IET) 42.1% 41.4% -0.7*
Engagement in Treatment for Alcohol or Other Drug Dependence, ages 13 years 2013 2016
and older (IET) 15.2% 14.3% -0.9*
Prenatal and Postpartum Care (PPC) 2013 2017
Prenatal Care 71.4% 69.3% 2.1
Postpartum Care 58.5% 61.1% +2.6
. L 2013 2017
Chlamydia Screening in Women, ages 16-24 years (CHL)
46.1% 45.1% -1.0
2014 2017
Adult BMI Assessment, ages 18 years and older (ABA)
72.2% 86.5% +14.3*
Weight Assessment & Counseling for Nutrition and Physical Activity for 2013 2017
Children/Adolescents, ages 3-17 years (WCC)
e Weight Assessment/BMI for Children and Adolescents 34.7% 64.7% +30.0%*
e  Counseling for Nutrition for Children and Adolescents 46.9% 59.2% +12.3%
e  Counseling for Physical Activity for Children and Adolescents 44.0% 53.9% +9.9*
Follow-Up after Hospitalization for Mental Iliness, within seven days of 2013 2016
discharge (FUH) 61.0% 64.4% +3.4%
Follow-Up Care for Children Prescribed ADHD Medication (ADD) 2014 2016
Initiation Phase 48.0% 52.2% +4.2%
Continuation & Maintenance Phase 54.8% 61.4% +6.6*
Adolescent Well Care Visits, ages 12-21 years (AWC) :;é; 5230;; +9.7%
Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life, ages 3-6 years 2013 2017
(W34) 63.4% 71.0% +7.6%
Well-Child Visits in the First 15 Months of Life (W15) 2014 2017
e 6 ormore visits 49.3% 60.7% +11.4*
Controlling High Blood Pressure (CBP) 4270;01 52;(1507/0 +6.3*
Comprehensive Diabetes Care (CDC) 2013 2017
e HbAlc Testing 83.1% 86.2% +3.1*
e Eye Exam 50.1% 62.4% +12.3*%
e Medical Attention for Nephropathy 75.8% 88.8% +13.0*
e HbAlc Control (<8.0%) 39.0% 55.0% +16.0*
e HbA1lc Poor Control (>9.0%) 54.4% 35.3% -19.0%
e  Blood Pressure Control (<140/90) 53.1% 61.1% +8.0%
. . . . . 2013 2017
Appropriate Testing for Children with Pharyngitis (CWP) 51.6% 68.6% +17.0*
. . 2014 2017
Medication Management for People with Asthma, ages 5-64 years (MMA) 28.1% 39.2% +11.1%
Annual Monitoring for Patients on Persistent Medications, ages 18 years and 2013 2016
older (MPM) 84.9% 89.5% +4.6*
] ] ] , , 2013 2017
Appropriate Treatment for Children with Upper Respiratory Infection, (URI) 71.9% 81.9% +10.0*
* Pearson Chi-Square p<.05 (Statistically Significant Results)
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Evaluation Results for the Physical Health Performance Measures

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

This measure tracked annual preventive/ambulatory visits (Figure 5). The measure was assessed in the
total Medicaid population, as well as in three age groups (20—44 years; 45—64 years; and 65 years and
older) from CY2013 to CY2017 (most current available data reported by the 2018 HEDIS report). From
2013 to 2017, a statistically significant increasing trend was seen in the percentages of the annual
preventive/ambulatory visits among 65 years and older members (p<.001). However, among the total
Medicaid population, as well as among the age groups 20—44 years and 45-64 years, rates were high,
but a statistically significant decreasing trend was seen over this period (p<.001). The rate for the 65
years and older age group in 2017 was significantly higher than the baseline rate (p<.001).

The aggregate HEDIS results for

the AAP measure from CY2013 Adults’ Access to Preventive/
through CY2017 were above the Ambulatory Health Services (AAP)
50" QC percentile for the total 100 100%

Medicaid population and for each
of the age groups. For the total
population, aggregate HEDIS
results remained above the 75"

QC percentile throughout the £ £ & £ ¢ = Bl i
evaluation period. When assessed E E F ® % » & 8 &% & B
0%

for each age group, an 2013 2014 2015 2016 2017 2013 2014 2015 2046 2017
improvement in HEDIS results

in th 20-44 Medicaid Population, Ages 20 Years and Wedicasid Population, §5 Years and
Was seen In the age groups older Age Group Older Ags Group
years (>75th QcC percentile) and 65 Mantel Heenszel Chi-5quare p.001 rantel Haenszel Chi-Square p<.001

years and older years (>66.67" Figure 5. HEDIS AAP Trend CY2013-CY2017

QC percentile) in the recent year.
In the age group 45—64 years, a decline in QC ranking was seen for the HEDIS result in the recent year
compared to the baseline year (>90" QC percentile), though, it was still above the 75" QC percentile.

Annual Dental Visit (ADV)
This measure tracked annual dental visits among the combined

Medicaid and CHIP population (2—20 years old) from CY2013 to Annual Dental Visits [ADV)
CY2017 (Figure 6); it was also a P4P measure from 2016-2017

for Ages 2—20. The measure was also examined in six age _—

subgroups (2—3 years; 4—6 years; 7-10 years; 11-14 years; 15—

18 years; and 19-20 years) over this period. From 2013 to

2017, statistically significant increasing trends were seen in the

percentages of the annual dental visits among combined

Medicaid and CHIP population, as well as in all six age groups

mentioned above (p<.001). The annual dental visit rate in the £F &€ & £ &
total combined population for 2017 was significantly higher % B 8 8 @ 4
than the baseline rate (p<.001). The rates for all age groups in 2013 2014 2015 2016 2017
2017 was significantly higher than the respective baseline rates Medicaid and CHip, combined
(p<.001). The aggregate HEDIS results for CY2013 through BAantel Haenszel Chi-Square p.001

CY2017 were above the 50™" QC percentile for the total

Medicaid and CHIP combined population and for all age groups
except members in the age group of 19-20 years old, with the improvement seen from 2013 onwards in
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the combined Medicaid and CHIP population. Similar patterns were seen in all age groups except the
age group 19-20 years. The QC percentiles were above the 75" percentile among the total combined
population and the age group 7-10 years, whereas it was above the 66.67" percentile among the age
groups 2-3 years, 4—6 years, 11-14 years, and 15-18 years.

Initiation and Engagement in Treatment for Alcohol or Other Drug Dependence (IET) (CMS Core Quality

Measure)

This measure tracked IET rates

for the total combined Medicaid Initiation and Engagement of Treatment

and CHIP pOpU|at|0n (13 years Initiation of Treatment for Engagement of Treatment for
and older) from CY2013 to Alcohol or Other Drug Alcohol or Other Drug Dependence
CY2016 (Figure 7). The measure sooy, | Dependence (IET] Lo (1ET)

was also examined in the two

age subgroups (13-17 years,

and 18 years and older) over

this period. Due to specification

changes in the measure in 2017 E E ﬁ §

from prior years, the trend over % = o, | e D D
time for this measure (for 2013 2014 2005 206 2013 204 2015 2016
initiation of and engagement in medicsid and CHIF, combined Medicaid and CHIP, combined
treatment) was assessed from Mantel Hagnszel Chi-square =02 Mantel Haenszel Chi-Square p=02
2013 through 2016. Due to this Figure 7. HEDIS IET Trend CY2013—-CY2016

reason, a trending break in the
assessment of QC percentiles was also seen.

During this period, statistically significant declining trends were seen in the rates of the treatment
initiation for alcohol or other drug dependence among the total combined Medicaid and CHIP
population (p=.02), as well as in the age group 18 years and older (p=.03). The rates for the total
combined population and age group 18 years and older in 2016 were significantly lower than the
baseline rate (p<.001). The trend for the QC ranking was also assessed for the period of 2013 to 2016.
The aggregate HEDIS results for CY2013 through CY2016 were above the 50" QC percentile for the total
combined Medicaid and CHIP population and for the age group 13—17 years.

During this period, statistically significant declining trends were also seen in the rates of the treatment
engagement for alcohol or other drug dependence in the total combined Medicaid and CHIP population
(p=.02), as well as for the age group 13-17 years (p<.01). The rate for the total combined population in
2016 was significantly lower than the baseline rate (p<.001). Similarly, the rates for both age groups in
2016 were significantly lower than the baseline rate (p=.01). The aggregate HEDIS results for CY2013
through CY2016 were above the 50" QC percentile for the total combined Medicaid and CHIP
population, as well as for both age groups. In the age group 13—17 years, the rates were above the 90"
QC percentile throughout the four-year period.

Prenatal and Postpartum Care (PPC) (P4P — Prenatal Care) (CMS Core Quality Measure)

This measure tracked PPC rates among combined Medicaid and CHIP population from CY2013 to
CY2017. The aggregate PPC rates were based on weighted hybrid data. The PPC rates did not show
statistically significant trends over the five-year period. Also, no statistically significant differences were
seen in the 2017 rates compared to the baseline rates. The aggregate HEDIS results for PPC for the total
combined Medicaid and CHIP population throughout five years were below the 50" QC percentile. The
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HEDIS results for prenatal care were below the 25™ QC percentiles throughout, with further decline to
the <10 QC percentile in recent years. The HEDIS results for postpartum care were below the 50" QC
percentile throughout the five years and was <33.33™ QC percentile in the most recent year.

Chlamydia Screening in Women (CHL) (CMS Core Quality Measure)

This measure tracked CHL rates among total Medicaid and CHIP combined populations, age 16-24 years,
from CY2013 to CY2017. The CHL rates were also examined in two age groups (16—20 years and 21-24
years) over the five-year period. From 2013 to 2017, CHL rates did not show any significant change in
the trend among the total combined Medicaid and CHIP population, as well as in the age group 21-24
years. Also, no statistically significant differences were seen in the 2017 rates compared to the baseline
rates for the total combined population and the age group 21-24 years. However, a declining trend was
seen in the rates for the age group 16—20 years (p<.01). The rate in this age group was significantly
decreased in 2017 compared to the baseline rate (p=.01).

The aggregate HEDIS results for CY2013 through CY2017 were below the 50th QC percentile for the total
combined Medicaid and CHIP population, as well as for both age groups. During the five-year period, the
CHL rates were below the 25" QC percentile in the total combined Medicaid and CHIP population with
further decline to the <10™ QC percentile in the most recent year. A similar pattern was seen among
both age groups, with the HEDIS results at the <10 QC percentile among the age group 16-20 years in
the recent years.

Adult BMI Assessment (ABA) (CMS Core Quality Measure)
This measure tracked ABA rates among the Medicaid and CHIP

Adult Body Mass Index Assessment

combined populations, age 18 years and older, from CY2014 to {ABA)

CY2017 (Figure 8). Data for this measure were based on

aggregate weighted hybrid HEDIS data. From 2014 to 2017, a 100%

statistically significant increasing trend was seen in the /
percentages of the ABA among the combined Medicaid and

CHIP population (p<.001). The ABA rate in the combined
population was significantly higher in 2017 compared to 2013

<.001). # i % %
(p ) B E ] &

0%
The aggregate HEDIS results for the ABA measure from CY2014 2014 2015 I0LE 2007
through CY2017 were below the 50 QC percentile. However, Medicaid and CHIP, combined

improvement was seen from the <25™ QC percentile at the ntantel Kaenszel Chi-Square 5001

baseline to the <50 percentile in the recent year. Figure 8. HEDIS ABA Trend CY2014-CY2017

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
(CMS Core Quality Measure)

This measure tracked WCC rates among the combined Medicaid and CHIP population, age 3—17 years,
from CY2013 to CY2017 (Figure 9). These rates were also monitored for two age groups, 3—11 years, and
12-17 years, over this period. It included three components.
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Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (WCC)
Weight Assessment/BMI for Counseling for Mutrition for Counseling for Physical Activity for
Children/Adolescents [WCC) ChildrenfAdolescents [WCC) Children/Adolescents (WCC)
100% 100% 100%
£ £ £ & % £ £ 5 £ % E £ § £ %
(2 9 9 8 3 -1 111 SEEL AL
o 0% o
2013 2014 2015 2016 2017 2013 2014 2015 2016 2017 2013 2014 2015 2016 z017
Medicaid and CHIF, combined  Bdantel Haenszel Chi-Square p<.001, 2ach

Figure 9. HEDIS WCC Trend CY2013-CY2017

Weight Assessment/BMI Rates for Children/Adolescents

Weight Assessment/BMI rates among children and adolescents, age 3—17 years (the total combined
Medicaid and CHIP population), as well as in two age groups showed statistically significant
increasing trends (p<.001). In 2017, a three-fold increase was seen in the rate for the total combined
population and in two age groups with the 2017 rates significantly higher than the baseline rates
(p<.001).

