KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be

Health Plan’s and DMS’

State Contract Requirements .
a Responses and Plan of Action

Prior Results & Follow-Up

(Federal Regulation 438.236, 438.240)

documented in the Comments section)

19.1 QAPI Program

General Recommendation
for Humana CareSource:
Policies, procedures, reports
and documents should be
consistent with regard to
branding/MCO name and
specific to Kentucky
Medicaid. The full MCO
name, Humana CareSource,
should be used consistently.

MCO Response: Humana-
CareSource is in the process
of reviewing policies,
procedures, reports, and
documents to ensure
branding consistency with
the “Humana-CareSource”
name and logo.
Additionally, we are
reviewing all policies and
procedures to ensure they
are Kentucky Medicaid
specific.

The Contractor shall implement and operate a
comprehensive QAPI program that assesses, monitors,
evaluates and improves the quality of care provided to
Members.

Substantial - Assessment, Full

monitoring, evaluation and
improvement activities are
described throughout the
Humana CareSource (OH-
KY) and Humana local
market (KY) program

Humana indicated that for Kentucky
Medicaid, policies and procedures will be
revised to be co-branded. This will be
limited to Kentucky Medicaid and will not
include corporate policies affecting all
lines of business (e.g. human resources
policies). Since the co-branding is not a
material change to policies and
procedures affecting the services offered
to members or treatment of providers, the
annual schedule of review will be utilized
to implement these internal revisions.

Addressed in the 2014 Quality
Improvement (Ql) Program Description,
which describes the program overviews,
goals, monitoring and evaluation process,
governance, committees, resources,
behavioral health aspects, provider
participation, cultural and linguistic
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

descriptions: appropriateness, health information
e 2013 Quality system, and program activities.
Improvement Program,
Humana CareSource The Ql Program Description, pages 8-15,
(overview p. 6-9) describes the organizational structure of
e 2014 Kentucky Market the program. The Quality Assessment
Addendum, Corporate Committee (QAC) reports to the Humana
Quality Improvement East Division Quality Management
Program Description, Committee/Humana Corporate Quality
Medicaid Managed Care Improvement Committee (CQIC) which
Program. Approved reports to the Humana Board of Directors
11.8.13. (overview p. 3- (BOD). The QAC also reports to the
4) CareSource Quality Enterprise Committee
(QEC). Various sub-committees related to
Implementation is areas such as delegation, care
addressed by the Humana management, utilization management,
CareSource Quality grievance and appeals, pharmacy and
Improvement Program therapeutics report to the QEC and QAC.
Annual Evaluation January 1
— December 31, 2013. The QI Program Description, pages 24-38,
e Itis noted 2013 was a describes key performance measures and
start-up year; baseline frequency of monitoring.
data was collected, with
performance For this review, rather than several
measurement planned separate documents, Humana prepared
for 2014. and submitted a single 2014 QI Program
e Empty table shells for Description for the Humana-CareSource
2013 and 2014 Kentucky MCO which clearly and
measurement (e.g., consistently describes the committee
HEDIS, Access and structure, reporting relationships and
Availability, CAHPS, responsibilities.
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State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Provider Satisfaction)

were provided, as were Evidenced in the QI Work Plan and
barriers based on updates, which contain the indicator
experience and (activity/task), scope, responsible person,
improvement plans. objectives, goals, target dates, related

e Limited available 2013 committee, issues identified, actions taken
data included summary and analysis/assessment for each key QI
numbers for service function/activity.

operations calls,

grievances, and appeals.
However, quarterly QAC
(Quality Assessment
Committee) minutes and
QAPI Work Plan updates
show reporting, analysis
(categorization and
trending), discussion and
planning around quality
of care metrics.

Evidenced in the 2014 QI
Program Annual Evaluation,
which includes an assessment
of the effectiveness of all key
clinical and non-clinical QI
activities, a description of the
Performance Improvement
Projects (PIPs) in process, and
an overall assessment of the
program progress.

Per the Humana KY Market
Addendum org chart the
committee structure is:
Corporate QIC

East Division (ED) QMC
Humana CareSource QAC
(Quality Assessment
Committee)

CareSource QEC (Quality
Enterprise Committee)
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Comments (Note: For any element that
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Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Prior Results & Follow-Up

Per the Humana CareSource
QAC charter,

QAC reports both to the ED
QMC and the CS QEC.

The QAC is not described in
either program description
(found only in the Humana
org chart). The org charts
vary between the 2 program
descriptions. The
relationships seemed to be
evolving per the minutes.

Quality program activities
are conducted at the
market level and are the
responsibility of both
CareSource and Humana.
Humana owns the network
and retains peer review,
quality of care
investigations. CareSource
has delegated/partnered
with Beacon for BH.

The above discrepancies
and the Program
Descriptions were discussed
with the MCO during the
onsite interview. The MCO
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Review deviates from the requirements, an Health Plan’s and DMS’
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documented in the Comments section)

reported that the 2014
description includes these
committees and the
reporting relationships.

The QAC reporting
relationship is as follows:
QAC>Humana East Division
QMC>Humana Corp
QIC.Humana Board; ;and

QAC>CareSource Q
Enterprise Committee>
CareSource Board

Recommendation for
Humana CareSource
Organizational charts and
Program Descriptions
should clearly and
consistently describe the
committee structure,
reporting relationships and
responsibilities.

MCO Response: Humana -
CareSource agrees with the
recommendation. A side by
side comparison of HCS
organizational chart
including committee
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Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

descriptions and the
Humana KY Market
Addendum organizational
chart including committee
descriptions will be
conducted by the
CareSource QI Manager and
the Humana Regional QI
Manager, East Region, and
updates made to both
documents as needed.

The program shall also have processes that provide for
the evaluation of access to care, continuity of care,
health care outcomes, and services provided or arranged
for by the Contractor.

Full - Processes to evaluate
access, continuity,
outcomes and services are
addressed throughout
several documents.

e 2013 Quality
Improvement Program,
Humana CareSource

e 2014 Kentucky Market
Addendum, Corporate
Quality Improvement
Program Description,
Medicaid Managed Care
Program

e Humana CareSource
Quality Improvement
Program Annual
Evaluation January 1 —
December 31, 2013

e 2013 HCS QAPI Work Plan

Full

Addressed in the 2014 QI Program
Description and the 2014 Ql Work Plan
which include processes and activities to
evaluate access to care, continuity of care,
health care outcomes, and services
provided via the following metrics:
Behavioral health (BH) care management,
medical management and call center;
HEDIS reporting, and Healthy Kentuckian
(HK) Performance Measures. The MCO
conducts monthly monitoring of
performance metrics, quarterly trend
analysis and annual analysis & evaluation.

Evidenced in the 2014 Ql Work Plan and
2014 QI Annual Evaluation.
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Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

The Contractor’s Ql structures and processes shall be Full - Structures and Full Addressed in the 2014 QI Program
planned, systematic and clearly defined. processes are defined in: Description and 2014 Ql Work Plan.
e 2013 Quality
Improvement Program, As noted above, the Ql program
Humana CareSource (p. organizational structure is described on
9-15) pages 8-15. The QAC reports to the CQIC,
e 2014 Kentucky Market which reports to the BOD and also reports
Addendum, Corporate to the QEC. Various sub-committees
Quality Improvement related to areas such as delegation, care
Program Description, management, utilization management,
Medicaid Managed Care grievance and appeals, pharmacy and
Program. Page 5-13 therapeutics report to the QEC and QAC.
describes the relationship
between: Evidenced in the 2014 QI Work Plan and
0 Humana the 2014 Ql Annual Evaluation.
Corporate Quality
Committee

O Humana East
Division Quality
Management
Committee

O Humana
CareSource
Quality
Assessment
Committee

0 CareSource
Quality Enterprise
Committee ( “a
delegated vendor
for Quality
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Prior Results & Follow-Up

Operations for the
Kentucky
Medicaid
Contract”)

Refinement of processes
between the entities is
noted throughout the first
year’s QAC minutes.

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

The Contractor’s Ql activities shall demonstrate the
linkage of QI projects to findings from multiple quality
evaluations, such as the EQR annual evaluation,
opportunities for improvement identified from the
annual HEDIS indicators and the consumer and provider
surveys, internal surveillance and monitoring, as well as
any findings identified by an accreditation body.

Full - Addressed by the
Humana CareSource Quality
Improvement Program
Annual Evaluation January 1
— December 31, 2013.

As noted, 2013 was a start-
up year. Although unable to
demonstrate linkage of QI
activities to findings from
specified evaluation
sources, barrier analysis /
ongoing and planned
activities were based on
previous experience.

QAC minutes demonstrate
activity around
delegate/internal
surveillance results:
Beacon, MCNA, pharmacy,
UM, grievance and appeals.

Full

Addressed in the 2014 QI Program
Evaluation which describes the range of
activities in 2014, the outcomes and goals,
as well as in the 2014 Ql Work Plan which
provides updated information on all
activities quarterly.

Humana has had limited opportunity to
link findings from multiple evaluations and
measurements, since reporting year (RY)
2014/measurement year (MY) 2013 was
the first year/baseline reporting for both
HEDIS, CAHPS, and the HK Performance
Measures. In addition, since the MCO
expanded its service area from Region 3
only to statewide, RY 2015/MY 2014 will
be considered a new baseline
measurement. The MCO did report plans
to link CAHPS results with the planned/Q4
2014 PCP availability Secret Shopper
survey by the Myers Group.
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Prior Results & Follow-Up

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

Discussion of the linkage of
Ql activities to multiple
evaluation sources is found
throughout:

e 2013 Quality
Improvement Program,
Humana CareSource

e 2014 Kentucky Market
Addendum, Corporate
Quality Improvement
Program Description,
Medicaid Managed Care
Program. Approved
11.8.13.

e 2013 HCS QAPI Work Plan

Recommendation for Humana

Going forward, Humana-CareSource
should link findings from various
measurements and evaluations to identify
opportunities for improvement. For
example, synthesizing provider grievances,
the Provider Satisfaction Survey results,
and provider appeals data may indicate
issues with pharmacy
authorizations/formulary and the need for
provider education or member grievances,
GeoAccess data, and CAHPS results can be
compared and used to assess overall
network adequacy.

The QAPI program shall be developed in collaboration
with input from Members.

Full - Member input is

addressed by:

e 2013 Quality
Improvement Program,
Humana CareSource (p.
8)

e QAC minutes — contains
decision to leverage the
existing Community
Council to meet KAR
requirements for a QMAC
(Quality Member Access
Committee) which is also
open to community

Full

Addressed in the 2014 Q Program
Description, on pages 8 and 15, and the
2013 QMAC Charter. Per the Charter, the
committee meets at least once annually.

Evidenced in the 2014 Ql Work Plan, page
47, and in the QMAC meeting minutes,
which contain discussion of and input from
members about PIPs, access to providers,
the Member Handbook, and community
outreach/events.

Recommendation for Humana
Humana-CareSource should consider
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’

State Contract Requirements Prior Results & Follow-Up . 5 .. .
N Determination explanation of the deviation must be Responses and Plan of Action
(Federal Regulation 438.236, 438.240) X .
documented in the Comments section)

representatives and holding QMAC meetings quarterly or at
advocates for the least 3 times per year so that the
members. committee can accomplish its diverse

responsibilities.

The Contractor shall maintain documentation of all Full - Addressed by: Full Addressed in the 2014 QI Program
member input; response; conduct of performance e Humana — - CareSource Description, pages 8 and 15, and the 2013
improvement activities; and feedback to Members. Quality Member Access QMAC Charter.

Committee Charter 2013 Evidenced in the 2014 QMAC minutes.

e QMAC minutes Note that the QAC reviews the QMAC

activities and meeting minutes.

The Contractor shall have or obtain within 2-4 years and NA - Humana CareSource is Full Humana CareSource is scheduled for
maintain National Committee for Quality Assurance not currently accredited. NCQA Accreditation Survey in July of 2016.
(NCQA) accreditation for its Medicaid product line. Accreditation is expected in

2016. Survey preparation is documented in the

2014 Ql Work Plan.

The Contractor shall provide the Department a copy of its | NA - Humana CareSource is Not Applicable | Humana CareSource is scheduled for
current certificate of accreditation together with a copy not currently accredited. NCQA Accreditation Survey in July of 2016.
of the complete survey report every three years including | Accreditation is expected in
the scoring at the category, Standard, and element levels, | 2016.

as well as NCQA recommendations, as presented via the
NCQA Interactive Survey System (ISS): Status,
Summarized & Detailed Results, Performance,
Performance Measures, Must Pass Results
Recommendations and History.

Annually, the Contractor shall submit the QAPI program Substantial - Related Full Addressed in the 2014 QI Program
description document to the Department for review. language regarding annual Description and the 2014 Ql Work Plan.
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action

Prior Results & Follow-Up

State Contract Requirements
(Federal Regulation 438.236, 438.240)

update of the Ql program is
found in:

Humana Kentucky Market
Addendum Corporate
Quality Improvement
Program Description; p. 12 —
the EDQMC (Humana East
Division Quality
Management Committee)
reviews and updates Market
Quality Improvement
Program Descriptions as
indicated and p. 22 —the
corporate QIPD is reviewed
and updated annually.

Humana CareSource Work
Plan —the QAPIPD is
approved annually in March
Language regarding annual
submission of the QIPD to
the Department is not
found.

Recommendation for
Humana CareSource
The Work Plan should
include annual submission
of the QIPD to the
Department.

documented in the Comments section)

Humana included tasks in the Ql Work
Plan for submission of the required
documents (e.g., Ql Program Description)
to DMS.

The completed 2013 Ql Work Plan was
appended to Report #85. The 2014 Ql

Work Plan was submitted quarterly as
Report #17.

Evidenced in the 2014 Ql Work Plan. The
2013 Ql Program Description, 2014 QI
Annual Evaluation and the completed
2013 QI Work Plan were submitted to
DMS on July 24, 2014 with the Q3 2014
Report #85.

The 2014 QI Program Description was
submitted in Report #84.

The 2014 Ql Work Plan was submitted as
Report #17, each quarter in 2014 and in
Q1 2015.
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

MCO Response: Humana -
CareSource believes we
have been fully compliant
with this contract
requirement as evidenced
by the submission of Report
84 on or before July 31,
2014.

Final Review Determination:
No change in compliance
level.

Humana-CareSource
submitted the QI Program
Description timely in 2014
as described, however, the
period of review was CY
2013.

Additionally, Humana-
CareSource should include
the submission of the QI
Program Description to DMS
by July 31 annually in its QI
Work Plan as stated in the
original findings and
recommendation.

The Contractor shall integrate Behavioral Health Minimal — Integration of BH Full Addressed in the 2014 QI Program
indicators into its QAPI program and include a systematic, | with medical health and the Description, 2014 Ql Work Plan and 2013
ongoing process for monitoring, evaluating, and Ql program is described Ql Evaluation.
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Prior Results & Follow-Up

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

improving the quality and appropriateness of Behavioral
Health Services provided to Members.

briefly in the Ql Program

Descriptions. The reader is

referred to the

partner/delegate Beacon
program descriptions:

e Humana Kentucky
Market Addendum
Corporate Quality
Improvement Program
Description (p. 7)

e 2013 Quality
Improvement Program,
Humana CareSource (p.
18)

The following Beacon
documents address
monitoring, evaluation and
quality improvement:

e Beacon Health Strategies
2013 Quality
Management and
Improvement Program
Description (p. 17-21)

e 2013 HCS QAPI Work Plan
— Delegate Beacon
(Behavioral Health)
Work Plan

However, BH services
evaluation is not further

The 2014 QI Program Description
references BH quality improvement in the
Goals on pages 6-7; Ql Performance
Monitoring and Evaluation Process on
pages 7-8; Staffing and Resources on
pages 16-18; and in Behavioral Healthcare
Aspects of the Ql Program on pages 19-21.

Evidenced in the 2014 QI Work Plan, which
contains updates on BH initiatives,
including HEDIS measures related to BH;
oversight of Care Management (CM),
Utilization Management (UM), and call
center functions; pharmacy/drug
utilization monitoring for BH meds; PIPs
on BH topics (Use of Antipsychotics in
Children and Adolescents, Antidepressant
Medication); participation in Medical
Advisement meetings (member case
reviews) as needed; weekly meetings with
Beacon related to DCBS client cases; and
the BH adult and child satisfaction survey
fielded in Q3 2014.

Evidenced in the 2013 QI Program Annual
Evaluation which discusses continuity and
coordination between behavioral and
physical health care, member satisfaction
with BH care and the PIPs related to BH
topics.
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Final Findings
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action

Prior Results & Follow-Up

State Contract Requirements
(Federal Regulation 438.236, 438.240)

addressed in Humana
CareSource documents,
such as the Annual Program
Evaluation (with the
exception of the BH PIP).The
2014 Beacon Program
Evaluation is not available
for review; it is scheduled
for committee review in July
2014.

Evaluation of BH services
was discussed during the
onsite review. The MCO’s
subcontractor, Beacon, has
a different schedule than
the Contractor for
completing/approving the
annual program evaluation.
Since this information
would not be available to
Humana CareSource when
preparing the MCQ’s annual
program evaluation, the
MCO intends to use
information obtained over
the course of the year from
Beacon in completing its
evaluation. The QAC
minutes include review and
discussion of Beacon

documented in the Comments section)

Humana-CareSource also submitted the
Beacon Health Services 2014 Quality
Management and Improvement Program
Description and 2013 Quality
Management and Improvement Annual
Evaluation. These documents did not
specifically address Kentucky Medicaid or
Humana-CareSource.

Recommendation for Humana
Beacon Health Services should include an
addendum to its Quality Management and
Improvement Program Description and
Annual QI Evaluation that specifically
addresses Kentucky Medicaid and the
Humana MCO.
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Prior Results & Follow-Up

metrics on a regular basis.

Recommendation for
Humana CareSource
Humana CareSource’s Ql
Program Description and
Program Evaluation should
address behavioral health
integration, performance
metrics, and analysis and
actions taken to address the
quality behavioral health
services.

MCO Response: Humana —
CareSource agrees with the
recommendation and will
incorporate behavioral
health integration,
performance metrics, and
analysis and actions taken
to address the quality
behavioral health services
into its 2014 Ql Program
Description. These program
description changes will be
reviewed and approved by
the HCS Quality Assessment
Committee. These items will
be evaluated in the 2015 QI
Program Evaluation.
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State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

The Contractor shall collect data, and monitor and
evaluate for improvements to physical health outcomes
resulting from behavioral health integration into the
Member’s overall care.

Minimal — As above.
Evaluation of physical
health outcomes resulting
from behavioral health
integration are addressed
only by: Beacon Health
Strategies 2013 Quality
Management and
Improvement Program
Description (p. 19 —
diabetes monitoring,
cardiovascular monitoring,
functional assessment,
quality of life).

Recommendation for
Humana CareSource
Humana CareSource’s Ql
Program Description and
Program Evaluation should
address behavioral health
integration, performance
metrics, and analysis and
actions taken to address the
quality behavioral health
services.

MCO Response: Humana —
CareSource agrees with the
recommendation and will
incorporate behavioral

Full As described in the prior element, Humana
addressed behavioral health (BH) and
physical health (PH) integration in its 2014
Ql Program Description, QI Work Plan and
2014 QI Evaluation.

Humana updated its 2014 Ql Program
Description to more fully address BH in Q4
2014, included the BH activities in its 2014
Ql Work Plan and updates, and reported
on its BH/PH activities in the 2014 QI
Evaluation, including HEDIS measures for
people with schizophrenia and diabetes,
PIPs, and continuity and coordination of
BH and PH care.
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Comments (Note: For any element that
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Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

health integration,
performance metrics, and
analysis and actions taken
to address the quality
behavioral health services
into its 2014 Ql Program
Description. These program
description changes will be
reviewed and approved by
the HCS Quality Assessment
Committee. These items will
be evaluated in the 2015 QI
Program Evaluation.

19.2 Annual QAPI Review -

The Contractor shall annually review and evaluate the Full — As noted, the annual Full Includes review of MCO Report #85 QI
overall effectiveness of the QAPI program to determine QAPI review (including Plan & Evaluation

whether the program has demonstrated improvement in policies, guidelines,

the quality of care and service provided to Members. The utilization and outcomes) is Addressed in Report #85 2014 Ql Program
Contractor shall modify, as necessary, the QAPI Program, described throughout: 2013 Description on pages 23-31, and the 2014
including Quality Improvement policies and procedures; Quality Improvement HCS QAPI Work Plan on page 1.

clinical care standards; practice guidelines and patient Program, Humana

protocols; utilization and access to Covered Services; and CareSource (p. 21, 37 - Evidenced in Report #85 2014 QI
treatment outcomes to meet the needs of Members. The | submission to the state) and Evaluation, which describes measurement,
Contractor shall prepare a written report to the 2013 HCS QAPI Work Plan — and evaluation, and analysis of each of the
Department, detailing the annual review and shall will be submitted to KMS Ql activities related to preventive services,
include a review of completed and continuing QI August 2014. care for chronic conditions, BH services
activities that address the quality of clinical care and and all other aspects of the clinical and
service; trending of measures to assess performance in The written evaluation non-clinical services provided to members,
quality of clinical care and quality of service; any report (including current 2014 interventions, and planned 2015
corrective actions implemented; corrective actions which activities and successes, interventions.
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

are recommended or in progress; and any modifications planned trending and

to the program. There shall be evidence that QI activities potential modification) is Since 2014 was Humana-CareSource’s first
have contributed to meaningful improvement in the addressed by: Humana reporting year for HEDIS, CAHPS, the HK
quality of clinical care and quality of service, including CareSource Quality Performance Measures and other metrics,
preventive and behavioral health care, provided to Improvement Program it was not possible to evaluate annual
Members. The Contractor shall submit this report as Annual Evaluation January 1 trends. Where applicable and feasible, the
specified by the Department. — December 31, 2013 MCO reported quarterly trends.

It is also important to note that the MCO
served only Region 3 during measurement
year 2013 and has since expanded
statewide. Therefore, the RY 2015 data
(MY 2014) will serve as the (new) baseline.

Key findings in the QI Evaluation included:
The MCO could not report many of the
HEDIS measures due to lack of an eligible
population and/or a denominator < 30.

Of the measures HEDIS reported:

The following HEDIS measures
benchmarked at or above the 50"
percentile: ADV, CDC — HbA1c testing and
HbA1c Poor Control.

The following preventive care measures
benchmarked below the 50t percentile:
Well-Care Visits for adolescents and
children ages 3-6; Children’s and
Adolescents’ Access to PCPs, ages 12 to 24
months and 25 months to 6 years; Lead
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Screening in Children; Weight Assessment
and Counseling for Children and
Adolescents — Counseling for Nutrition and
Physical Activity; for CSHCNs: Well-Care
Visits, Annual Dental Visits, and Access to
PCPs; Timeliness of Prenatal Care,
Frequency of Prenatal Care, and
Postpartum Care; and Adults Access to
Preventive/Ambulatory Health Services.