The aggregate HEDIS results for this measure over the five-year period were below the 50" QC
percentile for the total combined population and two age groups. Throughout this period, results for
the total combined population and two age groups were <25 QC percentile, except for the 2017
rate for the age group 12-17 years, which was below the 33.33" QC percentile.

Counseling for Nutrition for Children/Adolescents

The rates for the Counseling for Nutrition measure among children and adolescents, age 3—17 years
(the combined Medicaid and CHIP population), as well as in two age groups showed statistically
significant increasing trends in the total combined population and both age groups (p<.001). The
rate in the total combined population was significantly higher in 2017 compared to the baseline
(p<.001). A similar statistically significant increase was also seen in rates for both age groups (3-11
years: p<.001; 12—-17 years: p<.01).

The aggregate HEDIS results for this measure over the five-year period were below the 50" QC
percentile for the total combined population and two age groups. Throughout this period, results for
the total combined population and two age groups were below the 25" QC percentile, except for
the age group 12—-17 years in 2017 with the rate <33.33™ QC percentile.

Counseling for Physical Activity for Children/Adolescents

The rates for the Counseling for Physical Activity measure among children and adolescents, age 3—17
years (the total combined Medicaid and CHIP population), as well as in two age groups showed
statistically significant increasing trends (the total combined population and the age group 3—-11
years: p<.001; age group 12-17 years: p=.03). The rate for the total combined population was
significantly higher in 2017 compared to the baseline (p<.001). Similarly, the rates for both age
groups were also significantly higher in 2017 compared to the baseline (3—11 years: p<.001; age
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group 12—17: p=.01). The aggregate HEDIS results for this measure, over the five-year period, were
below the 50th QC percentile for the total combined population and two age groups. In recent
years, results for the total combined population and two age groups were below the QC 33.33™

percentile.

Follow-up after Hospitalization for Mental lliness, within seven days of discharge (FUH) (CMS Core

Quality Measure)

From 2013 to 2016, rates for the measure FUH for Mental
Iliness, within seven days of discharge among the combined
Medicaid and CHIP population showed a statistically
significant increasing trend (p<.001) (Figure 10); it was also a
P4P measure from 2014-2015. The rate for the total
combined population was significantly higher in 2016
compared to the baseline year (p<.001). The aggregate HEDIS
results were above the 50" QC percentile throughout this
period. In recent years, the rates were >75" QC percentile.

Follow-Up Care for Children Prescribed ADHD Medication
(ADD) (CMS Core Quality Measure)

The measure is based on aggregate weighted administrative
HEDIS data and tracked the follow-up care for children, ages
6—12, diagnosed with ADHD among whom ADHD medication

Follow-up after Hospitalization for
Mental lliness, within seven days of

discharge [FUH)
100%

g & g 8

z % o 3
0%

2013 2014 2015 2016
Medicaid and CHIP, combinad

mdamtel Haenszel Chi-Square p<.001

Figure 10. HEDIS FUH Trend CY2013-CY2016

was prescribed. The measure was assessed in the combined Medicaid and CHIP population. CY2014 data
constituted the baseline for the measure. The rates were examined for two phases (Initiation Phase and
Continuation & Maintenance Phase). No significant change in the trends from CY2014 through CY2016

were seen in the rates for both phases. The rates for both
phases in 2016 were significantly higher compared to the
baseline (p<.01). The aggregate HEDIS results for this
measure for both phases throughout the three-year period
were above the 50™" QC percentile.

Adolescent Well Care Visits (AWC) (CMS Core Quality
Measure)

The measure tracked Well Care Visits among adolescents,
ages 12—-21 years, in the combined Medicaid and CHIP
population (Figure 11). A statistically significant increasing
trend was seen for this measure during the five-year period
(p<.001). The rate was significantly higher in CY2017
compared to the baseline (p<.001). The aggregate HEDIS
results for this measure throughout the five years were
below the 50" QC percentile.

Adolescent Well Care Visits [AWC)

100%

—

T £ & £
5 4§ $ &

201= 2014 2015 2016 2017

53.3%

redicaid and CHIP, combined
rdantel Haenszel Chi-square p<.001

Figure 11. HEDIS AWC Trend CY2013-CY2017
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Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34) (P4P in 2017 and 2018) (CMS

Core Quality Measure)

The measure tracked Well-Child Visits among children, ages
3-6 years, in the combined Medicaid and CHIP population
(Figure 12). A statistically significant increasing trend was
seen for this measure during the five-year period (p<.001).
The rate was significantly higher in CY2017 compared to the
baseline (p<.01). The aggregate HEDIS results for this
measure throughout the five years were below the 50" QC
percentile; however, an improvement was seen from the
results <25™ QC percentile at the baseline to the <50" QC
percentile in the most recent year.

Well-Child Visits in the First 15 Months of Life (W15) (CMS
Core Quality Measure)

This measure tracked the number of well-child visits among
children in the first 15 months of their life after post-delivery
hospital discharge among the combined Medicaid and CHIP
population (Figure 13). Data were based on aggregated
weighted administrative HEDIS data. CY2014 constituted the
baseline year for this measure. The data were examined in
six subgroups based on the number of visits (0 Visits; 1 Visit;
2 Visits; 3 Visits; 4 Visits; 5 Visits; and 6 or More Visits).
Statistically significant increasing trends were seen for 3 or
more visits (p=.01); 4 or more visits (p=.01); 5 or more visits
(p<.001); and 6 or more visits (p<.001). The rate for the 6 or
more visits was higher in CY2017 compared to the baseline
(p<.001).

The ranking for the QC percentiles must be interpreted
differently for this measure; being >75% percentile for “0
visits,” for example is not a positive result, whereas being
above the 75" percentile for “6 or more visits” would be a
positive result. In three out of four years, including the most
recent year, the aggregate HEDIS results for “0 Visits” were
at the >75" QC percentile, whereas for “6 or More Visits”
were at the <50 QC percentile with <33.33™ QC percentile
in the most recent year.

Controlling High Blood Pressure (CBP) (CMS Core Quality
Measure)

The measure was tracked for the Medicaid population
(Figure 14). The rate was based on weighted hybrid data. A
statistically significant increasing trend was seen for this
measure during the five-year period (p<.01). The rate for
2017 was significantly higher than the baseline (p<.01). The
aggregate HEDIS results for this measure throughout the five

Well-Child Visits in Third, Fourth, Fifth
& Sixth Years of Life (W34)

100%

i 8 &
B § 3

&7.8%
T1.00

0%
2013 2014 2015 2018 2017

wiedicaid and CHIP, combined [3—6 years)
miantel Haenszel Chi-square p=.001

Figure 12. HEDIS W34 Trend CY2013-CY2017

Well-Child Visits in the First 15 Months
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Figure 13. HEDIS W15 Trend CY2014-CY2017
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Figure 14. HEDIS CBP Trend CY2013-CY2017
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years were below the 50" QC percentile; however, an improvement was seen from the <25 percentile
in 2013 to the <50 QC percentile in 2017.

Comprehensive Diabetes Care (CDC) (HbAIc Testing and HbAlc Poor Control [>9.0%] are CMS Core

Quality Measures)

This measure is a composite HEDIS measure composed of six metrics, each reported by MCOs based on

hybrid data (Figure 15). The measure tracked comprehensive diabetes care (CDC) among members, ages

18-75 years, in the Medicaid population. The five-year trends examined for the 6 metrics of the

measure showed statistically significant changes in appropriate directions thus indicating improvement

in comprehensive diabetes care.

e HbAlc Testing
A statistically significant increasing trend was seen for this measure over the five-year period
(p<.01). The rate in CY2017 was significantly higher than the baseline (p<.04). The aggregate HEDIS
results for this measure throughout the five-year period were below the 50" QC percentile.

o Eye Exam (Retinal)
A statistically significant increasing trend was seen for this measure over the five-year period
(p<.001). The rate for CY2017 was significantly higher compared to the baseline (p<.001). The
aggregate HEDIS results for this measure have improved from the baseline, with >66.67" QC
percentile in the most recent year.

e Maedical Attention for Nephropathy
A statistically significant increasing trend was seen for this measure over the five-year period
(p<.001). The rate for CY2017 was significantly higher compared to the baseline (p<.001). The
aggregate HEDIS results for this measure had declined from the baseline. The aggregate HEDIS
results were <33.33 QC percentile in the most recent year.

e HbA1c Control (<8.0%)
A statistically significant increasing trend was seen for this measure over the five-year period
(p<.001). The rate for CY2017 was significantly higher compared to the baseline (p<.001). The
aggregate HEDIS results for this measure have improved over the five-year period. The aggregate
HEDIS results were >66.67™ QC percentile in the most recent year.

e HbA1c Poor Control (>9.0%)
For this metric, the goal is to have a lower rate and higher QC percentile. A statistically significant
decreasing trend was seen for this measure during the five-year period (p<.001). The rate for
CY2017 was significantly lower compared to the baseline (p<.001). The aggregate HEDIS results for
this measure have improved over the five-year period. In 2017, the aggregate HEDIS results were
>50'" QC percentile.

e Blood Pressure Control
A statistically significant increasing trend was seen for this measure during the five-year period
(p<.001). The rate for CY2017 was significantly higher compared to the baseline (p<.001). The
aggregate HEDIS results for this measure have improved from the baseline and were <50 QC
percentile in the most recent year.
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Comprehensive Diabetes Care [(CDC)
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Figure 15. HEDIS CDC Trend CY2013—-CY2017
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Appropriate Testing for Children with Pharyngitis (CWP)
The measure was based on aggregate administrative HEDIS
data and tracked appropriate testing for children with
pharyngitis (CWP) in the combined Medicaid and CHIP
population (Figure 16). A statistically significant increasing
trend was seen for this measure over the five-year period
(p<.001). The rate for CY2017 was significantly higher
compared to the baseline (p<.001). However, the aggregate
HEDIS results for this measure were below the 50" QC
percentile throughout the five years and were <25 QC
percentile in recent years.

Medication Management for People with Asthma (MMA)
(CMS Core Quality Measure 2014—2016)

Data were based on aggregated weighted administrative
HEDIS data (Figure 17). CY2014 constituted the baseline for
the measure. The measure was tracked in the combined
Medicaid and CHIP population. In addition to the rate among
the total combined Medicaid and CHIP population, ages 5—64
years, the rates were also examined in the four age groups. A
statistically significant increasing trend in the rate for the
total combined population was seen over the five-year period
(p<.001). The rate for the total combined population for 2017
was significantly higher compared to the baseline (p<.001).
The significant trends in this period were also seen for the
three age groups (5—11 years: p<.001; 12-18 years: p<.001;
and 19-50 years: p<.01. The significantly higher rates for
these three age groups were seen in 2016 compared to the
baseline (5-11 years and 12-18 years: p<.001; 19-50 years:
p=.01). In the most recent years, the aggregate HEDIS results
for this measure were > 50" QC percentile for the rate for the
total combined population and >75% QC percentile for all
four age groups.

Annual Monitoring for Patients on Persistent Medications
(MPM) (CMS Core Quality Measure)

The measure was tracked in the Medicaid population, age 18
years and older; it was also a P4P measure from 2014-2016
(Figure 18). The aggregate rate was based on administrative
data. Due to specification changes in the measure in 2017
from the prior years, the trend over time for this measure
was assessed from 2013 through 2016. Due to this reason, a
trending break in assessment of QC percentiles was also
seen. A statistically significant increasing trend was seen for
this measure over the 4-year period (p<.001). The rate for the

April 26,2019
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Figure 16. HEDIS CWP Trend CY2013-CY2017
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Figure 17. HEDIS MIMA Trend CY2014-CY2016
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total combined population was significantly higher compared Figure 18. HEDIS MPM Trend CY2013—CY2017

to the baseline (p<.001). The aggregate HEDIS results for this

measure have improved from the baseline and were >66.67™" QC percentile in the most recent year.
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Appropriate Treatment for Children with Upper Respiratory
Infection (URI)

The measure was tracked for the combined Medicaid and
CHIP population (Figure 19). The aggregate rate was based 100%
on administrative data. A statistically significant increasing
trend was seen in the rate over the five-year period
(p<.001). The rate for the total combined population was
significantly higher in the recent year compared to the
baseline (p<.001). However, the aggregate HEDIS results for
this measure remained below the 50" QC percentile
throughout the five-year period; but, have improved from o%
the baseline. In the most recent year, the results were <25%
QC percentile.