The following BH measures benchmarked
below the 50" percentile:

Diabetes Screening for People with
Schizophrenia or Bipolar Disease Who Are
Using Antipsychotic Medications; Follow-
Up after Hospitalization for Mental Iliness:
7 days and 30 days.

The following acute and chronic care
measures benchmarked below the 50"
percentile:

Appropriate Treatment for Children with
URI; Pharmacotherapy Management of
COPD Exacerbation; Controlling High
Blood Pressure; LDL-C Screening; and 6 of
8 numerators for the Comprehensive
Diabetes Care measure.

The HK Performance Measure results were
as follows:
Adolescent Risk Screening/Counseling
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

rates ranged from < 22% for
alcohol/substances to ~38% for tobacco.

Tobacco screening for pregnant women
was 8.5% and intervention for positive
tobacco-use was 36.4%.

Adult CAHPS results > 50*" percentile:
Rating of Health Plan; Rating of Health
Care; Rating of Personal Doctor; Rating of
Specialist. Adult CAHPS results < 50
percentile: Getting Needed Care;
Customer Service; Getting Care Quickly;
How Well Doctors Communicate; Shared
Decision Making; and Health Promotion
and Education. It is important to note that
the CAHPS results are based on a total of
< 400 responses.

Provider satisfaction survey results
included:

> 60% overall satisfaction which ranked #2
among 4 Kentucky Medicaid MCOs; < 30%
satisfaction for financial issues, utilization
and quality, coordination of care/network,
pharmacy, call center service and provider
relations.

Member and Provider Call Center results
for abandonment rate exceeded goals
(0.24% and 0.15%, respectively).
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

The 2013 QI Evaluation, completed 2013
Ql Work Plan and the 2013 Ql Program
Description were submitted to DMS in
Report #85 in July 2014. The 2014
documents will be submitted in July 2015,
as required.

Recommendation for Humana

For the 2015 QI Annual Evaluation,
Humana-CareSource should include key
accomplishments and priorities for the
coming year in its annual evaluation
summary.

21.3 External Quality Review ;

The Contractor shall provide information to the EQRO as Full - As noted by pre-onsite Full Addressed in the 2014 QI Program
requested to fulfill the requirements of the mandatory document review, and Description, pages 35 and 37-38, and in
and optional activities required in 42 CFR Parts 433 and onsite file review, Policy and Procedure Ql- 16 Cooperating
438. information has been made with the EQRO and Incorporating Findings
available to the EQRO. into the QI Plan-KY.
Program descriptions Humana has fully cooperated with
generally address federal, submission of data, documents and
state and accreditation records needed for EQR activities,
entities; and site visits, including the compliance review, PIPs,
examinations, inquiries or performance measure validation,
investigations. encounter data validation, surveys, and
e 2013 Quality other optional EQR tasks.

Improvement Program,
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Humana CareSource (p.
20, 35). “All quality
improvement activities
are made available to
Federal (CMS), State and
Accreditation entities if
requested.”

e Humana Kentucky
Market Addendum
Corporate Quality
Improvement Program
Description (p, 18)
“Section X. Compliance
with Regulations.
Humana maintains
compliance with federal,
state, and local
regulatory bodies
involved in the oversight
of Managed Care
Organization.” “Activities
may include: Participating
in, and/or cooperating
with site visits,
examinations, inquiries,
or investigations.”

Addressed in P/P QI- 16: Ql-
Cooperating with the EQRO
and Incorporating Findings
into the QI Plan-KY.
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Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement

State Contract Requirements
(Federal Regulation 438.236, 438.240)

The Contractor shall cooperate and participate in the EQR
activities in accordance with protocols identified under
42 CFR 438, Subpart E. These protocols guide the
independent external review of the quality outcomes and
timeliness of, and access to, services provided by a
Contractor providing Medicaid services. In an effort to
avoid duplication, the Department may also use, in place
of such audit, information obtained about the Contractor
from a Medicare or private accreditation review in
accordance with 42 CFR 438.360.

KY EQRO ANNUAL REVIEW

March 2015
Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Full -
Cooperation/participation in
this EQRO review is noted.

Addressed in P/P Ql- 16: Ql-
Cooperating with the EQRO
and Incorporating Findings
into the QI Plan-KY.

Determination

Full

21.4 EQR Administrative Reviews

The Contractor shall assist the EQRO in competing all
Contractor reviews and evaluations in accordance with
established protocols previously described.

Full - Addressed in P/P QI-
16: Ql-Cooperating with the
EQRO and Incorporating
Findings into the QI Plan-KY.

Full

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Addressed in the 2014 QI Program
Description, pages 35 and 37-38, and in
Policy and Procedure Ql- 16 Cooperating
with the EQRO and Incorporating Findings
into the QI Plan-KY.

Humana has fully cooperated with
submission of data, documents and
records needed for EQR activities,
including the compliance review, PIPs,
performance measures, encounter data
validation, surveys, and other optional
EQR tasks.

DMS allows the use of accreditation
survey findings to deem applicable
requirements, where possible.

Health Plan’s and DMS’
Responses and Plan of Action

Addressed in the 2014 QI Program
Description, pages 35 and 37-38, and in
Policy and Procedure Ql- 16 Cooperating
with the EQRO and Incorporating Findings
into the QI Plan-KY.

Humana-CareSource has fully cooperated
with submission of data, documents and
records needed for EQR activities,
including the compliance review.

The Contractor shall assist the Department and the EQRO

Full - Addressed in P/P QI-

Full

Addressed in the 2014 QI Program
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KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

in identification of Provider and Member information
required to carry out annual, external independent
reviews of the quality outcomes and timeliness of on-site
or off-site medical chart reviews. Timely notification of
Providers and subcontractors of any necessary medical
chart review shall be the responsibility of the Contractor.

16: Ql-Cooperating with the
EQRO and Incorporating
Findings into the QI Plan-KY.

Description, pages 35 and 37-38, and in
Policy and Procedure Ql- 16 Cooperating
with the EQRO and Incorporating Findings
into the QI Plan-KY.

Humana has fully cooperated with
submission of data, documents and
records needed for EQR activities,
including performance measures,
encounter data validation, surveys, and
other optional EQR tasks.

21.5 EQR Performance

If during the conduct of an EQR by an EQRO acting on Full - Humana CareSource Full Addressed in Policy and Procedure Ql- 16
behalf of the Department, an adverse quality finding or began operations in Cooperating with the EQRO and
deficiency is identified, the Contractor shall respond to Kentucky in 2013 with the Incorporating Findings into the QI Plan-KY.
and correct the finding or deficiency in a timely manner first EQRO review occurring
in accordance with guidelines established by the in 2014. Addressed in P/P Evidenced in Humana’s responses to the
Department and EQRO. The Contractor shall: Ql- 16: Ql-Cooperating with 2014 compliance review findings and
the EQRO and Incorporating development and implementation of a
Findings into the QI Plan-KY. corrective action plan (CAP) as directed by
and approved by DMS.
A. Assign a staff person(s) to conduct follow-up Full - Addressed in P/P QI- Full Addressed in Policy and Procedure Ql- 16

concerning review findings;

16: Ql-Cooperating with the
EQRO and Incorporating
Findings into the QI Plan-KY.

Cooperating with the EQRO and
Incorporating Findings into the QI Plan-KY.

Evidenced in Humana's responses to the
2014 compliance review findings and
development and implementation of a
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Improving Healthcare
for the Common Good

Final Findings

KY EQRO ANNUAL REVIEW

March 2015
Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

corrective action plan (CAP) as directed by
and approved by DMS.

B. Inform the Contractor’s Quality Improvement
Committee of the final findings and involve the
committee in the development, implementation and
monitoring of the corrective action plan; and

Full - Addressed in P/P QI-
16: Ql-Cooperating with the
EQRO and Incorporating

Findings into the QI Plan-KY.

Per Care Source P/P QI-16,
Humana CareSource’s
Quality Assurance
Committee serves this role.

Substantial

Addressed in Policy and Procedure Ql- 16
Cooperating with the EQRO and
Incorporating Findings into the QI Plan-KY.

Evidenced in the QAC meeting minutes
dated 12/2014. However, only the
changes/additions to the QI Work Plan
were discussed, the overall findings were
not reviewed, nor was there evidence of
committee involvement in the
development, implementation and
monitoring of the corrective actions.

Recommendation for Humana
Humana should present the overall
findings for the annual compliance reviews
(e.g., Executive Summary information -
areas reviewed, overall score, highlights of
elements needing corrective action,
positive findings) to the QAC for
information, input and monitoring of
corrective actions.

Final Review Determination
No change in review determination.

Humana should proceed with the plan to

Humana-CareSource agrees with the recommendation.
However, given that the final findings of the 2013 DMS/IPRO
annual review were not available until September of 2014,
review of these items were only for the 4th Qtr, December 8
2014, meeting of the Quality Assessment Committee. This was
not enough time to involve the committee in the
development, implementation and monitoring of the
corrective action plan. Humana-CareSource will present the
overall findings for the 2014 annual compliance reviews to the
QAC for information, input and monitoring of corrective
actions. The discussion of findings will begin at the 2nd qtr
QAC, 6/8/15.
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Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement

State Contract Requirements
(Federal Regulation 438.236, 438.240)

KY EQRO ANNUAL REVIEW

March 2015
Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

present the 2014 compliance findings to
the committee in Q2 2015 for discussion
and input.

Upon the next review, IPRO will evaluate
the committee meeting minutes to ensure
same.

Health Plan’s and DMS’
Responses and Plan of Action

C. Submit a corrective action plan in writing to the EQRO
and Department within 60 days that addresses the
measures the Contractor intends to take to resolve the
finding. The Contractor’s final resolution of all potential
quality concerns shall be completed within six (6) months
of the Contractor’s notification.

Full - Addressed in P/P QI-
16: Ql-Cooperating with the
EQRO and Incorporating

Findings into the QI Plan-KY.

Full

Addressed in Policy and Procedure Ql- 16
Cooperating with the EQRO and
Incorporating Findings into the Ql Plan-KY.

Evidenced in Humana’s CAP submission to
and approval by DMS.

D. The Contractor shall demonstrate how the results of
the External Quality Review (EQR) are incorporated into
the Contractor’s overall Quality Improvement Plan and

demonstrate progressive and measurable improvement
during the term of this contract; and

Full - Addressed in P/P QI-
16: Ql-Cooperating with the
EQRO and Incorporating

Findings into the QI Plan-KY.

Full

Addressed in Policy and Procedure Ql- 16
Cooperating with the EQRO and
Incorporating Findings into the QI Plan-KY.

Evidenced in Humana-CareSource’s
implementation of the approved CAP for
the 2014 compliance assessment.

E. If Contractor disagrees with the EQRO’s findings, it
shall submit its position to the Commissioner of the
Department whose decision is final.

Full - Addressed in P/P QI-
16: Ql-Cooperating with the
EQRO and Incorporating

Findings into the QI Plan-KY.

Full

Addressed in Policy and Procedure Ql- 16
Cooperating with the EQRO and
Incorporating Findings into the Ql Plan-KY.

Evidenced in Humana's submission of
responses to preliminary findings for the
2014 compliance review.
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

19.3 QAPI Plan
The Contractor shall have a written QAPI work plan that Full - CareSource prepares Full Includes review of MCO Report #17 QAPI
the Work Plan / Humana Work Plan
approves the Work Plan.
Content and process are Addressed in the 2014 QI Program
described in the following Description on page 37.
documents.
e 2013 Quality Evidenced in Report #17 2014 Ql Work
Improvement Program, Plan and updates submitted to DMS
Humana CareSource (p. quarterly.
21, 35, 37)
e Humana Kentucky
Market Addendum
Corporate Quality
Improvement Program
Description (20, 22)
The 2013 HCS QAPI Work
Plan was submitted for
review. The Work Plan
includes the Beacon
(Behavioral Health) work
plan.
outlines the scope of activities and Full - The scope of activities Full Addressed in the 2014 QI Program
is included in the 2013 HCS Description, page 37.
QAPI Work Plan.
Evidenced in the 2014 Ql Work Plan
updates submitted to DMS quarterly, in
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Report #17.