Appropriate Treatment for Children
with Upper Respiratory Infection {URI)
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Figure 19. HEDIS URI Trend CY2013-CY2017

The NOMS data for the five measures related to Substance Use Disorder Services were available from
2012-2018. These data were examined to assess improvement in this subcategory of the KanCare
Quality of Care.

2) Substance Use Disorder Services

Evaluation Summary

The SUD services subcategory was assessed for improvement in five PMs: improvement in living
arrangements, reduction in arrests, reduction in drug and alcohol use, attendance at self-help meetings,
and employment status. These measures include members who were receiving SUD services. The 2012—-
2018 data for the five measures assessing SUD services for members are presented in Table 15.

The results from the evaluation of these measures are summarized below in Figure 20.

Improved/Maintained

Improved Rates Compared to

Trends/Rates Baseline

o Statistically significant
improvement in the trend over
time for one of the five measures.

o Statistically significant higher rate
in the most recent year
compared to the baseline for one

*Rates above 90% for three of the five measures.
measures throughout the six-year

period.

Figure 20. Improved/Maintained Performance Measures for Substance Use
Disorder Services

The following measure showed a statistically significant improvement in the trend over the six-year

period, as well as higher rate in the most recent year compared to the baseline:

e The number and percent of members receiving SUD services whose employment status was
improved or maintained.

Despite the improvement in the trend as well as the rate for the most recent year, this measure showed
low rates throughout the six-year period (<50%), indicating opportunity for further improvement.
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Though, no statistically significant improvement in the trends for the following three measures for the

members using SUD services were seen; however, their rates were consistently high and maintained

throughout the six-year period showing high quality of care received by KanCare beneficiaries:

e The number and percent of members receiving SUD services whose living arrangements improved;

e The number and percent of members receiving SUD services whose criminal justice involvement
improved; and

e The number and percent of members receiving SUD services whose drug and/or alcohol use
decreased.

The following measure did not show any improvement in the trend over time, and the rates remained

consistently low throughout the evaluation period showing opportunity for improvement in the future:

e The number and percent of members receiving SUD services attending self-help meetings during
reporting period (<46%).

Although only one measure related to the SUD services assessing the quality of care showed
improvement in trend over time, several of the measures remained high throughout the evaluation
period showing their contribution to the high quality of care provided to the members receiving SUD
services. One measure did not show any improvement in the trend over time, as well as its rates were
consistently low throughout the evaluation period showing opportunity for improvement in the future.

Table 15. Performance Measures for Members Receiving Substance Use Disorder Services (SUD), Annual

Quarterly Average, CY2012-CY2018

Pre-
KanCare
2012 2013 2014 2015 2016 2017 2018

KanCare

Members in stable living situations at time of discharge

R 99.0% |99.1% 99.3% 98.9% 96.9% 96.4% 97.9%
from SUD services

Members without arrests during reporting period

S 99.0% | 99.3% 98.9% 98.9% 98.5% 99.3% 99.3%
(criminal justice involvement decreased)

Members abstinent from alcohol and other drugs at time

95.3% | 94.2% 95.5% 93.5% 90.8% 91.3% 93.4%
of discharge from SUD services ’ 0 0 0 0 0 0

Members receiving SUD services attending self-help
programs

59.9% |42.3% 44.5% 39.5% 39.0% 41.3% 45.2%

Members employed at time of discharge from SUD
services

29.7% | 31.8% 34.9% 41.8% 38.3% 457% 49.1%

Evaluation Results for the Substance Use Disorder Services Performance Measures

The number and percent of members receiving SUD services whose living arrangements improved

This measure tracked the percentage of members in stable living conditions at the time of discharge
from SUD services. The denominator for this measure was an annual quarterly average and included
those whose living arrangement details were collected by KDADS in the KCPC state tracking system. For
this measure, pre-KanCare (2012) data were used as the baseline.

Although no statistically significant improvement was seen in the trends over the six-year period for this
measure, the rates were consistently high and maintained throughout this period (>96%). In addition, no
statistically significant difference was seen in the rate for most recent year compared to the baseline.
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The number and percent of members receiving SUD services whose criminal justice involvement
improved

This measure tracked the percentage of members without arrests at the time of discharge from SUD
services. The denominator for this performance measure is an annual quarterly average and the
numerator is based on the 30 days prior to discharge from the SUD services. For this measure, pre-
KanCare (2012) data were used as the baseline.

Although no statistically significant improvement was seen in the trends over the six-year period for this
measure, the rates were consistently high and maintained throughout this period (>98%). In addition, no
statistically significant difference was seen in the rate for the most recent year compared to the
baseline.

The number and percent of members receiving SUD services whose drug and/or alcohol use decreased
This measure tracked the percentage of members who were abstinent from alcohol and other drugs
when they were discharged from the SUD services. For this measure, pre-KanCare (2012) data were
used as the baseline.

Although no statistically significant improvement was seen in the trends over the six-year period for this
measure, the rates were consistently high and maintained throughout this period (>90%). In addition, no
statistically significant difference was seen in the rate for the most recent year compared to the
baseline.

The number and percent of members receiving SUD services attending self-help meetings during
reporting period

This measure tracked the percentage of members who were attending self-help programs when they
were discharged from the SUD services. For this measure, pre-KanCare (2012) data were used as the
baseline.

No statistically significant improvement was seen in the trends over the six-year period for this measure.
The rates were low throughout the evaluation period (<46%). The rate for the most recent year was
significant lower compared to the baseline (p=.01). Therefore, efforts are needed to improve the rate for
this measure.

The number and percent of members receiving SUD services whose employment status was improved
or maintained

This measure tracked the percentage of members who were employed when they were discharged from
the SUD services. For this measure, pre-KanCare (2012) data were used as the baseline.

A statistically significant increasing trend was seen in the rate over the six-year period (p<.001). The rate
for the most recent year was significantly higher compared to the baseline (p<.001). Though rates in
most recent years showed improvement; however, were consistently low throughout the evaluation
period (<50%). The efforts are needed to further improve the rate for this measure.

3) Mental Health Services

Evaluation Summary
The MH services subcategory was assessed for improvement in the quality of care among adults with
SPMI and among youth with SED. Among members with SPMI, the measures monitored the
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improvement related to members identified as receiving SPMI services, improvement in housing status,
and improvement in employment status. Among youth with SED, the measures assessed for
improvement for youth identified as receiving SED services included improvement or maintenance of
residential status, improvement in CBCL competence scores. In addition, one measure assessed
reduction of inpatient psychiatric services among KanCare members. All these measures were based on
NOMS data.

The results from the Improved/Maintained Improved Rates'Compared to
. Trends/Rates Baseline
evaluation of these measures

are summarized below in eStatistically significant e Statistically significant higher rate

. improvement in the trend over in the most recent year compared
Figure 21. time for two of the three to the baseline for one of the

measures for youth experiencing three measures for youth
The data for the two SED receiving MH services. experiencing SED receiving MH
f he adul eStatistically significant reduction in services.
measures tor the adult the trend over time for inpatient
members with SPMI receiving MH services utilization among
MH services are presented in Kancaredmember5~ ;
eImproved rates were maintaine

Table 16 below. The data for for three measures throughout
the three measures for the the evaluation period (high rates
youth experiencing SED >80% for two measures among

receiving MH services are youth with SED; low rates <32%
g for one measure among KanCare

presented in Table 17 and 18 members).
below. The data for the
among KanCare members are

presented in Table 19.

The following measure showed statistically significant improvement in the trend over the four-year

period, as well as higher rate in the most recent year compared to the baseline:

e The number and percent of youth with SED who were identified as receiving mental services (proxy
measure).

The following measures showed statistically significant improvements in the trend over the six-year
period:

e The number and percent of youth with SED with improvement in their residential status; and

e The number and percent of KanCare members utilizing inpatient MH services.

The following measures showed consistently improved rates throughout the evaluation period:
e The number and percent of youth with SED with improvement in their residential status (>80%);
e The number and percent of youth with SED who maintained their residential status (>98%); and
e The number and percent of KanCare members utilizing inpatient MH services (0.3% or less).

Despite the maintained high rates throughout the evaluation period, a statistically significant decline in
trend over time, as well as lower rate in the most recent year compared to baseline were seen for the
measure “number and percent of youth with SED who maintained their residential status”. This rate
should be monitored carefully in future.

Kansas Foundation for Medical Care, Inc. Page 47



KanCare Final Evaluation Report: 2013-2018
Results - Evaluation Category: Quality of Care
April 26, 2019

The following measures showed consistently lower rates throughout the evaluation period without
showing any significant change in the trends over time:
e The number and percent of adults with SPMI who were competitively employed (<17%).

The following measures showed statistically significant declining trends over time and significantly lower

rates in the most recent year compared to the baseline:

e The number and percent of adults with SPMI who were identified as receiving necessary services
(proxy measure); and

e The number and percent of adults with SPMI who were homeless at the beginning of the reporting
period that were housed by the end of reporting period.

Although some of the MH service measures assessing the quality of care showed improvements in
trends over time, improvements could be made in the rates to further strengthen the quality of care
provided to the adults with SPMI and youth with SED. Several measures showed declining trends, as well
lower rates throughout the evaluation period showing opportunities for improvement in the provision
of MH services for the adults with SPMI and youth with SED.

Evaluation Results for the Mental Health Services Performance Measures among adults with SPMI and
youth with SED

Mental Health Services Performance Measures among adults with SPMI

The data for the measures for the adult members with SPMI receiving MH services are presented in
Table 16.

Table 16. Performance Measures for Adult Members with Severe and Persistent Mental lliness (SPMI),
Annual Quarterly Average, CY2012—CY2018

Pre-
KanCare

KanCare

2012 2013 2014 2015 2016 2017 2018

Adults with SPMI competitively employed* 13.4% | 12.3% 15.6% 16.3% 15.9% 15.6% 15.4%

Adults with SPMI who were homeless at the beginning of

45.7% | 58.0% 49.1% 44.2% 33.7% 25.0% 25.5%
the quarter housed by the end of the quarter 0 0 0 0 0 0 0

*Compare with caution due to change in methodology (2013 and 2014).

The number and percent of adults with SPMI who had increased access to services
This measure based on NOMS data was to be assessed among adult members with SPMI who received
MH services; it was also a PAP measure from 2014-2015.

The measures for “percentage of adults with SPMI who had increased access to services” required
denominator data on the number of members with SPMI and numerator data on the number of those
members who had their access to services improved to calculate the rates for these measures.

Historically, the State has been tracking the number of individuals with SPMI identified as receiving MH
services. Thus, available data could be used to calculate the rate for the measure “members identified
as receiving SPMI services” using the denominator consisting of the number of adult KanCare members
who were last assigned to the MCO, and the numerator consisting of the number of those members
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with SPMI who were enrolled for services with a Community Mental Health Center (CMHC) during the
quarter.

The numerator and denominator data for the calculation of the measure included in the evaluation
design “the number and percent of adults with SPMI who had increased access to services”, were not
available therefore, the measure could not be calculated. In place of this measure, the proxy measure
“adult members identified as receiving SPMI services” had been used in this report.

Due to a statewide change in screening policy, comparison of rates for this proxy measure was done
for the period of 2015 through 2018. The rate for 2015 was used as the baseline.

The percent of KanCare members with SPMI who were identified as receiving necessary services (proxy
measure) was 5.1% in 2018. A statistically significant declining trend was seen over the four-year
period (p<.01). In addition, the rate for the most recent year was significantly lower compared to the
baseline (p<.01). In the future, efforts are needed to improve the rate of the members with SPMI
receiving services.

The number and percent of KanCare Adults, diagnosed with SPMI, who were competitively employed
This measure, based on NOMS data, was assessed among adult members with SPMI who received MH
services; it was also a P4P measure from 2014-2015. The measure tracked the employment rates
among adult members with SPMI receiving MH services during one or more quarters of the annual
time period. Due to a statewide change in screening policy, comparison of rates for this measure was
done for the period of 2015 through 2018. The rate for 2015 was used as the baseline.

No statistically significant change in trend over the period of four years (2015-2018) was seen. No
statistically significant change was seen in the rate for the most recent year compared to the baseline.
The rates for this measure remained consistently low during this period. In the future, efforts are
needed to improve the employment rate among the members with SPMI.

The number and percent of adults with SPMI who were homeless at the beginning of the reporting
period that were housed by the end of the reporting period

This measure, based on NOMS data, was assessed among adult members with SPMI who received MH
services. The measure tracked the housing status at the end of each quarter among adult members
who were homeless at the beginning of that quarter. The rate for 2012 (pre-KanCare) was used as the
baseline for the comparison with the rate in most recent year.

A statistically significant declining trend over the period of six years was seen (p<.001). The rates for
this measure remained consistently low during the six-year period. The rate for the most recent year
was significantly lower than the baseline (p<.01). In the future, efforts are needed to improve the
housing status among the members with SPMI who were homeless.

Mental Health Service Performance Measures for Youth Experiencing SED
The data for the three measures for the youth experiencing SED receiving MH services are presented in
Tables 17 and 18 below.
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Table 17. Performance Measures for Youth Experiencing Serious Emotional Disturbances (SED), Annual

Quarterly Average, CY2012-CY2018

Ka:fz;re KanCare
2012 2013 2014 2015 2016 2017 2018
Youth experiencing SED with improved housing status 81.7% | 80.6% 81.3% 84.9% 89.3% 90.1% 85.5%
Youth with SED that maintained residential status 94.9% | 98.7% 99.3% 98.9% 98.3% 98.4% 98.2%

The number and percent of youth experiencing SED who had increased access to services
This measure, based on NOMS data, was to be assessed among youth members with SED who received
MH services; it was also a P4P measure from 2014-2015.

The measures for “percentage of youth experiencing SED who had increased access to services”
required denominator data on the number of members with SED and numerator data on the number
of those members who had their access to services increased to calculate the rates for these
measures.

Historically, the State has been tracking the number of youth with SED identified as receiving MH
services. Thus, available data could be used to calculate the rate for the measure “youth identified as
receiving SED services” using the denominator consisting of the number of KanCare youth members
who were last assigned to the MCO, and the numerator consisting of the number of those youth
members with SED who were enrolled for services with a CMHC during the quarter.

The numerator and denominator data for the calculation of the measure included in the evaluation
design “the number and percent of youth with SED who had increased access to services,” were not
available therefore, the measure could not be calculated. In place of this measure, the proxy measure
“youth identified as receiving SED services” had been used in this report.

Due to a change in the data collection policies in 2015, the comparison of rates for this proxy measure
was done for the period of 2015 through 2018. The rate for 2015 was used as the baseline.

The percent of youth with SED who were identified as receiving necessary services (proxy measure)
was 6.0% in 2018. A statistically significant increasing trend was seen over the four-year period
(p<.001). In addition, the rate for the most recent year was significantly higher compared to the
baseline (p<.001).

The number and percent of youth experiencing SED who experienced improvement in their
residential status

This measure, based on NOMS data, was assessed among youth members experiencing SED. The
measure tracked the percentage of youth experiencing SED with improvement in their residential
status during the quarterly measurement period. For this measure, the denominator was measured
from the beginning of this period and the numerator was measured at the end of this period.

The rate for 2012 (pre-KanCare) was used as the baseline for the comparison with the rate in most
recent year.
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A statistically significant increasing trend was seen over the six-year period (p<.01). Though the rate for
the most recent year was not significantly different compared to the baseline, the percentages were
high throughout this period (>80%).

The number and percent of youth experiencing SED who maintained their residential status

This measure, based on NOMS data, was assessed among youth members experiencing SED. The
measure tracked the percentage of youth experiencing SED who maintained their residential status
during the quarterly measurement period. For this measure, the denominator was measured from the
beginning of this period and the numerator was measured at the end of this period.

The rate for 2012 (pre-KanCare) was used as the baseline for the comparison with the rate in most
recent year.

A statistically significant declining trend was seen over the six-year period (p<.001). The rate for the
most recent year was significantly lower compared to the baseline (p<.001). Although a significant
decline was seen in trend over time, the percentages were high throughout this period (>98%).

The number and percent of KanCare youth receiving MH services with improvement in their Child
Behavior Checklist (CBCL Competence T-scores)

This measure is for SED youth who are receiving community-based services (CBS). The rates are based
on two separate six-month measurements (S1 and S2) and reflect improvement in the most recent
CBCL competence scores (Table 18). Each year the measurements start over; however, SED youth with
a competence score that remains below 40 can be in the denominator of both S1 and S2 during the
same annual measurements. The State reported the “total competence” score is based on a scale of 10
through 80 and also stated, “for the SED waiver eligibility, a minimum score of 70 must be achieved on
any of the 3 subscales to qualify.”

Table 18. Number and Percent of SED/CBS Youth with Improvement in their Child Behavior Checklist (CBCL) Scores, CY2012—CY2018

Pre-KanCare KanCare

2012 2013 2014 2015 2016 2017 2018
S1 S2 S1  S2* S1 S2 S1 S2 S1 S2 S1 S2 S1 S2

Numerator: Number of SED/CBS youth
. 1,313 1,170 | 1,466 912 785 | 958 886 | 686 506 | 628 554 | 341 345

with increased total competence score

Denominator: Number of SED/CBS youth

X K 2,490 2,207 | 2,796 1,705 1,513 | 1,804 1,666 | 1,297 1,860 2,160 2,221| 1,420 1,395
with prior competence score less than 40

Percent of SED/CBS youth with
improvement in their most recent CBCL 52.7% 53.0% [52.4% 53.5% 51.9% |53.1% 53.2% |52.9% 27.2%(29.1% 24.9%|24.0% 24.7%
competence score
*No data available

During the pre-KanCare measurement year (2012) and through S1 of 2016, the percentage of SED
youth with improvement in their CBCL scores (S1 and S2) were relatively comparable and greater than
50%. In 2016, there was a twenty-six percentage point decrease between the S1 and S2
measurements, which may in part be attributed to changes in the reporting methodology. The rates
for improvement in the CBCL scores stayed lower for the two remaining annual evaluation periods
(2017 and 2018) and ranged from 24.0% to 29.1%. In the most recent year, no change was seen in the
scores for Sland S2 periods. In future, efforts are needed to improve this measure.
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The number and percent of members utilizing inpatient mental health services

This measure tracked the rate of members utilizing inpatient MH services; it was also a P4P measure
from 2014-2015. The denominator included eligible members at the end of each quarter. The data for
this measure are described in Table 19 below.

Table 19. Number and Percent of Members Utilizing Inpatient Mental Health Services — Annual Quarterly

Average, CY2012-CY2018

Pre-
KanCare
2012 2013 2014 2015 2016 2017 2018

KanCare

Numerator: Number of members with an

inpatient mental health admission during the 1,560 1,298 1,306 1,020 975 999 866
quarter
Denominator: Number of members 391,444 | 406,731 418,610 413,145 437,602 396,339 355,423

Members utilizing inpatient mental health

R 0.4% 0.3% 0.3% 0.2% 0.2% 0.3% 0.2%
services

Rate per 10,000 39.9 31.9 31.2 24.7 22.3 25.2 24.4

A statistically significant declining trend was seen over the six-year period (p<.001). The rate for the
most recent year was significantly lower compared to the baseline (p<.001). The rates were low
throughout the six-year period (0.3% or lower).

4) Healthy Life Expectancy

Evaluation Summary

The Healthy Life Expectancy subcategory was assessed for the improvement in the measures related to
the health literacy, and prevention and treatment/recovery aspects among the child and adult
populations. The prevention and treatment/recovery aspects were assessed among the members with
schizophrenia, and among members with SMI, I/DD, and PD.

The health literacy, and prevention and treatment measures among the child and adult populations
were based on the adult and child CAHPS survey questions; the prevention and treatment/recovery
measure among members with schizophrenia was based on a HEDIS measure; and the prevention and
treatment/ recovery measure among members with SMI, I/DD, and PD were based on the HEDIS-like
measures. The results from the evaluation of these measures are summarized below.

Health Literacy and Prevention/Treatment in Child and Adult Populations: Measures Based on
Questions in the CAHPS Survey

The 2014-2018 data for nine child and twelve adult CAHPS survey questions assessing the health
literacy and prevention/treatment aspects are presented in Table 20. The child measures were assessed
in both General Child (GC — Title XIX and XXI) and Children with Chronic Conditions (CCC — Title XIX and
XXI) populations.

Several of these measures for the child and adult populations were consistently high throughout the
five-year period showing high quality of care received by KanCare beneficiaries during this period. The
measures showing statistically significant improvements in trends over time and in the rates for the
most recent year compared to the baseline are summarized in Figure 22 below.
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NCQA 2 50" Quality

Improved Rates Compared to
Baseline

Improved Trends

Compass Percentile

e Statistically significant
improvements in the trends

o Statistically significant higher rates

: *The QC ranking 250t QC
in the most recent year compared

over time for health literacy
measures: three out of nine
measures in the GC population;

to the baseline for the health
literacy measures (two measures
in the CCC population, one

percentile throughout five-year
period or for most of the years
for six out of seven measures in

the child populations (NCQA
ranking available for seven
measures only).

*The QC ranking =50t QC
percentile throughout the five-
year period or for most of the
years for nine out of eleven
health literacy and prevention/
treatment measures in the
adult population (NCQA ranking
available for eleven measures

four out of nine measures in
the CCC population; and one
out of seven measures in the
adult Medicaid population.

eHigh rates throughout the five-
year period for six health
literacy measures in both GC
and CCC populations; for three
health literacy measures among
adults.

eStatistically significant
improvements in the trends
over time for three out of five
prevention/treatment
measures in the adult
population.

measure in the GC population and
one measure in the adult
population).

eHigh rates for six health literacy
measures for the most recent year
in the GC and CCC populations
(>90% for five measures).

eHigh rates for four health literacy
measures in the adult population
(>80%).

eStatistically significant only).
improvement in the rates for two
prevention/treatment measures
in the most recent year compared
to the baseline in the adult
population.

The following measures showed statistically significant improvement in trends over the five-year period

and improved rates in 2018 compared to the baseline among the child and adult populations.

e Improved trends over the five-year period in the health literacy measures among the child
populations:

o Among both the GC and CCC populations — Did you and a doctor or other health provider talk
about specific things you could do to prevent illness (in your child)?

o Among both the GC and CCC populations — How often did your child’s personal doctor explain
things about your child’s health in a way that was easy to understand?

o Among both the GC and CCC populations — How often did your child’s personal doctor listen
carefully to you?

o Among the CCC population (2015-2018) — When you talked about (your child) starting or
stopping a prescription medicine, did a doctor or other health provider ask you what you
thought was best for you (your child)?

e Improved rates for the health literacy measures in 2018 compared to the baseline among the child
populations:

o Among both the GC and CCC populations — How often did your child’s personal doctor explain
things in a way that was easy for your child to understand?

o Among the CCC population — How often did your child’s personal doctor listen carefully to you?

¢ Improved trends over the five-year period in the health literacy and prevention/treatment measures
among the adult population:

o How often did your personal doctor listen carefully to you?

o Do you now smoke cigarettes or use tobacco: every day, some days, or not at all?
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o If you smoke every day/some days, how often was medication recommended or discussed by a
doctor or health provider to assist you with quitting smoking or using tobacco?

o If you smoke every day/some days, how often did your doctor or health provider discuss or
provide methods and strategies other than medication to assist you with quitting smoking or
using tobacco?

e Improved rates for the health literacy and prevention/treatment measures in 2018 compared to the
baseline among the adult population:

o Higher rate compared to baseline: How often did your personal doctor listen carefully to you?

o Higher rate compared to baseline: If you smoke every day/some days, how often did your
doctor or health provider discuss or provide methods and strategies other than medication to
assist you with quitting smoking or using tobacco? Examples of methods and strategies are:
telephone helpline, individual or group counseling, or cessation program.

o Lower rate compared to baseline (lower rate shows improvement): Do you now smoke
cigarettes or use tobacco: every day, some days, or not at all?

Though no statistically significant improvement was seen in the trends over the five-year period for

some measures among child and adult populations, the rates for these measures were consistently high

throughout this period. As high rates for these measures were maintained throughout the evaluation

period, therefore they indicated high quality of care received by KanCare beneficiaries in this period.