The 2014 QI Work Plan includes the scope,
goals, timelines, responsible
person/department, target completion
date, issues identified, actions taken and
analysis as well as an appended HEDIS-
Performance Measure-specific work plan.

The QI Work Plan also contains a column
“Reported to CareSource QEC” though this
column was not completed.

Recommendation for Humana
Humana should consider completing the
column for reporting to the QEC, to
identify when activities are reported to
the committee.

The MCO should also consider adding
notations regarding reporting to other
relevant committees (e.g., QAC, QMAC).

the goals, Full - Goals are included in Full Per above.
the 2013 HCS QAPI Work
Plan. Although not yet
reported, the HEDIS section
notes “Please reference
corporate HEDIS Work Plan-
KY Section,” which was not
found.
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March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be

Health Plan’s and DMS’

State Contract Requirements .
a Responses and Plan of Action

Prior Results & Follow-Up

(Federal Regulation 438.236, 438.240)

documented in the Comments section)

objectives, and Full - Objectives are Full Per above.
included in the 2013 HCS
QAPI Work Plan.
timelines for the QAPI program. Full - Timelines are included Full Per above.
in the 2013 HCS QAPI Work
Plan.
New goals and objectives must be set at least annually Full - Required sources / Full Addressed in the 2014 QI Program
based on findings from quality improvement activities findings and quarterly work Description on page 37.
and studies, survey results, Grievances and Appeals, plan updates are included in
performance measures and EQRO findings. the 2013 HCS QAPI Work Evidenced in the 2013 and 2014 QI Work
Plan. Plans.
Note that many measures could not be
reported in 2013, the first year of MCO
operation and a baseline rate was
reported in 2014 for Region 3 only.
Humana-CareSource is looking to RY 2015
to establish baseline rates for the
statewide service area.
The Contractor is accountable to the Department for the Full - Per the following Full Addressed in the 2014 QI Program
quality of care provided to Members. The Contractor’s documents, accountability is Description, which states that the
responsibilities of this include, at a minimum: approval of | as follows: following are accountable for the Ql
the overall QAPI program and annual QAPI work plan; e Humana Kentucky program: the Humana BOD, the CEO and
Market Addendum Corporate Medical Director, and the CQIC.
Corporate Quality The CQIC reports to the BOD which is
Improvement Program chaired by the Corporate Medical Director.
Description (6, 9-12) The BOD is responsible for annual review
e 2013 Quality and approval of the QAPI Program
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for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Improvement Program, Description, QAPI Program Evaluation, and
Humana CareSource (p. QAPI Work Plan.
11)
Evidenced in the 2014 QI Work Plan, which
1. The Market President includes approvals of the Ql Program
(and CS QEC, HCS QAC) is Description, QI Work Plan and QI Annual
responsible for the Evaluation and the QAC meeting minutes.

oversight / implementation
of the quality improvement
program at the local market
level.

2. The East Division Director
(and EDQMC) is responsible
for oversight / approval of
market quality
improvement programs and
work plans.

3. The Humana CQIC is
ultimately responsible for
approval of the overall QAPI
program and work plan.

designation of an accountable entity within the Full - As above. Full Per above.
organization to provide direct oversight of QAPI;

review of written reports from the designated entity on a Full - The CS QEC submits Full Addressed in the 2014 QI Program
periodic basis, which shall include a description of QAPI quarterly reports to the ED Description. The QAC reports quarterly to
activities, progress on objectives, and improvements QMC; the ED QMC submits the Humana Quality Improvement
made; quarterly reports to the Committee, as well as to the QEC.

calc.
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Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement

State Contract Requirements
(Federal Regulation 438.236, 438.240)

KY EQRO ANNUAL REVIEW

March 2015
Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

e Humana Kentucky
Market Addendum
Corporate Quality
Improvement Program
Description (p. 6)

e 2013 Quality
Improvement Program,
Humana CareSource (p.
11)

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Evidence of review and approval of Ql
documents and ongoing review of QI
activities is demonstrated in the QAC
meeting minutes.

Health Plan’s and DMS’
Responses and Plan of Action

review on an annual basis of the QAPI program; and Full - The HCS QAC and Full Addressed in the 2014 QI Program
CQIC review the quality Description
improvement program at
least annually: Review and approval of the Ql Program
e Humana Kentucky Description, Ql Work Plan and QI Annual
Market Addendum Evaluation is demonstrated in the QI Work
Corporate Quality Plan and QAC meeting minutes.
Improvement Program
Description (p. 6)
e 2013 Quality
Improvement Program,
Humana CareSource (p.
11, 21)
modifications to the QAPI program on an ongoing basis Full - As noted, reporting / Full Addressed in the 2014 QI Program

to accommodate review findings and issues of concern
within the organization.

review / follow-up and
action plan development at
all levels occurs at least
quarterly. The work plan is
updated quarterly. 2013
Quality Improvement
Program, Humana

Description on page 6, which states that
the overarching goal of the Humana
Quality Assessment/Performance
Improvement (QAPI) program is a dynamic
process to continually assess, analyze, and
improve the quality of the care and
services in order to continuously respond
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

CareSource (p. 20-21). to members’ needs; and on page 7 which
describes the core components of the
QAPI process, monitoring system-wide
issues; identifying opportunities for
improvement; determining the root cause;
exploring alternatives and developing a
plan of action; activating the plan,
measuring the results, evaluating
effectiveness of actions and modifying the
approach as needed.

Evidenced in the 2014 Ql Work Plan and
quarterly updates and the 2013 and 2014
Ql Evaluations.

The Contractor shall have in place an organizational Full - As above. The Full Addressed in the 2014 QI Program
Quality Improvement Committee that shall be Humana CareSource Description. As described previously, the
responsible for all aspects of the QAPI program. arrangement has resulted in committees include the Humana CQIC and
multiple quality executive QMC, the CareSource QEC and
improvement committees: QAC and the related subcommittees.
CS QEC, HCS QAC, ED QMC,
caQlc. Note that in 2014, the MCO had a

separate Clinical Advisory Committee;
however, the committee minutes
indicated that the CAC would be
discontinued and instead, provider
members would be added to the QAC in
compliance with the Contract
requirements.

Evidenced in committee meeting minutes
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Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

and the 2014 Ql Work Plan.

The committee structure shall be interdisciplinary and be
made up of both providers and administrative staff. It
should include a variety of medical disciplines, health
professions and individual(s) with specialized knowledge
and experience with Individuals with Special Health Care
Needs.

Full - Interdisciplinary
committee membership
addressed by:

e Humana Kentucky
Market Addendum
Corporate Quality
Improvement Program
Description (p. 11 —ED
QMC multispecialty)

e 2013 Quality
Improvement Program,
Humana CareSource (p.
11 - CS QEC cross-
functional with subject
matter experts)

e 2013 Charter Humana
CareSource Quality
Assessment Committee

e HCS QAC minutes

QAC includes 3 community
practitioners — currently
from family practice and
pediatrics. The MCO is
considering expansion to
include specialty providers,
dental, pharmacy, other
provider types. QVMIAC
includes Commission for

Full Addressed in the 2014 QI Program
Description on pages 10-12 and in the
committee charters which describe
interdisciplinary membership.

The QEC is comprised of the Senior Vice
President, Health Services; Vice President,
Pharmacy; Vice President, Health Services;
Director, Quality Improvement; and a
cross- functional team of CareSource
Executive, Senior, Operational Managers
and Subject Matter Experts.

The QAC is comprised of senior managers
and managers from across the
organization, Medical Director, Ql, Health
Services, Accreditation, Regulatory
Compliance, Provider Relations, BH,
Medical Management, Pharmacy,
participating providers and Humana
corporate representation.

Evidenced in committee meeting minutes
which demonstrate members in
attendance.
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Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-U . . 5 .
P Determination explanation of the deviation must be

documented in the Comments section)

Responses and Plan of Action

Children and other specialty
providers as well as
member representatives.
QMAC reports to the QAC.

The committee shall meet on a regular basis and Full - Addressed for the Full Addressed in the 2014 QI Program
activities of the committee must be documented; all various quality committees Description and QAC Committee Charter.
committee minutes and reports shall be available to the as follows: The ED QMC meets monthly, the QEC

Department upon request.

Humana Kentucky Market
Addendum Corporate
Quality Improvement
Program Description; CQIC
meets monthly (p. 6); ED
QMC reports quarterly (p.
12).

2013 Quality Improvement
Program, Humana
CareSource; CS QEC meets
quarterly and maintains
minutes (p. 11).

2013 Charter Humana
CareSource Quality
Assessment Committee;
HCS QAC meets quarterly
and maintains minutes,
which were provided for
this review.

meets quarterly or more often, and the
QAC meets quarterly or more often.

Evidenced in the QAC meeting minutes
which demonstrate that the committee
met quarterly in 2014, as required.

Recommendation for Humana
Humana should consider holding QAC
meetings monthly or bi-monthly in order
to fully address the wide range of
committee responsibilities.

QAPI activities of Providers and Subcontractors, if
separate from the Contractor’s QAPI activities, shall be

Full - 2013 HCS QAPI Work
plan includes Beacon and

Full

Addressed in the 2014 QI Program
Description, for Beacon BH on page 19 and
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Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Period of Review: January 1, 2014 — December 31, 2014

KY EQRO ANNUAL REVIEW
March 2015

MCO: Humana CareSource

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

integrated into the overall QAPI program. Requirements
to participate in QAPI activities, including submission of
complete Encounter Records, are incorporated into all
Provider and Subcontractor contracts and employment
agreements. The Contractor’s QAPI program shall provide
feedback to the Providers and Subcontractors regarding
integration of, operation of, and corrective actions
necessary in Provider and Subcontractor QAPI activities.

MCNA as delegated entities.

The Beacon, MCNA, and

provider contracts were
provided for review.

All requirements were

addressed by:

e Master Services
Agreement by and
between CareSource
Management Group Co.
and Beacon Health
Strategies LLC

e Master Services

Agreement by and
between CareSource
Management Group Co.
and Managed Care of
North America dba
MCNA Dental Plans

e ChoiceCare Network

Participation Agreements
amendment for providers
participation with
Kentucky Medicaid HMO
network

e Humana Network

Participation Agreements
amendment for providers
participation with
Kentucky Medicaid HMO

for providers on pages 21 and 32.

Provider participation in Ql activities is
addressed in the Provider Manual under
Credentialing/Recredentialing, Quality
Performance Measures, and QI Program
Goals.

Contracts for Beacon and MCNA were
reviewed. Participation in Ql is addressed
in Beacon contract under Exhibit A Scope
of Services, DMS regulatory reporting and
Exhibit D Delegation Services Attachment.
Quality is not delegated to the dental
vendor, MCNA; therefore, dental quality
initiatives are based within the MCO.

Addressed in the Provider Agreement in
sections 7.4 and 8.1 and in the Letter of
Agreement, HMO Provisions and Medicaid
Required Provisions.

Integration of Ql activities is evidenced in
the 2014 QI Work Plan and the 2014 QI
Evaluation.
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MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Determination

Comments (Note: For any element that
Review deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

product
The Contractor shall integrate other management Full - A multidisciplinary Full Addressed in the 2014 QI Program
activities such as Utilization Management, Risk program integrating all Description in the Goals, QI Performance
Management, Member Services, Grievances and Appeals, | business units is addressed Measurement and Evaluation Process,
Provider Credentialing, and Provider Services in its QAPI by: Governing Body and Committee for
program. e 2013 Quality Development, Implementation and
Improvement Program, Oversight of the QAPI Program, and
Humana CareSource (p. Quality Improvement Activities as well as
7, 11-15) in the committee descriptions and in the
e Humana Kentucky Committee Charters.
Market Addendum
Corporate Quality Evidenced in the committee meeting
Improvement Program minutes/attendees and 2014 QI Work Plan
Description (p. 6, 16) and updates.
e HCS QAC minutes
Qualifications, staffing levels and available resources Substantial - Resources, Full Addressed in the 2014 QI Program

must be sufficient to meet the goals and objectives of the
QAPI program and related QAPI activities, including, but
not limited to, monitoring and evaluation of Member’s
care and services, including the care and services of
Members with special health care needs, use of
preventive services, coordination of behavioral and
physical health care needs, monitoring and providing
feedback on provider performance, involving Members in
QAPI initiatives and conducting performance
improvement projects. Written documentation listing

staffing and qualifications

are addressed by:

e 2013 Quality
Improvement Program,
Humana CareSource

0 Executive and
director-level staff
(p. 15-17)

0 Enterprise-wide
staff participation

Description, which outlines the resources,
staffing and qualifications including data
and analytical resources on pages 15-19.
And includes a statement that written
documentation listing staffing resources,
total FTE’s, percentage of time,
experience, and roles will be submitted to
DMS upon request.

Evidenced in the 2014 QI Work Plan and

staffing resources, including total FTE’s, percentage of (p. 21) committee meeting minutes.
time, experience, and roles shall be submitted to the e Humana Kentucky
Department upon request. Market Addendum

Corporate Quality
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MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Improvement Program
Description
0 Quality Operations
Compliance and
Accreditation
Department
0 Additional
individuals from
listed departments
(p. 16-17)

The Program Description
does not include language
regarding submission of
information (FTE’s and
percentage of time
dedicated to QAPI) to the
Department upon request.

Required activities are

addressed by:

e 2013 Quality
Improvement Program,
Humana CareSource (p.
8-9, 34-35)

e Humana Kentucky
Market Addendum
Corporate Quality
Improvement Program
Description (p. 20-21)
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for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Recommendation for
Humana CareSource
The Program Description
should include reporting of
staffing resources to the
Department upon request.

MCO Response: Humana -
CareSource agrees with the
recommendation and will
include the language
regarding submission of
information (FTE's, and
percentage of time
dedicated to QAPI) to KDMS
upon request into the 2014
Ql Program Description.
These program description
changes will be reviewed
and approved by the HCS
Quality Assessment

Committee.
The Contractor shall submit the QAPI work plan to the New Requirement Full Addressed in the 2014 QI Work Plan.
Department annually in accordance with a format and
timeline specified by the Department. Evidenced in Report #17 2014 Ql Work
Plan and updates submitted quarterly to
DMS.
19.4 QAPI Monitoring and Evaluation
A. The Contractor, through the QAPI program, shall Minimal - All healthcare Full Includes review of MCO Report #23
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March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Determination

Comments (Note: For any element that
Review deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

monitor and evaluate the quality of health care on an
ongoing basis. Health care needs such as acute or
chronic physical or behavioral conditions, high volume,
and high risk, special needs populations, preventive care,
and behavioral health shall be studied and prioritized for
performance measurement, performance improvement
and/or development of practice guidelines. Standardized
quality indicators shall be used to assess improvement,
assure achievement of at least minimum performance
levels, monitor adherence to guidelines and identify
patterns of over- and under-utilization. The
measurement of quality indicators selected by the
Contractor must be supported by valid data collection
and analysis methods and shall be used to improve
clinical care and services.

need indicators, evaluation

and uses are described

throughout the program
descriptions and are
presented in the program
evaluation :

e 2013 Quality
Improvement Program,
Humana CareSource (p.
17, 34 — validity)

e Humana CareSource
Quality Improvement
Program Annual
Evaluation January 1 -
December 31, 2013

As noted in 19.1, HCS began
serving members in January
of 2013 and the ability to
measure the overall
effectiveness of the QI
Program lags. Empty table
shells for 2013 and 2014
measurement were
provided, as were barriers
based on experience,
activities and plans.

Also noted in 19.1,
information regarding
Behavioral Health

Evidence Based Guidelines for
Practitioners

Addressed in the 2014 QI Program
Description which describes the process to
monitor and evaluate and improve the
quality of care and services under Goals,
Ql Performance Monitoring and
Evaluation Process, BH Aspects of the QI
Program, Quality Assurance and
Improvement Plans, Ql Activities, Overall
Effectiveness and Demonstrated
Improvement, Ongoing Analysis of Key
Performance Measures, Quality
Assessment Performance Improvement
Program and the descriptions of the
specific activities.

Humana added a description of BH QI
activities to the 2014 Ql Program
Description and addressed BH Ql in the
2014 Ql Evaluation.

Evidenced in the 2104 QI Work Plan and
updates, committee meeting minutes, and
the 2014 Ql Evaluation as well as in
routine reporting, such as HEDIS,
delegation oversight, CAHPS, HK
Performance Measures, PIPs and quarterly
regulatory reports, including Report #23
Evidence Based Guidelines for
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Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

monitoring, evaluation and Practitioners. For additional information
improvement are provided on evidenced based guidelines, see 19.4 E.
by:
e Beacon Health Strategies

2013 Quality

Management and
Improvement Program
Description

e 2013 HCS QAPI Work Plan
— Delegate Beacon
(Behavioral Health) work
plan

BH services evaluation was
not addressed in the
Humana CareSource
Program Evaluation as
noted above.

Recommendation for
Humana CareSource
Humana CareSource’s Ql
Program Description and
Program Evaluation should
address behavioral health
integration, performance
metrics, and analysis and
actions taken to address the
quality behavioral health
services.
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KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’

State Contract Requirements .
a Responses and Plan of Action

(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

MCO Response: Humana -
CareSource agrees with the
recommendation and will
incorporate behavioral
health integration,
performance metrics, and
analysis and actions taken
to address the quality
behavioral health services
into its 2014 Ql Program
Description. These program
description changes will be
reviewed and approved by
the HCS Quality Assessment
Committee. These items will
be evaluated in the 2015 QI
Program Evaluation.

B. Providers shall be measured against practice guidelines | Full - Monitoring adherence Full Addressed in the 2014 QI Program

and standards adopted by the Quality Improvement
Committee.

to practice guidelines is

addressed by:

e 2013 Quality
Improvement Program,
Humana CareSource (p.
17, 30-31)

e Quality Improvement -
Development and
Distribution of Preventive
Health and Clinical
Practice Guidelines for
Care Policy (p. 3)

e 2013 Performance

Description and Policy and Procedure Ql-
03 Development and Distribution of
Preventive Health and Clinical Practice
Guidelines for Care Policy.

Evidenced in the 2014 QI Work Plan and
2014 Ql Evaluation; the report Altegra
Health Medical Record Review-Adult Visits
for Diabetes Care and Adolescent Well
Child Visits; and in results of population-
based measures such as HEDIS, HK
Performance Measures.
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Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement

State Contract Requirements
(Federal Regulation 438.236, 438.240)

KY EQRO ANNUAL REVIEW
March 2015

Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

Measures Summary —
medical record review to
be conducted 3 and 4™
quarter 2014

Population-based and
practice-based assessment
is described, with HEDIS
results where applicable.
Several panned HEDIS
measurements, based on
guideline use, were
presented in:

e Humana CareSource
Quality Improvement
Program Annual
Evaluation January 1 —
December 31, 2013

Areas identified for improvement shall be tracked and
corrective actions taken as indicated.

Full - Escalating intervention
is used: 2013 Quality
Improvement Program,
Humana CareSource (p. 30).

Full

Addressed in the 2014 QI Program
Description under Quality Improvement
Performance Monitoring and Evaluation
Process.

Evidenced in the 2014 QI Work Plan under
Issues Identified, Actions Taken to Address
Identified Issues and Assessment/Analysis
as well as in the 2014 QI Evaluation in the
presentation of results, barriers, 2014
Interventions and Planned 2015
Interventions.
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MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be

Health Plan’s and DMS’

State Contract Requirements .
a Responses and Plan of Action

Prior Results & Follow-Up

(Federal Regulation 438.236, 438.240)

documented in the Comments section)

The effectiveness of corrective actions must be Full - As above. Medical Full Per Above
monitored until problem resolution occurs. The record review is ongoing:
Contractor shall perform reevaluations to assure that 2013 Quality Improvement
improvement is sustained. Program, Humana
CareSource (p. 31).
C. The Contractor shall use appropriate multidisciplinary Full - Cross-functional teams | Full Addressed in the 2014 QI Program
teams to analyze and address data or systems issues. are addressed throughout, Description, under Committees for
but specifically by: development, implementation; and
e 2013 Quality oversight of the QAPI Program as well as in
Improvement Program, the 2014 QAC Charter.
Humana CareSource (p.
21, 37) Evidenced in the committee meeting
e Humana Kentucky minutes and in the 2014 Ql Work Plan,
Market Addendum Responsible Person.
Corporate Quality
Improvement Program
Description (p. 11 -ED
Qmc)
e HCS QAC minutes
D. The Contractor shall submit to the Department upon Full - Submission to the Full Addressed in the 2014 QI Program
request documentation regarding quality and state of all projects is Description under Ql Performance
performance improvement (QAPI) projects/performance addressed by: Monitoring and Evaluation Process.
improvement projects (PIPs) and assessment that relates e 2013 Quality
to enrolled members. Improvement Program, Evidenced in the 2014 QI Work Plan,
Humana CareSource (p. Performance Improvement Projects and QI
35) Activities, pages 39-42 and in Reports #90
e Humana Kentucky and #92 submitted to DMS annually and
Market Addendum Report #19 submitted to DMS quarterly.
Corporate Quality
Improvement Program

#1_Tool_QI_MI_2015 Humana
2/2/2015

Page 43 of 81




KY EQRO ANNUAL REVIEW

for e Cammon Good March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Description (p. 18)

E. The Contractor shall develop or adopt practice Full - Guideline Full Addressed in the 2014 Ql Program
guidelines that are disseminated to Providers and to dissemination is addressed Description, Ql Performance Monitoring
Members upon request. by: Quality Improvement - and Evaluation Process and in Policy and
Development and Procedure QI-03 Development and
Distribution of Preventive Distribution of Preventive Health and
Health and Clinical Practice Clinical Practice Guidelines for Care.
Guidelines for Care Policy
(p. 2). The CareSource corporate office sets,

reviews and updates clinical practice
guidelines. New or revised guidelines are
communicated to the Kentucky market
and changes are made accordingly.

Evidenced in Report #23 submitted to
DMS quarterly, 2014 Ql Work Plan on
pages 25-26.

Evidence of dissemination to providers is
found in the Provider Manual, Preventive
Guidelines and Clinical Practice Guidelines
on page 73 and throughout the manual, as
well as via Provider Newsletters and MCO
website posting.

Evidence of dissemination to members is
found in the Member Handbook,
Preventive Guidelines on page 37.

The guidelines shall be based on valid and reliable Full - Guideline sources are Full Addressed in Policy and Procedure QI-03
medical evidence or consensus of health professionals; addressed by: Quality Development and Distribution of
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MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Improvement - Preventive Health and Clinical Practice
Development and Guidelines for Care.

Distribution of Preventive

Health and Clinical Practice Evidenced in Report #23 submitted to
Guidelines for Care Policy DMS quarterly, 2014 Ql Work Plan on

(p. 2). pages 25-26.