These measures were as follows:

e Health literacy measures with high rates during 2014-2018 without showing improvement in trends
over time among the child populations:

o Among both the GC and CCC populations, rates were above 93% (2015-2018) — When you
talked about your child starting or stopping a prescription medicine, did you and a doctor or
other health provider talk about the reasons you might want to take a medicine?

o Among both the GC and CCC populations, rates were above 91% — How often did your child’s
personal doctor explain things in a way that was easy for your child to understand?

o Among both the GC and CCC populations, rates were above 89% — How often did you have your
guestions answered by your child's doctors or other health providers?

o Among the GC population, rates were above 80% (2015—2018) — When you talked about (your
child) starting or stopping a prescription medicine, did a doctor or other health provider ask you
what you thought was best for you?

e Health literacy and prevention/treatment measures with high rates during 2014-2018 without
showing improvement in trends over time among the adult population:

o Rates were above 91% — In the last six months, how often did your personal doctor explain
things in a way that was easy to understand?

o Rates were above 91% — When you talked about starting or stopping a prescription medicine,
did you and a doctor or other health provider talk about the reasons you might want to take a
medicine?

The following measures showed average/low rates throughout the five-year period among the child and
adult populations indicating an opportunity for improvement in the future:
e Health literacy measures showing average/low rates during 2015-2018 among the child population:
o Rates were below 34% in the GC population and below 54% in the CCC population — Did you and
your child's doctor or other health provider talk about starting or stopping a prescription
medicine for your child?
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o Rates were below 78% in the GC population and below 82% in the CCC population — When you
talked about your child starting or stopping a prescription medicine, did you and a doctor or
other health provider talk about the reasons you might not want your child to take a medicine?

e Health literacy and prevention/treatment measures showing average/low rates during 2014-2018
among the adult population:

o Rates were below 72% — Did you and a doctor or other health provider talk about specific things
you could do to prevent illness?

o Rates were below 55% (2015-2018) — Did you and a doctor or other health provider talk about
starting or stopping a prescription medicine?

o Rates were below 82% (2015-2018) — When you talked about starting or stopping a prescription
medicine, did a doctor or other health provider ask you what you thought was best for you?

o Rates were below 51% — Have you had either a flu shot or flu spray in the nose since July 1,
[previous year]?

o Rates were below 80% (except one year when it was 80%) — How often were you advised to quit
smoking or using tobacco by a doctor or other health provider in your plan?

The prevention/treatment measures among adults showed consistently lower rates. The rates for
receiving influenza vaccine not only remained low throughout this period, but also did not show any
improvement over time. Though, a declining trend in the percentage of members who were current
smokers (smoked every day/some days) was seen, however as shown by these percentages, about one-
third of the Medicaid adult population were current smokers. In addition, the rates for two measures
related to the health providers efforts for assisting these current smokers with the cessation treatment
remained low throughout the five-year period. Thus, efforts needed to be focused on the improvement
of the rates for these measures.

The evaluation of the health literacy measures among the child (GC and CCC) and adult populations, as
well as prevention/treatment measures among the adult population based on the CAHPS survey
questions showed that the rates for several of these measures were either improved or remained high
over time thus indicating the high quality of care received by KanCare beneficiaries. The evaluation
findings also highlighted opportunities for improvement in certain measures to further strengthen the
quality of care for the beneficiaries.

Prevention and Treatment/Recovery Measure among Members with Schizophrenia —HEDIS measure.

The HEDIS measure assessed to monitor prevention and treatment/recovery aspect among members

with schizophrenia included diabetes monitoring for people, ages 18—64 years, with Diabetes and

Schizophrenia (SMD). The results from the final evaluation of this measure are summarized below.

e No statistically significant change in trend over the five-year period (2013-2017) was seen for this
measure.

e The rates remained below 66% through this period.

e No statistically significant difference was seen in the 2017 rate (63.7%) compared to the baseline
(62.9%).

e The QC ranking remained <25 QC percentile for most of the years during the evaluation period
including the most recent year.

As no improvement was seen over the evaluation period for this measure indicating opportunity for the
improvement. Thus, efforts are needed to improve the diabetes monitoring among people with
schizophrenia.
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Prevention and Treatment/Recovery Measure among Members with SMI, I/DD, and PD: HEDIS-like
Measures

The results from the final
evaluation of the HEDIS-like Maintained Rates Over Time
measures related to the
prevention and

Improved Rates Compared to

Baseline

*High rates for one out of five eHigher rates in the most recent year
treatment/recovery among measures throughout the five- compared to baseline for three of
the members in the PD, I/DD, year period (94%). the five prevention and
and SMI populations are eHigh .rates for two out of the five treatment/recovery measures.
summarized in Figure 23 metrics for comprehenswe. *Higher rates in the most recent year

: diabetes care measure during compared to the baseline for all five
e The following prevention the evaluation period (84%). metrics for comprehensive diabetes
measure remained care measure (treatment/recovery
measure).

consistently high

throughout the five-year . — .
Figure 23. Improved/Maintained Performance Measures for Healthy Life

evaluation period .
howing i P buti Expectancy — Prevention/Treatment/Recovery Measures Among Members
showing its contribution with PD, I/DD, and SMI

to the high quality of care
received by KanCare members among PD, |/DD, and SMI populations:
o Adults’ access to preventive ambulatory health services (>94%).

e The two metrics for the Comprehensive Diabetes Care measure (treatment/recovery measure)
remained consistently high during the evaluation period in the members among PD, I/DD, and SMI
populations:

o HbAlc testing (>84% throughout the five years); and
o Medical attention for nephropathy (>87% in most recent years).

e Higher rates in the most recent year compared to the baseline were seen for the following prevention

and treatment/recovery measures among the members in the PD, I/DD, and SMI populations:

o Breast Cancer Screening (2016 compared to 2014);

o Cervical Cancer Screening (2017 compared to 2014); and

o Comprehensive Diabetes Care (for 3 metrics: 2017 compared to 2013; for two metrics: 2015
compared to 2013).

e Consistently average/low rates throughout the evaluation period were seen for the following three
prevention measures assessed among members among PD, I/DD, and SMI populations:
o Breast Cancer Screening (<52%);

o Cervical Cancer Screening (<53%); and
o Immunization rate for Combination 2 Vaccine (25.3%).

e Consistently average/low rates throughout the evaluation period were seen for the following three
metrics for the comprehensive diabetes care among members among PD, /DD and SMI populations
(treatment/recovery measure):

o Eye Exam — Retinal (below 68%);
o HbAIc Control <8.0% (below 47%); and
o Blood Pressure Control <140/90 (below 61%).

The three out of four prevention measures (cancer screening and adolescent immunization) assessed for
the members among the PD, I/DD and SMI populations showed consistently average/lower rates. In
addition, the rates for three metrics for the treatment/recovery measure (comprehensive diabetes care)
assessed for the members of these populations were also consistently average/low throughout the
evaluation period. Thus, efforts needed to be focused on the improvement of the rates for these
measures.
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The evaluation of the prevention and treatment/recovery measures among PD, |I/DD and SMI
populations highlighted opportunities for improvement to improve the quality of care for the
beneficiaries.

Evaluation Results for the Health Life Expectancy Performance Measures

Health Literacy: CAHPS Survey Measures Among Child and Adult Populations

The Health Literacy aspect of the Healthy Life Expectancy subcategory among the child members (GC
population — TXIX and TXXI), and the CCC population (TXIX and TXXI) were assessed by nine measures
based on the CAHPS Survey questions. For the adult Medicaid population, seven measures based on the
CAHPS Survey were assessed (Table 20).

Table 20. Healthy Life Expectancy — CAHPS Survey Quality of Care Questions, CY2014—-CY2018

Weighted % Positive Quality Compass
Question Pop Responses >50th Percentile*

2014 2015 2016 2017 2018 |2014 2015 2016 2017 2018

Health Literacy — Child Populations (General Population and CCC Populatio

In the last 6 months...

Did your child's doctor or other health provider talk about GC | 70.7% | 67.1% | 67.3% | 70.2% | 72.1% | | N N N} NE
specific things you could do to prevent illness (in your
child)? CCC [73.3% | 71.6% | 71.4% | 74.4% | 77.1% | 4 L L L U
How often did your child's personal doctor explain things GC | 95.5% 94.9% 952% 95.8% 96.6% | 1 1~ 1 1 1
about your child's health in a way that was easy to
understand? CCC | 95.3% 95.6% 95.1% 96.6% 96.7% | 1 1t N2 N M
How often did your child's personal doctor listen carefully GC |95.7% 95.2% 94.5% 96.8% 9%63%| ™~ 1 o 1 1
to you? CCC | 94.4% 94.9% 94.7% 96.6% 962%| *+ 1+ 1+ 1+ 24
Did you and your child's doctor or other health provider GC |31.9% 33.3% 33.1% 34.2% 33.9%
talk about starting or stopping a prescription medicine (for
your child)? CcCC [51.3% 50.7% 53.1% 53.2% 52.2%
Did you and a doctor or other health provider talk GC 98.3% 94.8% 96.6% 93.8% 94.4% 1 1 1, »
about the reasons you might want your child to
take a medicine? CCC [ 98.2% 96.7% 97.8% 96.4% 96.3% L Y N
Did you and a doctor or other health provider talk GC | 77.4% 68.0% 69.5% 67.9% 69.3% 1 1 1 1
about the reasons you might not want your child
to take a medicine? CCC | 81.5% 76.8% 74.8% 73.8% 74.7% M N 1 T
When you talked about (your child) starting or GC |[77.7% 80.0% 80.8% 80.7% 82.9% | 1 1t 1 1 N
stopping a prescription medicine, did a doctor or
other health provider ask you what you thought ccC | 83.5% 86.0% 82.5% 85.9% 87.3%| 1 N ¢l N N
was best for your child?
How often did your child's personal doctor explain things GC | 91.1% 91.4% 92.5% 94.4% 94.6%
. . N
in a way that was easy for your child to understand? ccc | 92.4% 92.1% 92.8% 93.6% 94.7%
0, () 10, 0, 0,
How often did you have your questions answered by your GC | 89.6% | 89.3% | 90.0% | 30.6% | 83.3%
. . >
child's doctors or other health providers? ccc | 90.9% 91.9% 91.1% 93.0% 92.4%| N N N N
Health Literacy — Adult Population
In the last 6 months...
Did d a doct ther health ider talk about
'éyouanda doctor or other health provider fall about | yquie | 71.6% 68.0% 70.1% 70.8% 718% | L L L L 4
specific things you could do to prevent illness?

*/\Signifies Quality Compass ranking >50th percentile; |, Signifies Quality Compass ranking <50th percentile
AAnswer choices changed from "Alot, Some, Alittle, Not all"in 2014 to "Yes, No"in 2015.

+>50" Quality Compass percentile for this metric represent poor performance compared to national rates
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Table 20. Healthy Life Expectancy — CAHPS Survey Quality of Care Questions, CY2014-CY2018 (Continued)

Weighted % Positive
Responses

2014 2015 2016 2017
Health Literacy — Adult Population (Continued)

Quality Compass
>50th Percentile*

2014 2015 2016 2017 2018

Question

In the last 6 months...

In the last six months, how often did your personal doctor

Adult | 91.9% 91.8% 93.0% 93.0% 92.4%
explain things in a way that was easy to understand? " ° ’ ’ ° d Tt * *

In the last six months, how often did your personal doctor

listen carefully to you? Adult | 89.7% 91.2% 91.5% 925% 933%| ¢+ 1~ 1~ 1 21

Did you and a doctor or other health provider talk about

. . . - Adult | 53.5% 52.9% 50.2% 54.0% 52.6%
starting or stopping a prescription medicine?

Did you and a doctor or other health provider talk

Adult n 91.0% 93.3% 93.1% 93.6%
about the reasons you might want to take a medicine? ? ? ? ’ v T T T
Did you and a doctor or other health provider talk
about the reasons you might not want to take a Adult A 72.3% 68.9% 69.2% 71.5% 1 » 1 1

medicine?

When you talked about starting or stopping a
prescription medicine, did a doctor or other health Adult | 75.9% 79.5% 79.4% 75.8% 81.7% | | P 1t N N
provider ask you what you thought was best for you?