A review of the guidelines posted on the
MCO website shows the following sources
for guidelines: American Academy of Child
and Adolescent Psychiatry (AACAP),
National Heart, Lung and Blood Institute
(NHLBI), Agency for Healthcare Research
and Quality (AHRQ), American Academy of
Pediatrics (AAP), Centers for Disease
Control (CDC), American Psychiatric
Association (APA) and American Congress
of Obstetricians and Gynecologists

(ACOG).

consider the needs of Members; Full - Guideline topics are Full Addressed in 2014 Ql Program
identified through analysis Description, under Goals, QMAC
of enrolled membership: description and in Policy and Procedure
Quality Improvement - QI-03 Development and Distribution of
Development and Preventive Health and Clinical Practice
Distribution of Preventive Guidelines for Care.
Health and Clinical Practice
Guidelines for Care Policy Evidenced in the 2014 QI Work Plan under
(p. 2). Member Demographics; use of the

Persona tool to identify member
characteristics; and in the guidelines on
the MCO website, which are posted by
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Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

member type, e.g., Temporary Aid to
Needy Families (TANF), Seriously Mentally
Il (SM1), Aged, Blind, Disabled (ABD).

developed or adopted in consultation with contracting Full - Inclusion of board- Full Addressed in Policy and Procedure QI-03
health professionals, and certified practitioners from Development and Distribution of
appropriate specialties is Preventive Health and Clinical Practice
addressed by: Quality Guidelines for Care.
Improvement -
Development and Evidenced in the 2014 CAC meeting
Distribution of Preventive minutes.

Health and Clinical Practice
Guidelines for Care Policy

(p. 2).

reviewed and updated periodically. Full - Guidelines are Full Addressed in Policy and Procedure QI-03
reviewed and updated at Development and Distribution of
least every two years: Preventive Health and Clinical Practice
Quality Improvement - Guidelines for Care.
Development and
Distribution of Preventive The CareSource corporate office sets,
Health and Clinical Practice reviews and updates clinical practice
Guidelines for Care Policy guidelines. New or revised guidelines are
(p. 2). communicated to the Kentucky market

and changes are made accordingly.

Evidenced in the 2014 CAC meeting
minutes as well as by the fact that the
MCO website guidelines are accessed via
links to the source websites ensuring the
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KY EQRO ANNUAL REVIEW

March 2015

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Review

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

most recent guidelines are available.

Decisions with respect to UM, member education,
covered services, and other areas to which the practice

guidelines apply shall be consistent with the guidelines.

Full - Consistency with
guidelines is addressed by:
Quality Improvement -
Development and
Distribution of Preventive
Health and Clinical Practice
Guidelines for Care Policy
(p. 4).

Monitoring consistent
application of guidelines is
addressed by: 2013
Performance Measures
Summary — medical record
review to be conducted 3™
and 4™ quarter 2014.

Substantial

Addressed in Policy and Procedure QI-03
Development and Distribution of
Preventive Health and Clinical Practice
Guidelines for Care.

The CareSource corporate office sets,
reviews and updates clinical practice
guidelines. New or revised guidelines are
communicated to the Kentucky market
and changes are made accordingly.

Evidence for evaluating consistency of UM
and coverage decisions is seen in inter-
rater reliability testing. Results were as
follows: turnaround time was 100%
compliant and quality monitoring scores
ranged from 93% to 97%, meeting and
exceeding goal.

Humana QI staff described the process for
development of member education
materials consistent with guidelines. Ql
and Health Services (HS) are responsible
for development of member education
materials for the local Kentucky market.
The process was described as follows:

Ql and HS teams review materials to
ensure they are consistent with guidelines
and up-to-date. The team is comprised of
the Medical Director, Quality Manager,

Humana-CareSource agrees with this recommendation and
will develop a Policy and Procedure to address the process for
development of member education material consistent with
guidelines and include a step for review of materials by the
QMAC to ensure member input on understanding and visual
appeal of the materials.
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Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

Director of Health Services and Provider
Relations.

Where applicable, subject matter experts
such as dental, vision, behavioral health
will review the materials.

Materials are then reviewed by the
Communications Department for
formatting and reading level.

The completed version is reviewed and
approved by Humana committee and then
sent to DMS for final approval.

Evidence of assessment of provider
practice consistent with guidelines is
seen in the Altegra/Outcome
Assessment of Visits for Diabetes and
Adolescent Well Care Visits as well as via
results for HEDIS measures and HK
Performance Measures.

Recommendation for Humana
Humana should document the process for
development of member education
material consistent with guidelines in a
Policy and Procedure. The MCO should
ensure that the Policy and Procedure
includes a step for review of materials by
the QMAC to ensure member input on
understanding and visual appeal of the
materials.
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19.5 Innovative Programs

Contractor shall implement its innovative program as
presented in the response to the RFP and report
quarterly on its program to improve and reform the
management of the pharmacy program as contained in
the Contractor’s response to the RFP.

Full - Innovative program
implementation (and
reporting) addressed by:
Innovative Program
Description and Status
Update — Babies First
Program

Humana CareSource
provided documents and
reports related to the
Medication Therapy
Management (MTM)
program. The MTM
program is a collaborative

Full

Final Review Determination
No change in review determination.

Humana should proceed with the plan to
develop a Policy and Procedure, including
review of materials by the QMAC. Once
approved, it should be submitted to DMS
and implemented.

Upon the next review, IPRO will evaluate
the Policy and QMAC meeting minutes to
ensure same.

Humana innovative programs include the
Babies First Program, Medication Therapy
Management (MTM), Dental Program for
SMI, and Clinical Practice Registry (CPR).

Babies First Program

The Babies First Program was developed
to encourage mothers to seek prenatal,
postpartum and well-baby care and
promote the health of pregnant and post-
partum members and their babies by using
incentives. This program began in July
2013 for Kentucky members. In 2014, a
total of 3,762 incentives were distributed.
During 2014 a conversion from the
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Prior Results & Follow-Up

project that includes
Humana CareSource; its
subcontractor, Outcomes
MTM; and community
pharmacists. The program
includes an annual
Complete Medication
Review that allows
members to meet one-on-
one with a pharmacist to
review their complete
medication profile to detect
and prevent conflicts or
duplications.

iConnect is another
innovative program
implemented by Humana
CareSource that allows
members to communicate
ideas and provide feedback
to the MCO on its programs
and services. Members
choose their method of
communication — text,
email, or social media.
Approximately 130
members have joined
iConnect.

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

coupon-based program to a more efficient
claims-based MyCareSource Rewards
debit card system in hopes of increasing
participation. This will also allow the MCO
to limit and restrict purchases which are
prohibited, such as alcohol and tobacco.

Medication Therapy Management

The Medication Therapy Management
(MTM) Program was implemented in 2013
with a goal of improving health outcomes
by reducing medication interactions,
inappropriate medications, duplicate
medications and overutilization.
Pharmacists work with prescribers and
members to enhance quality of care,
improve medication compliance, address
medication needs, and improve cost-
effectiveness.

Dental Program for Seriously Mentally Il
The Dental Program for Individuals with
serious mental illnesses (SMI), children
and youth with serious emotional
disorders (SED) and those affected by
alcohol and other drug addictions provides
medical, behavioral, and dental care
coordination. The program’s goals are to
increase awareness of dental problems
and develop referral mechanisms that
increase access to ongoing dental care for
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State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

these members.

Clinical Practice Registry

The Clinical Practice Registry (CPR) is an
on-line tool accessible via the Provider
Portal. The primary purpose of the CPR is
to help providers manage their patient
populations by providing direct access to
the Member Profile containing claims
history such as diagnoses, pharmacy
utilization data, ambulatory utilization,
emergency department and inpatient
utilization, and history of preventive
health services. Panel members can be
sorted into actionable groups and color-
coding provides easy identification of
members in need of a test or screening.

20.1 Kentucky Outcomes Measures and HEDIS Measures _

The Contractor shall implement steps targeted at Full - KY-specific Substantial Addressed in the 2014 QI Program Humana-CareSource agrees with this recommendation and
improvement for selected performance measures, performance measures Description on pages 8 and 24-30 (HK will ensure that analysis of results and interventions for the HK
identified in Appendix N, in either the actual outcomes or | addressed by: Performance Measures) and pages 7-8, 13, | Performance Measures are included in the 2015 QI Work Plan
processes used to affect those outcomes. Once e 2013 Quality 34-35 and 37 (HEDIS). and the quarterly updates.

performance goals are met, select measures may be Improvement Program,

retired and new measures, based on CMS guidelines Humana CareSource (p. Evidenced in the 2014 Ql Work Plan;

and/or developed collaboratively with the Contractor, 21-28) however, these performance measures

may be implemented, if either federal or state priorities e 2013 Performance were reported for the first time in July

change; findings and/or recommendations from the Measures Summary — 2014 and there was no Q4 2014 update on

EQRO; or identification of quality concerns; or findings Healthy Kentuckians analysis or improvement activities.

related to calculation and implementation of the Outcomes Measure
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measures require amended or different performance Report currently being Also, the Measure-specific Work Plan does
measures, the parties agree to amend the previously compiled for 2013 not address the HK Performance Measures
identified measures. specifically. However, the State

performance measures are included in the
2014 QI Evaluation.

It is important to note that the MCO
served only Region 3 during measurement
year 2013 and has since expanded
statewide. Therefore, the 2015 data will
serve as the (new) baseline rates.

Recommendation for Humana
Humana should ensure that analysis of
results and interventions for the HK
Performance Measures are included in the
2015 QI Work Plan and the quarterly
updates.

Final Review Determination
No change in review determination.

Humana should proceed with the plan to
include analysis of results and
interventions for the HK Performance
Measures in the QI Work Plan and the
quarterly updates.

Upon the next review, IPRO will evaluate
the QI Work Plan to ensure same.
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Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

Additionally, the Department, Contractor, and EQRO will
review and evaluate the feasibility and strategy for
rotation of measures requiring hybrid or medical record
data collection to reduce the burden of measure
production. The group may consider the annual HEDIS
measure rotation schedule as part of this process.

Full - KY-specific
performance measures
addressed by:

e 2013 Quality
Improvement Program,
Humana CareSource (p.
21-28)

e 2013 Performance
Measures Summary —
Healthy Kentuckians
Outcomes Measure
Report currently being
compiled for 2013

Not Applicable

DMS has not elected to rotate any
performance measures at this time.

The measure set is evaluated annually by
DMS and the EQRO, IPRO.

The Contractor in collaboration with the Department and
the EQRO shall develop and initiate a performance
measure specific to ISHCN.

Full - Primary care source,
annual physical exam, and
biannual dental exam for
children with SHCN was
addressed by: 2013 Quality
Improvement Program,
Humana CareSource (p. 27-
28).

Not Applicable

DMS, IPRO and the previously
participating MCO(s) developed a set of
performance measures for ISCHN prior to
Humana joining the Kentucky Medicaid
program.

Humana reported the CSHCN performance
measures as evidenced in Attachment B —
Performance Measure Reporting
Template.

The Department shall assess the Contractor’s
achievement of performance improvement related to the
health outcome measures. The Contractor shall be
expected to achieve demonstrable and sustained
improvement for each measure.

NA - HEDIS 2014 will be
available June 2014 and will
provide baseline data.

Not Applicable

Humana-CareSource reported HEDIS and
the HK Performance Measures for the first
time in 2014; therefore, improvement
cannot be assessed.

Specific quantitative performance targets and goals are

Substantial - The 2013 HCS

Full

DMS has not opted to set specific
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Prior Results & Follow-Up
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documented in the Comments section)

to be set by the workgroup. The Contractor shall report
activities on the performance measures in the QAPI work
plan quarterly and shall submit an annual report after
collection of performance data. The Contractor shall
stratify the data to each measure by the Medicaid
eligibility category, race, ethnicity, gender and age to the
extent such information has been provided by the
Department to the Contractor. This information will be
used to determine disparities in health care.

QAPI Work Plan contained
quarterly updates.

Planned stratification was
not evident in these
documents.

Recommendation for
Humana CareSource
The QAPI Work Plan should
include plans for
stratification of
performance data and
analysis of this data.

MCO Response: Humana-
CareSource believes we
have been fully compliant
with this contract
requirement as evidenced
by quarterly updates to the
work plan and the planned
submission of Attachment A
(state specific measures)
due to IPRO on 9/5/14.

Final Review Determination:

No change in compliance
level.

Humana Care-Source was

performance targets at this time.

The measure set is evaluated annually by
DMS and the EQRO, IPRO.

Humana sets targets based on the Quality
Compass benchmarks for HEDIS and on
statistically significant improvement.

Addressed in the 2014 QI Work Plan on
page 7 (HEDIS) and on page 8 (HK
Performance Measures).

The 2014 Ql Work Plan includes a task for
reporting stratified HEDIS and HK
Performance Measure data.

Evidenced in the 2014 Ql Work Plan
quarterly updates and in Report #96
submitted annually to DMS.

#1_Tool_QI_MI_2015 Humana
2/2/2015

Page 54 of 81



KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
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(Federal Regulation 438.236, 438.240) s e

documented in the Comments section)

compliant with the
requirement to submit
quarterly reports of
performance measures to
DMS. However, Humana-
CareSource was not
compliant with the
requirement to stratify
performance measure data
by Medicaid eligibility
category, race, ethnicity,
gender and age. Although
the MCO did not have
performance measure data
in 2013, plans to stratify the
data, when available, should
have been reflected in the

Ql Work Plan.
20.2 HEDIS Performance Measures _
The Contractor shall be required to collect and report Full - Submission of Final Full Includes review of MCO Report #96
HEDIS data annually. After completion of the Contractor’s | Auditor’s Report is Audited HEDIS Reports
annual HEDIS data collection, reporting and performance | addressed by:
measure audit, the Contractor shall submit to the e 2013 Quality Addressed in the 2014 QI Program
Department the Final Auditor’s Report issued by the Improvement Program, Description on pages 7-8, 13, 34-35 and 37
NCQA certified audit organization and an electronic Humana CareSource (p. and in the 2014 QI Work Plan on pages 7-8
(preferred) or printed copy of the interactive data 35) and 56-84.
submission system tool (formerly the Data Submission e 2013 HCS Work Plan —
tool) by no later than August 31°. HEDIS entry: HEDIS will Evidenced in annual Report #96 HEDIS
be conducted in 2014. IDSS, Final Audit Report and stratified
Please reference HEDIS data, submitted to DMS.
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Health Plan’s and DMS’
Responses and Plan of Action

corporate HEDIS Work
Plan-KY Section (not
seen).

e 2013 Performance
Measures Summary — by
August 31 via Report 96

In addition, for each measure being reported, the Full - The 2013 HCS QI Full Addressed in the 2014 QI Program
Contractor shall provide trending of the results from all Program Evaluation was Description on pages 7-8, 13, 34-35 and 37
previous years in chart and table format. Where submitted with table and in the 2014 QI Work Plan on pages 7-8
applicable, benchmark data and performance goals templates due to reporting and 56-84.
established for the reporting year shall be indicated. The lags. Templates displayed
Contractor shall include the values for the denominator year-to-year trending. In Evidenced in annual Report #96 HEDIS
and numerator used to calculate the measures. areas where measurement IDSS, Final Audit Report and stratified
was possible (calls, HEDIS data, submitted to DMS and in the
grievances, appeals) 2014 Ql Annual Evaluation.
numerators and
denominators were often In the 2014 QI Evaluation, rates and
displayed. benchmarks are presented; however,
since this is the first reporting year, no
trending is possible.
It is important to note that the MCO
served only Region 3 during measurement
year 2013 and has since expanded
statewide. Therefore, the 2015 data will
serve as the (new) baseline.
For all reportable Effectiveness of Care and Substantial - The 2013 HCS Substantial Addressed in the 2014 QI Program DMS Response

Access/Availability of Care measures, the Contractor shall
stratify each measure by Medicaid eligibility category,

Ql Program Evaluation was
submitted with table

Description on pages 7-8, 13, 34-35 and 37
and in the 2014 QI Work Plan on pages 7-8

This element received a substantial in 2014 and again in 2015.
The plan did not follow the recommendations for 2014 and
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Prior Results & Follow-Up
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Health Plan’s and DMS’
Responses and Plan of Action

race, ethnicity, gender and age.

templates due to reporting
lags. Planned stratification
was not addressed in this
document.

Recommendation for
Humana CareSource
The QI Program Evaluation
should include stratification
of performance data and
analysis of this data.

MCO Response: Humana-
CareSource believes we
have been fully compliant
with this contract
requirement as evidenced
by quarterly updates to the
work plan and the planned
submission of Report 96 due
to KDMS on 8/31/14.

Final Review Determination:
No change in compliance
level.

Humana Care-Source was
compliant with the
requirement to submit
quarterly reports of
performance measures to

and 56-84.

Evidenced in annual Report #96 HEDIS
IDSS, Final Audit Report and stratified
HEDIS data, submitted to DMS.

The 2014 QI Evaluation reports the HEDIS
rates, benchmarks, goals, and
interventions but does not address the
stratification and analysis of the data.

Recommendation for Humana
Humana should include results of the data
stratification, analysis and planned actions
in the QI Evaluation, where applicable.

If there are no pertinent findings, Humana
should include a statement that data were
stratified but no opportunities were
identified when the data were analyzed.

Final Review Determination
No change in review determination.

Humana should proceed with the plan to
incorporate the results of data
stratification, analysis and planned actions
or make a notation that there were no
pertinent findings.

Upon the next review, IPRO will evaluate

this action concerns DMS.

Humana-CareSource agrees with this finding and will include
results of the data stratification, analysis and planned actions
in the Ql eval where applicable. If there are no pertinent
findings, Humana-CareSource will include a statement that
data were stratified but no opportunities were identified when
the data were analyzed.
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State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

DMS. However, Humana- the QI Evaluation to ensure same.
CareSource was not
compliant with the
requirement to stratify
HEDIS data by Medicaid
eligibility category, race,
ethnicity, gender and age.
Although the MCO did not
have performance measure
data in 2013, plans to
stratify the data, when
available, should have been
reflected in the QI Work

Plan.
Annually, the Contractor and the Department will selecta | NA - To date, DMS has not Not Applicable | DMS has not opted to choose a subset of
subset of targeted performance from the HEDIS reported chosen a subset of HEDIS measures for evaluation.
measures on which the Department will evaluate the measures for evaluation.
Contractor’s performance. The Department shall inform Annually DMS, in The measure set is evaluated annually by
the Contractor of its performance on each measure, collaboration with the DMS and the EQRO, IPRO.
whether the Contractor satisfied the goal established by EQRO, evaluates the
the Department, and whether the Contractor shall be measures required for
required to implement a performance improvement reporting.
initiative. The Contractor shall have sixty (60) days to
review and respond to the Department’s performance
report.
The Department reserves the right to evaluate the NA - To date, DMS has not Not Applicable DMS has not opted to choose a subset of
Contractor’s performance on targeted measures based chosen a subset of measures for evaluation using MCO
on the Contractor’s submitted encounter data. The measures for evaluation submitted encounter data.
Contractor shall have 60 days to review and respond to using MCO submitted
findings reported as a result of these activities. encounter data. The measure set is evaluated annually by
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DMS and the EQRO, IPRO.

20.3 Accreditation of Contractor by National Accrediting -
Body

A Contractor which holds current NCQA accreditation NA - Humana is not Not Applicable | As noted previously, Humana-CareSource
status shall submit a copy of its current certificate of currently NCQA accredited is preparing for its first accreditation
accreditation with a copy of the complete accreditation in Kentucky. NCQA survey, scheduled for July 2016.
survey report, including scoring of each category, accreditation of the

standard, and element levels, and recommendations, as Humana Medicaid program

presented via the NCQA Interactive Survey System (ISS): in Florida and the Humana

Status. Summarized & Detailed Results, Performance, CareSource plan is noted.

Performance Measures, Must Pass Results Work toward becoming

Recommendations and History to the Department in accredited in Kentucky is

accordance with timelines established by the addressed by the 2013

Department. Quality Improvement

Program, Humana
CareSource (p. 6).

If a Contractor has not earned accreditation of its Full - Required accreditation Not Applicable Per Above.
Medicaid product through the National Committee for within 2 — 4 years is

Quality Assurance (NCQA) Health Plan, the MCO shall be addressed by 2014 Kentucky

required to obtain such accreditation within two (2) to Market Addendum,

four (4) years from the effective date of this contract. Corporate Quality

Improvement Program
Description, Medicaid
Managed Care Program (p.
18).

20.4 Performance Improvement Projects (PIPs)

The Contractor must ensure that the chosen topic areas Full - PIP topic Full Includes review of MCO Reports:
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Responses and Plan of Action

for PIPs are not limited to only recurring, easily measured
subsets of the health care needs of its Members. The
selected PIPs topics must consider: the prevalence of a
condition in the enrolled population; the need(s) for a
specific service(s); member demographic characteristics
and health risks; and the interest of Members in the
aspect of care/services to be addressed.

considerations are

addressed by:

e 2013 HCS Ql Program
Evaluation (p. 24)

e 2013 HCS QAPI Work Plan

#19 PIPs
#90 PIP Proposal
#92 PIP Measurement

Addressed in the 2014 QI Program
Description and the 2014 Ql Work Plan.

Evidenced in Report #19 PIPs (progress
and status of performance improvement
projects), Report #90 PIP Proposals, and
Report #92 PIP Measurement.

In CY 2014, the MCO submitted PIP
proposals for Postpartum Care and Use of
Antipsychotics for Children and
Adolescents and baseline measurements
for the ED Utilization PIP and the Major
Depressive Disorder — Use of
Antidepressants PIP.

The Contractor shall continuously monitor its own
performance on a variety of dimensions of care and
services for Members, identify areas for potential
improvement, carry out individual PIPs, undertake
system interventions to improve care and services, and
monitor the effectiveness of those interventions. The
Contractor shall develop and implement PIPs to address
aspects of clinical care and non-clinical services and are
expected to have a positive effect on health outcomes
and Member satisfaction. While undertaking a PIP, no
specific payments shall be made directly or indirectly to a
provider or provider group as an inducement to reduce

Full - PIPs may be developed
around clinical and service
issues requiring a
coordinated and concerted
effort for resolution. PIPs
are included in the work
plan and program
evaluation:

e 2013 Quality
Improvement Program,
Humana CareSource (p.
20, 35)

Full Addressed in the 2014 QI Program
Description and the 2014 Ql Work Plan.

Evidenced in Report #19 PIPs (progress
and status of performance improvement
projects), Report #90 PIP Proposals and
#92 PIP Measurement and in the 2014 QI
Work Plan.