Flu Shots — Adult Population

Have you had either a flu shot or flu spray in the nose

since July 1, [previous year]? Adult | 47.5% 46.5% 43.7% 48.8% 50.5% c~> Mt 1

Smoking Cessation — Adult Population

Do you now smoke cigarettes or use tobacco every day,

some days, or not at all? Adult [ 37.5% 33.5% 32.2% 33.2% 31.9%| ot 4t At gt gt

In the last 6 months...

How often were you advised to quit smoking or using
tobacco by a doctor or other health provider in your Adult | 75.7% 76.2% 79.5% 80.0% 78.8% | | NA N » 1
plan?

How often was medication recommended or discussed
by a doctor or health provider to assist you with
quitting smoking or using tobacco? Examples of Adult | 48.3% 43.2% 46.1% 51.2% 52.2%| 1 NA N2 » 1
medication are: nicotine gum, patch, nasal spray,
inhaler, or prescription medication.

How often did your doctor or health provider discuss or
provide methods and strategies other than medication
to assist you with quitting smoking or using tobacco?
Examples of methods and strategies are: telephone
helpline, individual or group counseling, or cessation

Adult | 38.6% 37.5% 44.4% 48.4% 460%| L L 1 1 4

program.

*/\Signifies Quality Compass ranking >50th percentile; |, Signifies Quality Compass ranking <50th percentile
~nswer choices changed from "Alot, Some, Alittle, Not all"in 2014 to "Yes, No"in 2015.

t>50" Quality Compass percentile for this metric represent poor performance compared to national rates
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The following four measures were assessed in both child (GC and CCC), as well as adult populations.
Five-year trends (2014—-2018) were examined for these measures (when appropriate a four-year trend
was examined). The rates in the most recent year were compared to the baseline rates among the child
and adult populations. The QC rankings for these measures were also seen.

In the last six months, did you and a (your child's) doctor or other health provider talk about specific
things you could do to prevent illness (in your child)?
The measure was tracked for

both child and adult In the last six months, did your child's doctor or other health provider talk
populations by assessing the about specific things you could do to prevent illness in your child?
percentage of “Yes” Response: Yes

responses to the survey 100% 100%

question (Figure 24).

Statistically significant
increasing trends were seen

. ) 2 2 B B = ® ® ® =

in the rates over the five- R R TR "‘E RO Es
A - -~ - r~ T - u (] ~ -

year period for both GC and 0% 6

CccC populations (p<001) 2014 2015 2016 2017 2013 2014 2015 2016 2017 2018

Children With Chronic Conditions
The rate for the CCC General Child Population {GC) Population (CCC)
population was significantly Mantel Haenszel Chi-Square p=.001 Mantel Haenszel Chi-Squars p<.001

higher in 2018 compared to Figure 24. CAHPS GC — CCC Question 8, CY2014-CY2018

the baseline (p<.01). The

comparison of 2018 and baseline rates for the GC population did not show a statistically significant
difference. The QC rankings for both child populations remained low throughout the five-year period
(below the 50" QC percentile among the GC population and below the 25" QC percentile for the CCC
population).

No statistically significant trend was seen over the five-year period for this measure among adult
members. The comparison of 2018 and baseline rates for adults did not show a statistically significant
difference. The QC ranking for this measure among adults remained below the 50" QC percentile
throughout the five-year period.

In the last six months, how often did your (child’s) personal doctor explain things (about your child’s

health) in a way that was easy
. . o 1 .
to understand? |I'1I:l::!'le Ia[stbsu:ltmunths;l!'Ildu:ulfﬂu:::'lhil:ll.d your {ctl::ll:i 5) persun:l duc;or u:xpl;l"n
INgs |aio our chi 5 hea In awa at Was eas O understand:
The measure was tracked for . v v v
K Response: Always/Usually
both child and adult
populations by assessing the 1003 100%
percentages of “Always/
Usually” responses to the
survey question (Figure 25).
o+ o & o
2B % £ B 1111
Statistically significant T S T e 1 1 1 1
increasing trends were seen in 06
g ' 2014 2015 3016 2017 2018 2014 2015 2016 2017 2018
the rates over the five-year Children With Chronic Conditions
H — General Child Fopulation [GC) Fopulation [CCC)
perIOd for both GC (p 04) and Mzntel Haenszel Chi-3quare p=.04 Mantel Hzenzzel Chi-Square p=.01

CCC (p=.01) populations. High
rates for both populations

Figure 25. CAHPS GC — CCC Question 32, CY2014-CY2018
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were seen throughout this period (>94%). The rate for the CCC population was significantly higher in
2018 compared to the baseline (p=.02). The comparison of 2018 and baseline rates for the GC
population did not show a statistically significant difference. The QC ranking for this measure among the
GC population remained >50™" QC percentile throughout the five-year period and for most of the years
in this period for the CCC population.

Though, no statistically significant trend was seen in the rates over the five-year period for the adult
population, the rates were considerably high throughout the five-year period (above 91%). The
comparison of 2018 and baseline rates for adults did not show a statistically significant difference. The
QC ranking for this measure among adults remained >50" QC percentile throughout the five-year
period.

In the last six months, how often did your (child’s) personal doctor listen carefully to you?
The measure was tracked for both child and adult populations by assessing the percentages of “Always/
Usually” responses to the survey question (Figure 26).

In the last six months, how often did your (child's) personal doctor listen carefully to you?
Response: Always/Usually
100% 1008 100%
o o & o
8 & & & 2§ % & £ 1111
Q g & g g i i i uof i L m o « Ly
0% o @ @ @ o o 03
2014 2015 201e 2017 2018
s 2015 2016 017 2018 2014 2015 201e 2017 2018
Generzl Child Population (GC) Children With Chronic Conditions Adult Medicaid Fopulation
Mzntel Haenszel Chi-Square p<.001 Population [CCC) Mantel Haenszel Chi-Square p=.03
Mantel Haenszel Chi-Square p=.01

Figure 26. CAHPS GC — CCC Question 33, Adult Question 18, CY2014-CY2018

Statistically significant increasing trends were seen in rates over the five-year period for both of the GC
and CCC populations (p<.001). The rate for the CCC population was significantly higher in 2018
compared to the baseline (p=.01). The comparison of 2018 and baseline rates for the GC population did
not show a statistically significant difference. The QC ranking remained > 50" QC percentile for the CCC
population throughout the five-year period and for most of the years in this period for the GC
population.

A statistically significant increasing trend was seen in the rates over the five-year period for the adult
population (p=.03). The rate for 2018 was significantly higher compared to the baseline (p<.01). The QC
ranking among adults remained >50™" QC percentile from 2015 onwards.

In the last six months, did you and a (your child’s) doctor or other health provider talk about starting
or stopping a prescription medicine (for your child)?

The measure was tracked for both child and adult populations by assessing the percentage of “Yes”
responses to the survey question.
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No statistically significant trend was seen over the four-year period for this measure among both child
populations. The rates for both populations remained low throughout this period. The comparison of
2018 and baseline rates for both child populations did not show statistically significant differences. The
QC ranking was not provided by NCQA for this measure.

No statistically significant trend was seen over the four-year period for this measure for the adult
population. The rates remained low throughout this period. The comparison of 2018 and baseline rates
for adults did not show statistically significant differences. The QC ranking was not provided by NCQA for
this measure.

Among those who responded “Yes” to this question, the following three questions were further

assessed:

e Did a doctor or other health provider talk about the reasons you might want (your child) to take a
medicine?

The measure was tracked for both child and adult ] .

. . P Did a doctor or other health provider talk
populations by assessing the percentage of “Yes about the reasons you might want {your child)
responses to the survey question (Figure 27). to take a medicine?

Response: Always/Usually

A statistically significant decreasing trend was seen in

. 1009
the rates over the four-year period for the GC
population (p=.03). Though, no statistically significant
trend was seen in the rates over the five-year period for
the CCC population, the rates were considerably high o e
throughout this period (above 96%). The comparison of s 8 m o
2018 and baseline rates (2015) for both GC and CCC %%

. . .. . . 015 201s 2017 H01B
populations did not show statistically significant
differences. The QC ranking remained > 50" QC General Child Population (GC)

Mantel Haenszel Chi-Square p=.03

percentile for the GC population throughout this period.
However, in the recent year, the QC ranking for the CCC
population declined and was <50 QC percentile.

Figure 27. CAHPS GC Question 11, CY2015—

CY2018

Though, no statistically significant trend was seen in the rates over the four-year period for the adult
population, the rates were considerably high throughout the four-year period (above 91%). The
comparison of 2018 rate with the baseline (2015) for adults did not show a statistically significant
difference. The QC ranking among adults remained > 50" QC percentile in recent years.

o Did a doctor or other health provider talk about the reasons you might not want (your child) to
take a medicine?
The measure was tracked for both child populations (GC and CCC) and the adult population by
assessing the percentage of “Yes” responses to the survey question.

No statistically significant trends were seen over the four-year period for both GC and CCC
populations. The comparison of 2018 and baseline rates (2015) for both GC and CCC populations did
not show statistically significant differences. The QC ranking among the GC population remained
>50'" QC percentile throughout the four-year period, and for recent years among the CCC
population.

No statistically significant trend was seen over the four-year period for this measure for the adult
population. The comparison of the 2018 rate with the baseline (2015) did not show a statistically
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significant difference. The QC ranking among adults remained >50™ QC percentile throughout the

four-year period.

e Did a doctor or other health provider ask you what you thought was best for you (your child)?

The measure was tracked for both child populations
(GC and CCC) and the adult population by assessing
the percentage of “Yes” responses to the survey
guestion (Figure 28).

A statistically significant increasing trend was seen in
the rates over the four-year period for the CCC
population (p<.01). Though, no statistically significant
trend was seen in the rates over the four-year period
for adult members, the rates were considerably high
throughout the five-year period (above 77%). The
comparison of 2018 and baseline rates for both GC
and CCC populations did not show statistically
significant differences. The QC ranking remained =50
QC percentile throughout four-year period for the GC
population and in recent years for the CCC

Did a doctor or other health provider ask you
what you thought was best for your child?

Response: Yes

1009
£ & & 5
L o b [
=] o © [
0%

2015 2016 2017 2018

Children With Chronic Cenditions{CCC)
Mantzl Haenszel Chi-Square p<.01

Figure 28. CAHPS CCC Question 13, CY2015—

CY2018

population.

No statistically significant trend was seen in the rates over the four-year period for the adult
population. The comparison of 2018 and baseline rates for adults did not show a statistically
significant difference. The QC ranking among adults was >50" QC percentile in the most recent year.

In the last 6 months, how often did your child’s personal doctor explain things in a way that was easy
for your child to understand?

The measure was tracked for both child populations (GC and CCC) by assessing the percentages of
“Always/Usually” responses to the survey question.

Though, no statistically significant trend was seen in the rates over the five-year period for both GC and
CCC populations, the rates were considerably high throughout this period (above 91%). The 2018 rates
were higher than the baseline rates for both GC and CCC populations (GC: p<.001; CCC: p=.01). The QC
ranking was not provided by NCQA for this measure.

In the last six months, how often did you have your questions answered by your child’s doctors or
other health providers?

The measure was tracked for both child populations (GC and CCC) by assessing the percentages of
“Always/Usually” responses to the survey question.

Though, no statistically significant trend was seen in the rates over the five-year period for both GC and
CCC populations, the rates were considerably high throughout this period (above 89%). The comparison
of 2018 and baseline rates did not show any statistically significant differences for both GC and CCC
populations. The QC ranking remained >50™" QC percentile throughout five-year period for the CCC
population.
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Flu Shots for Adults: Adult CAHPS Survey Measures

Have you had either a flu shot or flu spray in the nose since July 1, [previous year]? (CMS Core Quality
Measure)

The measure was tracked for the adult population by assessing the percentage of “Yes” responses to the
survey question; it was also a P4P measure from 2014-2015.

No statistically significant increasing trend was seen in the rates over the four-year period for the adult
Medicaid population. The rates were low throughout this period (below 51%). The comparison of 2018
and baseline rates did not show any statistically significant difference. The QC ranking remained 50"
QC percentile throughout four-year period.

Smoking Cessation: Adult CAHPS Survey Measures (CMS Core Quality Measure)

Do you now smoke cigarettes or use tobacco: every day or some days, or not at all?

The measure was tracked for the adult population by assessing the percentage of “Every day/Some
days” responses to the survey question.

A statistically significant declining trend was seen in the rates over the five-year period for the adult
Medicaid population (p=.01). The 2018 rate was significantly lower than the baseline (p<.01). Despite
the declining trends showing improvement in this measure, the rates throughout this period showed
that about one-third of the Medicaid adult population currently smokes cigarettes. The QC ranking
remained >50™ QC percentile throughout the five-year period showing consistently poor performance
compared to the national rates.

Among adult members who responded “Every day/Some days” to this question, the following three

guestions were further assessed:

e In the last 6 months, how often were you advised to quit smoking or using tobacco by a doctor or
other health provider in your plan?
The measure was tracked for the adult population by assessing the percentages of “Always/Usually”
responses to the survey question; it was also a P4P measure from 2014-2015.

No statistically significant trend was seen over the five-year period. The rates remained in the range
of 75.7%—80% during this period. The comparison of the
2018 and baseline rates did not show any statistically

In the last & months, how often was
medication recommended or discussed by

significant difference. The QC ranking remained >50" QC a doctor or health provider to assist you
percentile in the recent years. with quitting smoking or using tobacco?
Response: Always/Usually/Sometimes
e In the last 6 months, how often was medication 100%

recommended or discussed by a doctor or health

provider to assist you with quitting smoking or using
tobacco? Examples of medication are: nicotine gum,
patch, nasal spray, inhaler, or prescription medication. i
The measure was tracked for the adult population by

i “ m AN N N NS
assessing the percentages of “Always/Usually/ w m @ oo
Sometimes” responses to the survey question O3

. 2014 2015 2016 2017 2018
(Figure 29).

Adult Members who Smoke Every Day/Some Days
Mantel Haenszel Chi-3gquare p=.03

A statistically significant increasing trend was seen in the
rates over the five-year period for the adult Medicaid CY2014— CY2018
population (p=.03). Despite the increasing trend over

Figure 29. CAHPS Adult Question 41,
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time, the rates remained low throughout this period. The comparison of the 2018 and baseline rates
did not show any statistically significant difference. The QC ranking remained >50" QC percentile in
the recent years.

e In the last 6 months, how often did your doctor or health provider discuss or provide methods and
strategies other than medication to assist you with

quitting smoking or using tobacco? Examples of 'Ert::;::tsr:j"u‘::t;:séi::;::;e:rgl? d‘;";';s;?;
methods and strategies are: telephone helpline, and strategies other than medication to assist
individual or group counseling, or cessation program. you with quitting smoking or using tobacco?
The measure was tracked for the adult population by Response: Always/Usually/Sometimes
assessing the percentages of “Always/Usually/ 1oose

Sometimes” responses to the survey question

(Figure 30).

A statistically significant increasing trend was seen in the ---“""'__'——-—__—-
rates over the five-year period for the adult Medicaid g ® & & £
population (p<.01). Despite the increasing trend over - moOR 3 8 ¥

time, the rates remained low throughout this period. The 2014 2015 2016 2017 2018

rate for the 2018 was significantly higher compared to Adult Members wha Smoke Every Day/Some Days
the baseline rate (p=.02). The QC ranking remained 250" Wzntel Hagnszel Chi-Square =01

QC percentile in the recent years. Figure 30. CAHPS Adult Question 42,

CY2014—-CY2018

Evaluation Results for the Healthy Life Expectancy HEDIS

Measure

Diabetes monitoring for people with Diabetes and Schizophrenia (SMD)

This measure tracked members with schizophrenia and diabetes, ages 18—64 years, who had diabetes
screening tests during the measurement year. No statistically significant change in trend over the five-
year period (2013—-2017) was seen for this measure. The rates remained below 66% through this period.
No statistically significant difference was seen in the 2017 rate (63.7%) compared to the baseline
(62.9%). The QC ranking remained <25™ QC percentile for most of the years during the evaluation period
including the most recent year.

Evaluation Results for the Healthy Life Expectancy for Persons With SMI, I/DD, and PD: Prevention and
Treatment/Recovery HEDIS-like Measures

Four HEDIS-like measures were assessed to evaluate the prevention aspect of the healthy life
expectancy among persons with PD, I/DD, and SMI. These included: breast cancer screening; cervical
cancer screening; adult’s access to preventive ambulatory health services; and adolescent Combination
2 vaccination. One measure, the comprehensive diabetes care, assessed the treatment/recovery aspect
of the healthy life expectancy among persons with PD, I/DD, and SMI. The four of these measures are
presented in Table 21 below.
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Table 21. HEDIS-like Measures — PD, I/DD, SMI Populations, CY2013-CY2017
2013 2014 2015 2016 2017
Breast Cancer Screening 31.0% 47.0%* 50.5%* 51.6%* 52.1%*A
Cervical Cancer Screening 47.0% 48.8%t 52.1%t 51.8%t 50.9%t
Adults' Access to Preventive/Ambulatory Health Services| 95.6% 95.2% 94.9% 95.3% 94.5%
Comprehensive Diabetes Care
HbA1c Testing 84.4% 86.5% 87.6% 86.2% 85.0%
Eye Exam (retinal) Performed 58.7% 63.7% 66.5% 67.3% 66.8%
Medical Attention for Nephropathy 77.8% 75.2% 90.8% 87.6% 89.3%
HbA1c Control (<8.0%) 38.1% 38.0% 46.5% 52.8%" 56.7%"
Blood Pressure Control (<140/90) 57.0% 51.0% 60.2% 52.1%* 62.5%"
* Multi-year measure —Includes members who were screened within a 27 month time period prior to the end ofthe
measurement year.
AMeasure assessed from 2014 through 2016 due to HEDIS specification changes.
T Multi-year measure —Includes members who were screened during the measurement year or two years prior.
$ Aggregated rate for two MCOs. Data reported for the third MCOin 2016 and 2017, was based on administrative data, and
these metrics require medical record review.

Breast Cancer Screening (CMS Core Quality Measure)

The measure tracked breast cancer screening among women, ages 50—74 years, among PD, I/DD, and
SMI populations; it was also a P4P measure from 2014—2015. The breast cancer screening measure is a
multi-year measure, which includes screenings from prior years. Due to HEDIS specification changes, the
measure was assessed from 2014 through 2016. The descriptive data were assessed for this measure.
The rates for the three-year period remained below 52%, with slight increase in the recent year
compared to the baseline.

Cervical Cancer Screening (CMS Core Quality Measure)

The measure tracked cervical cancer screening among women, ages 21-64 years, among PD, I/DD and
SMI populations; it was also a P4P measure from 2014—-2015. The cervical cancer screening measure is a
multi-year measure, which includes screenings from prior years. The data were available for the
calculation of this measure for the years 2014 through 2017. The descriptive data were assessed for this
measure. The rates for the four-year period remained below 53%, with slight increase in the recent year
compared to the baseline.

Adults' Access to Preventive/Ambulatory Health Services

This measure tracked the number of adult members, ages 20 and older, among PD, I/DD, and SMI
populations who were reported to have had an ambulatory preventive care visit during the
measurement year; it was also a P4P measure from 2014-2015. The measure was assessed over the
period of five years (2013-2017). The descriptive data were assessed for this measure. Throughout the
five-year period, the high rates were maintained (>94%).

Immunizations for Adolescents — Combination 2 (HEDIS-like Measure (IMA)

The Combination 2 vaccine includes meningococcal conjugate vaccine (1 dose); tetanus, diphtheria
toxoids and acellular pertussis (Tdap, 1 dose); and human papillomavirus (HPV, vaccine series). The data
for this measure were collected by the MCOs in 2017 measurement year. The measure tracked
Combination 2 immunization rates among adolescents, ages 13 years, in PD, I/DD and SMI populations.
The 2017 rate was considerably low (25.3%).
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Comprehensive Diabetes Care
The measure tracked comprehensive diabetes care among the members with diabetes in the PD, I/DD
and SMI populations; it was also a P4P measure from 2014—-2015. The measure was based on five
metrics including HbA1lc Testing, Eye Exam (Retinal), Medical Attention for Nephropathy, HbAlc Control
<8.0, and Blood Pressure Control <140/90.
The results for these five metrics are summarized below.
o HbA1c Testing (CMS Core Quality Measure)
The data were available for this metric for 2013—-2017. The descriptive data were assessed for this
measure. Throughout the five-year period, the rates remained high (>84%). The rate in the most
year was slightly higher compared to the baseline (0.6 percentage-point difference).
e Eye Exam (Retinal)
The data were available for this metric for 2013—-2017. The descriptive data were assessed for this
measure. Throughout the five-year period, the rates remained average (<68%). The rate in the most
year was higher compared to the baseline (8.1 percentage-point difference).
e Medical Attention for Nephropathy
The data were available for this metric for 2013-2017. The descriptive data were assessed for this
measure. Throughout the five-year period, the rates were higher in the most recent years (>87%).
The rate in the most year was higher compared to the baseline (11.5 percentage-point difference).
e HbA1c Control <8.0%
The data were available for this metric for 2013-2015. The descriptive data were assessed for this
measure. Throughout the three-year period, the rates remained low (<47%). The rate in the most
recent year was higher compared to the baseline (8.4 percentage—point difference).
e Blood Pressure Control <140/90
The data were available for this metric for 2013—-2015. The descriptive data were assessed for this
measure. Throughout the three-year period, the rates were average (<61%). The rate in the most
recent year was higher compared to the baseline (3.2 percentage—point difference).

5) Home and Community Based Services (HCBS) Waiver Services

Evaluation Summary
Three PMs were included in

the quality of care assessment Improved/Maintained Improved
for HCBS waiver services. Number/Percentages Over Number/Percentgaes
The results from the final Time Compared to Baseline
evaluation of these measures *Maintained the number of eHigher number of participants in
. participants in the WORK Program the WORK Program in the most
arg summarized below throughout the evaluation period. recent year compared to the
(Figure 31). eMaintained percentages for six out baseline.
e The numbers/percentages of the seven waiver types in two eHigher percentages in the most
remained maintained for measures. recent year compared to the
. *High percentages for five out of baseline for six out of the seven
the following measures the seven waiver types for one waiver types for two measures.
throughout the evaluation measure and for four out of the

seven waiver types for another

eriod:
P measure (>80%).

o Number of KanCare
members receiving PD,
TBI, or I/DD waiver
services who are
participating in the WORK program (2017-2018);

Figure 31. Improved/Maintained Performance Measures for the Home

and Community Based Services (HCBS) Waiver Services

Kansas Foundation for Medical Care, Inc. Page 66



KanCare Final Evaluation Report: 2013-2018
Results - Evaluation Category: Quality of Care
April 26, 2019

o Percent of waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment — six out of seven waiver types (I/DD, PD, FE, TBI, TA,
and Autism) (2016-2017); and

o Percent of waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan — six out of seven waiver types (I/DD, PD, FE, TBI, TA, and
SED) (2016-2017).

e Improved numbers/percentages were seen in the most recent year compared to the baseline for the
following measures:

o Number of KanCare members receiving PD, TBI, or |/DD waiver services who are participating in
the WORK program (2017-2018);

o Percent of waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment — six out of the seven waiver types (I/DD, PD, FE, TBI,
TA, and Autism) (2016—2017); and

o Percent of waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan — six out of the seven waiver types (I/DD, PD, FE, TBI, TA,
and SED) (2016-2017).

e High numbers/percentages were seen in the most recent year for the following measures:

o Percent of waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment — four out of the seven waiver types (PD, FE, TA, and
SED) (>80%); and

o Percent of waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan — five out of the seven waiver types (I/DD, PD, FE, TA, and
SED) (>80%).

e Average/low percentages were seen throughout the evaluation period for the following measures:

o Percent of waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment — three out of the seven waiver types (I/DD, TBIl and
Autism); and

o Percent of waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan — two out of the seven waiver types (TBI and Autism).

Improvements were seen in the measures assessing the quality of care for the HCBS Waiver members.
However, evaluation findings also showed areas for the improvement in the services received by some
of the waiver types (TBI and Autism). The percentages for both measures among members in the Autism
waiver type were very low throughout the evaluation period indicating efforts are especially needed to
improve the quality of care provided to these members.

Evaluation Results for the HCBS Waiver Services

The number of KanCare members receiving PD, TBI, or I/DD waiver services who are participating in
the WORK program.

This PM tracked the number of members receiving PD, TBI, or I/DD Waiver services who were eligible
for Working Healthy program and receiving services through the WORK program; it was also a P4P
measure from 2014-2015. The WORK program includes personal services and other services to assist
employed persons with disabilities eligible for Working Healthy program. The data for the years 2014
and 2015 were available for only PD and TBI waiver members, therefore not included in the final
evaluation. The data were available for participants receiving PD, TBI or I/DD for the years 2017 and
2018 and were included in the final evaluation.
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In 2018, total number of WORK Program participants was 301 (150 PD, 16 TBI, and 135 I/DD waiver
members); in 2017, total number of the participants was 282 (142 PD, 15 TBI, and 125 I/DD waiver

members). Thus, the total number of WORK program participants remained fairly consistent in two
years.

Percent of HCBS Waiver participants whose service plans addressed their assessed needs and
capabilities as indicated in the assessment

The measure tracked the percentage of the HCBS Waiver participants whose service plans addressed
their assessed needs and capabilities. These data were collected by the MCOs. These data by the waiver
types are presented in Table 22. In 2015, as part of remediation efforts, KDADS was in the process of
performing a gap analysis on current plans of care, identifying the gaps versus federal rule requirement,
and was planning to develop a policy to provide clear direction on the plan of care development process
(2016 KanCare Evaluation Annual Report). The descriptive data for this measure were assessed for the
years 2016 and 2017 for the final evaluation reported here.

Table 22. Percent of HCBS Waiver Participants Whose Service Plans Addressed their

Assessed Needs and Capabilities, CY2013—-CY2017

Waiver 2013* 2014* 2015* 2016 2017
Intellectual/Developmental Disability (1/DD) 99% 78% 48% 68% 77%
Physical Disability (PD) 86% 87% 59% 76% 84%
Frail Elderly (FE) 87% 86% 61% 77% 81%
Traumatic Brain Injury (TBI) 72% 73% 45% 72% 77%
Technical Assistance (TA) 96% 96% 59% 73% 83%
Serious Emotional Disturbance (SED) 92% 90% 97% 94% 92%
Autism 59% 68% 46% 36% 37%
*Compare with caution due to change in methodology.

In 2017, the percentages of HCBS Waiver participants whose service plans addressed their assessed
needs and capabilities were high for six out of the seven waiver types (>80%), whereas it was low (37%)
for only one wavier type (Autism). The percentages were higher in 2017 compared to 2016 for six out of
the seven waiver types. Though the percentage was lower in 2017 compared to 2016 for the SED waiver
type, it remained above 91%.

Percent of HCBS Waiver participants who received services in the type, scope, amount, duration, and
frequency specified in the service plan

The measure tracked the percentage of the HCBS Waiver participants who received services in the type,
scope, amount, duration and frequency as specified in the services plans. These data were collected by
the MCOs. These data by the waiver types are presented in Table 23. In 2015, as part of remediation
efforts, KDADS was in the process of performing a gap analysis on current plans of care, identifying the
gaps versus federal rule requirement, and was planning to develop a policy to provide clear direction on
the plan of care development process (2016 KanCare Evaluation Annual Report). The descriptive data for
this measure were assessed for the years 2016 and 2017 for the final evaluation reported here.
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Table 23. Percent of HCBS Waiver Participants who Received Services in the Type, Scope,

Amount, Duration, and Frequency Specified in their Service Plan, CY2013-CY2017

Waiver 2013* 2014* 2015* 2016 2017
Intellectual/Developmental Disability (I/DD) 98% 92% 68% 77% 81%
Physical Disability (PD) 85% 95% 72% 81% 86%
Frail Elderly (FE) 87% 92% 72% 83% 86%
Traumatic Brain Injury (TBI) 70% 87% 56% 72% 77%
Technical Assistance (TA) 100% 98% 74% 80% 83%
Serious Emotional Disturbance (SED) 13% 93% 98% 90% 94%
Autism 50% 86% 49% 38% 37%
*Compare with caution due to change in methodology.

In 2017, the percentages of HCBS Waiver participants who received the services in the type, scope,
amount, duration and frequency as specified in the services plans were high for five out of the seven
waiver types (>80%), whereas percentage was average for one type (TBI) and low for another wavier
type (Autism). The percentages were higher in 2017 compared to 2016 for six out of the seven waiver
types. The percentages for both years were low for Autism Waiver type (<39%).

6) Long Term Care — Nursing Facilities

Evaluation Summary

Four PMs were included in the
quality of care assessment for Improved Number/Rates
NFs. The results from the final Improved Trends Compared to Baseline

evaluation of these measures

are summarized below e Statistically significant reduction in eStatistically significant reduction in
(Figure 32). the trend over time for nursing the most recent year compared to
facility claims denied. baseline for denied nursing facility
. claims.

The following measure n )
mproved number/rates in the

showed a statistically most recent year compared to the

significant improvement baseline for three out of four
measures.

(reduction) in the trend over
the six-year period (2012—-
2017), as well as a reduction in
the most recent year
compared to the baseline (2012):

e The percentage of Medicaid NF claims denied by the MCO.

Figure 32. Improved/Maintained Performance Measures for Long-term

Care — Nursing Facilities

The following measure showed an improved number in the most recent year compared to the baseline
for the following measure:
e Person-Centered Care Homes as recognized by the PEAK program in the MCO network.

The following measure showed consistently maintained rates throughout the six-year evaluation period;

however, there was only slight improvement in the most recent year compared to the baseline:

e Percentage of NF members who had a fall with a major injury (.08 percentage-point increase in 2017
compared to 2012).
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The following measure showed a statistically significant increase in the rate for the most recent year
compared to the baseline indicating an opportunity for improvement:
e Percentage of members discharged from a NF who had a hospital admission within 30 days.

Improvements were seen in the performance measures for the Long-term Care — nursing facilities in the
reduction of denied nursing facility claims and in the number of Percent-Centered Care Homes recognized
by the PEAK program. The percentage of NF members who had a major injury fall was low throughout the
evaluation period. In the measure for members discharged from a NF who had a hospital admission within
30 days, the rate increased in the most recent year compared to the baseline. This shows improvement is
needed to improve the quality of care for these members.

Evaluation Results for the Long-term Care — Nursing Facilities Performance Measures
Four measures were assessed for the evaluation of this subcategory. The data for two of these measures are
presented in Table 24 below.

Table 24. Long-term Care: Nursing Facility Performance Measures, CY2012-CY2017

Pre -
KanCare

2012 2013 2014 2015 2016 2017

KanCare

Nursing facility claims denied 11.5% 13.5% 104% 13.2% 13.4% 10.1%

Hospital admissions within 30 days after nursing facility discharge 7.2% 12.0% 12.7% 12.0% 13.3% 12.8%

Percentage of Medicaid NF claims denied by the MCO

This measure tracked the percentage of NF claims denied; it was also a P4P measure in 2014. The data
for 2012 (pre-KanCare) were used as baseline for this measure. For this measure, a statistically significant
reduction was seen in the rate for the most recent year compared to the baseline (p<.001). The measure
also showed a statistically significant reduction in the trend over the evaluation period (p<.001).

Percentage of members discharged from a NF who had a hospital admission within 30 days

This measure tracked the percentage of members discharged from a NF who had a hospital admission
within 30 days; it was also a P4P measure from 2014—2018. The data for 2012 (pre-KanCare) were used
as baseline for this measure. The percentage of NF Medicaid members who were readmitted to a
hospital after being discharged from a NF had a statistically significant increase in the recent year
compared to the baseline (p<.001). No statistically significant change was observed in the trend over the
evaluation period.

Percentage of NF members who had a fall with a major injury

The data for 2012 (pre-KanCare) were used as baseline for this measure; it was also a PAP measure from
2014-2015. No statistically significant change was seen in the percentage of members with a major injury
fall in the most recent year compared to the baseline (2018: 0.54%; 2012: 0.62%). Rates for this measure
have been consistent during the evaluation period (2013 to 2018), remaining below 0.57%. The State
encouraged the MCOs to work together and with State agencies to ensure nursing facilities throughout
Kansas are continuing to implement fall prevention practices.
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Number of Person-Centered Care Homes as recognized by the PEAK program in the MCO network (P4P
2014)

The data for 2013 were used as baseline for this measure. Peak is a Medicaid pay-for-performance program
offered by KDADS. The Kansas State University Center on Aging administers the program on behalf of
KDADS. The goal of the program is to improve the quality of life for residents living in Kansas nursing
facilities and is designed to reward organizational change through the adoption of person-centered care
practices. PEAK program data are used to identify nursing facilities designated as Person-Centered Care
Homes, along with MCO provider files to verify inclusion in the network.

Nursing facilities in the PEAK program are evaluated at the end of a fiscal year and awarded Levels 3-5 for
the next fiscal year. Levels 4 and 5 homes are evaluated every other year. Descriptive data were assessed for
this measure for the period of six-years. The number of Person-Centered Care Homes increased in the most
recent year compared to the baseline (FY2018: 13 PCCHS; FY2013: 8 PCCHS).

7) Member Surveys — Quality of Care

The Member Surveys — Quality of Care subcategory was assessed for the improvement in the measures
related to the member perception of provider treatment of child and adult population, member
perception of MH provider treatment, and member perception of SUD services.

The measures related to the member perception of provider treatment among child and adult
populations were based on the adult and child CAHPS Survey; the measures related to the member
perception of MH provider treatment were based on the MH Survey; and the measures related to the
member perception of SUD services were based on the SUD Survey. The results from the evaluation of
these measures are summarized below.

Member Perceptions of Provider Treatment: Measures based on questions in the Child and Adult
CAHPS Surveys

Evaluation Summary

The 2014-2018 data for six child and adult CAHPS survey measures related to the member perception of
provider treatment among the child and adult populations are presented in Table 25. The child
measures were assessed in both GC (Title XIX and XXI) and CCC (Title XIX and XXI) populations.

Several of these measures for child and adult populations were consistently high throughout the five-
year period showing high member satisfaction with the quality of care received by the KanCare
beneficiaries during this period. The measures showing statistically significant improvements in the
trends over time and in the rates for the most recent year compared to the baseline are summarized in
Figure 33 below.
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Improved Trends

eStatistically significant
improvements in the trends over
time for five out of six measures
in the GC population; for four
out of six measures in the CCC
population; and one out of six
measures in the adult Medicaid
population.

eHigh rates throughout the five-
year period for six measures
among both GC and CCC
populations.

eHigh rates throughout the five-
year period for four out of six
measures among the adult
population.

Improved Rates Compared to

Baseline

oStatistically significant higher
rates in the most recent year
compared to the baseline for one
measure in the CCC population.

eRates for all six measures among
both GC and CCC populations
were >80% (two measures
>90%) in all five years.

*High rates for four measures
among the adult population were
>80% (two measures >90%) in all
five years.

NCQA 250t Quality Compass
Percentile

*The QC ranking 250t QC
percentile throughout the five-
year period or for most of the
years for six measures among
the GC population; for five
measures among the CCC
population; and for four
measures among the adult
population.

*The QC ranking >75t QC
percentile in the most recent
year for high rating of specialist
seen most often among the GC
population; >66.67t QC
percentile in the most recent
year for the rate for personal
doctor spending enough time
with the child among both of the
GC and CCC populations.

Figure 33. Improvements in the Performance Measures for the Member Perceptions of Provider Treatment
(CAHPS Survey)

The following measures showed statistically significant improvement in the trends over the five-year
period and improved rates in 2018 compared to the baseline among child and adult populations:
o Improved trends over the five-year period in the rates of the member perception of provider

treatment measures among child populations:

o Among both the GC and CCC populations — high rating (rating of 8, 9, or 10) for all health care

received by the child in last six months.

o Among both the GC and CCC populations — How often did your child's personal doctor show

respect for what you had to say?

o Among both the GC and CCC populations — How often did your child's personal doctor spend

enough time with your child?

o Among the GC population — high rating (rating of 8, 9, or 10) for the child’s personal doctor.
o Among the GC population — high rating (rating of 8, 9, or 10) for the specialist most often seen

for the child.

o Among the CCC population — high rating (rating of 8, 9, or 10) for the child’s health plan.

e Improved rates for the member perception of provider treatment measures in 2018 compared to
the baseline among child populations:
o Among the CCC population — How often did your child's personal doctor spend enough time

with you (your child)?

e Improved trends over the five-year period in the member perception of provider treatment

measures among adult population

o High rating (rating of 8, 9, or 10) for the health plan.

Though no statistically significant improvement was seen in the trends over the five-year period for
some measures among child and adult populations, the rates for these measures were consistently high
throughout this period. The high rates maintained throughout indicated high satisfaction of the
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