In CY 2014, the MCO submitted PIP
proposals for Postpartum Care and Use of
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Review deviates from the requirements, an

Determination explanation of the deviation must be

documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

or limit medically necessary services furnished to a
Member. Clinical PIPs should address preventive and
chronic healthcare needs of Members, including the
Member population as a whole and subpopulations,
including, but not limited to, Medicaid eligibility category,
type of disability or special health care need, race,
ethnicity, gender and age. PIPs shall also address the
specific clinical needs of Members with conditions and
illnesses that have a higher prevalence in the enrolled
population. Non-clinical PIPs should address improving
the quality, availability and accessibility of services
provided by the Contractor to Members and Providers.
Such aspects of service should include, but not be limited
to, availability, accessibility, cultural competency of
services, and complaints, grievances, and appeals.

e 2013 HCS QAPI Work Plan
(clinical PIPS noted)

e 2013 HCS Ql Program
Evaluation (clinical PIPS
and ongoing CAPHS QIP
noted)

General prohibitions on

incentives to limit care are

found in:

e Humana CareSource
Provider Manual (p. 81)

e Beacon Humana
CareSource Provider
Manual (p. 19)

Antipsychotics for Children and

for the ED Utilization PIP and the Major
Depressive Disorder — Use of
Antidepressants PIP.

The project topics for both physical and
behavioral health PIPs were directed
and/or approved by DMS. The 2015 PIP
topic, Use of Antipsychotics for Children
and Adolescents is a Statewide
collaborative directed by DMS.

to providers as an inducement related to
the PIPs.

Adolescents and baseline measurements

Evidence of planning and implementation
of system interventions is found in the PIP
reports. There is no evidence of payments

The Contractor shall develop collaborative relationships
with local health departments, behavioral health
agencies and other community based health/social
agencies to achieve improvements in priority areas.
Linkage between the Contractor and public health
agencies is an essential element for the achievement of
public health objectives.

Full - Collaborative
relationships with BH and
community-based
organizations is noted in:
e 2013 HCS Ql Program
Evaluation (America n
Diabetes Association
(ADA), American Lung
Association (ALA),
National Alliance for the
Mentally IIl ( NAMI),
Community Mental

Full Evidenced in Report #19 PIPs (progress
and status of performance improvement
projects), Report #90 PIP Proposals and

Work Plan.

is collaborating with DMS, the other
Kentucky Medicaid MCOs and University
of Louisville’s pediatric research branch.

#92 PIP Measurement and in the 2014 QI

For example, in the Use of Antipsychotics
for Children and Adolescents PIP, the MCO
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State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

Health Centers (CMHC))

e Humana - CareSource
Quality Member Access
Committee Charter 2013
and minutes

e Beacon Health Strategies
2013 Quality
Management and
Improvement Program
Description (p. 3, 21—
state agencies)

Other collaborative relationships with
government agencies and community
agencies are seen in the QMAC meeting
minutes and the 2014 QI Evaluation.

The Contractor shall be committed to on-going
collaboration in the area of service and clinical care
improvements by the development of best practices and
use of encounter data—driven performance measures.

NA - As 2013 is the MCO’s
first year of operations,
development of best
practices and use of
encounter-data driven
performance measures is
not applicable. Performance
measure reporting is
scheduled for June 2014.

Recommendation for
Humana CareSource

Language regarding the
development of best
practices should be included
in the 2014 Program
Description.

MCO Response: Humana-

Substantial

The 2014 Ql Program Description
addresses a commitment to collaboration
and use of data-drive performance
measures; however, it does not specifically
reference a commitment to the
development of best practices, except in
relation to care management programs.

As noted above, the MCO has developed
on-going collaborative relationships in its
service and clinical care improvement
efforts.

Humana has just reported its baseline
measurements for two PIPs and proposals
for two PIPs; therefore, the MCO has not
had an opportunity to develop best
practices.

Sufficient data is not yet available to use

Humana-CareSource agrees with this recommendation and
will include the commitment to development of best practices
in its Ql Program Description.
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Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be

State Contract Requirements Health Plan’s and DMS

Prior Results & Follow-Up

(Federal Regulation 438.236, 438.240)

documented in the Comments section)

Responses and Plan of Action

CareSource agree the
Quality Improvement
Program Purpose content,
and Alignment with the
CMS Quiality Strategy
language which addresses
best practices and
performance measures will
be included in the KY QIPD
MCD addendum with next
version update.

for encounter data—driven performance
measures.

It is important to note that the MCO
served only Region 3 during measurement
year 2013 and has since expanded
statewide. Therefore, the 2015 data will
serve as the (new) baseline.

Recommendation for Humana
Humana should include the commitment
to development of best practices in its Ql
Program Description.

Final Review Determination
No change in review determination.

Humana should proceed with the plan to
incorporate the suggested wording in the
Ql Program Description.

Upon the next review, IPRO will evaluate
the QI Program Description to ensure
same.

The Contractor shall monitor and evaluate the quality of
care and services by initiating a minimum of two (2) PIPs
each year, including one relating to physical health and
one relating to behavioral health. However, the
Contractor may propose an alternative topic(s) for its

Full - Humana CareSource
will conduct annually, one
medical and one behavioral
health PIP: 2014 Kentucky
Market Addendum,

Full

Addressed in the 2014 QI Program
Description and the 2014 Ql Work Plan.

Evidenced in Report #19 PIPs (progress
and status of performance improvement

#1_Tool_QI_MI_2015 Humana
2/2/2015

Page 63 of 81



KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

State Contract Requirements
(Federal Regulation 438.236, 438.240)

Prior Results & Follow-Up

Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Review

Health Plan’s and DMS’
Responses and Plan of Action

annual PIPs to meet the unique needs of its Members if
the proposal and justification for the alternative(s) are
submitted to and approved by the Department.
Additionally, the Department may require Contractor to
(i) implement an additional PIP specific to the Contractor;
if findings from an EQR review or audit indicate the need
for a PIP, or if directed by CMS; and (2) assist the
Department in one annual statewide PIP, if requested. In
assisting the Department with implementation of an
annual statewide PIP, the Contractor’s participation shall
be limited to providing the Department with readily
available data from the Contractor’s region. The
Contractor shall submit reports on PIPs as specified by
the Department.

Corporate Quality
Improvement Program
Description, and Medicaid
Managed Care Program (p.
20).

Compliance with clinical
studies and collection of
indicator data as required
by State, Federal or other
regulatory agencies
addressed by: 2013 Quality
Improvement Program,
Humana CareSource (p. 34).

PIP report submission to the
EQR and Department
addressed by: 2013 HCS
QAPI Work Plan and 2013
HCS Ql Program Evaluation
(p. 24-25).

projects), Report #90 PIP Proposals and
#92 PIP Measurement and in the 2014 QI
Work Plan.

In CY 2014, the MCO submitted PIP
proposals for Postpartum Care and Use of
Antipsychotics for Children and
Adolescents and baseline measurements
for the ED Utilization PIP and the Major
Depressive Disorder — Use of
Antidepressants PIP.

The project topics for both physical and
behavioral health PIPs were directed
and/or approved by DMS. The 2015 PIP
topic, Use of Antipsychotics for Children
and Adolescents is a Statewide
collaborative directed by DMS.

The Department has identified four clinical areas and
non-clinical topics for PIPs as a baseline assessment of
Medicaid members in Appendix M. — Per Region 3
contract

OR
The Department recognizes that the following conditions

are prevalent in the Medicaid population in the
Commonwealth and recommends that the Contractor

Full - Two PIP proposals
were submitted :

To reduce the incidence of
major depression that is
untreated with
antidepressant medication
therapy, and

Emergency Department Use
Management

Full

Addressed in the 2014 QI Program
Description and the 2014 Ql Work Plan.

Evidenced in Report #19 PIPs (progress
and status of performance improvement
projects), Report #90 PIP Proposals and
#92 PIP Measurement and in the 2014 QI
Work Plan.

The project topics for both physical and
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Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements Prior Results & Follow-Up
(Federal Regulation 438.236, 438.240)

considers the following topics for PIPs: diabetes, behavioral health PIPs were directed
coronary artery disease screenings, colon cancer and/or approved by DMS. The 2015 PIP
screenings, cervical cancer screenings, behavioral health, topic, Use of Antipsychotics for Children
reduction in ED usage and management of ED services. — and Adolescents is a Statewide

Per Other Regions contract collaborative directed by DMS

The Contractor shall report on each PIP utilizing the Full — As above. Full In 2014, Humana submitted PIP proposals
template provided by the Department and must address and baseline PIP reports using the

all of the following in order for the Department to required template and the updated
evaluate the reliability and validity of the data and the template, as applicable.

conclusions drawn:

A.  Topic and its importance to enrolled members; Full - Addressed in each PIP Full Evidenced in Humana’s PIP proposals and
proposal. baseline PIP reports.

As noted above, topic selection was
approved for all PIPs. The PIP reports
included a rationale for the selected topics
supported by literature citations and data
(national, Kentucky, MCO) as applicable.

B.  Methodology for topic selection; Full - Addressed in each PIP Full Evidenced in Humana’s PIP proposals and
proposal. baseline PIP reports.

As described above, topic selection was
approved for all PIPs. The PIP reports
included a rationale for the selected topics
supported by literature citations and data
(national, Kentucky, MCO) as applicable.
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Prior Results & Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

C. Goals;

Full - Addressed in each PIP
proposal. In addition to
outcome goals, several
process measurements and
goals are included in each
proposal.

Full Evidenced in Humana's PIP proposals and
baseline PIP reports.

Humana establishes goals for each PIP
indicator, such as national benchmarks or
standards for meaningful improvement
and supports the goal selection with a
logical rationale.

D. Data sources/collection;

Full - Addressed in each PIP
proposal. Barrier
assessment / process
measurement include
several data sources.

Full Evidenced in Humana’s PIP proposals and
baseline PIP reports.

Humana fully and clearly describes the
data sources for all PIP indicators, for both
standard measures (HEDIS) and MCO-
developed measures.

E. Intervention(s) — not required for projects to
establish baseline; and

NA - Addressed in each PIP
proposal. Interventions are
to be developed beginning
1/1/14. Planned
interventions extend
through 12/31/15.
Collaboration with Beacon is
noted.

Full Evidenced in Humana’s PIP proposals and
baseline PIP reports.
Evidenced in Humana's PIP proposals and
baseline PIP reports.

Although Humana has only submitted PIP
proposals and baseline reports to date,
the MCO has included barrier analyses and
planned interventions for all PIPs.

F.  Results and interpretations — clearly state whether
performance goals were met, and if not met,
analysis of the intervention and a plan for future
action.

NA - Baseline measurement
12/31/13, 1% re-
measurement 12/31/14 and
2" re-measurement

Full Evidenced in Humana's PIP proposals and
baseline PIP reports.

Humana has reported its first baseline
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Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

12/31/15.

measurements in 2014; therefore, results
and interpretation related to

improvement and goals is not yet possible.

The final report shall also answer the following questions
and provide information on:

A. Was Member confidentiality protected;

NA - Confidentiality is
addressed in each PIP
proposal. Final reports are
not due.

Not Applicable

No final remeasurement reports are due;
however, member confidentiality is
addressed in each PIP proposal.

B. Did Members participate in the performance
improvement project;

NA - Members are engaged
in each PIP proposal. Final
reports are not due.

Not Applicable

No final remeasurement reports are due;
however, member engagement and
participation is addressed in each PIP
proposal.

C. Did the performance improvement project include
cost/benefit analysis or other consideration of
financial impact;

NA - Final reports are not
due. However, it is noted
that ED use management
proposal noted savings
attributable to Triage Nurse
Line during preliminary
measurement Jan-June
2013.

Not Applicable

No final remeasurement reports are due;
therefore, financial impact cannot be
assessed or reported.

D. Were the results and conclusions made available to
members, providers and any other interested bodies;

NA - Final reports are not
due.

Not Applicable

No final remeasurement reports are due;
therefore, dissemination of results and
conclusions to members, providers and
others cannot be assessed.

E. Isthere an executive summary;

NA - Final reports are not
due.

Not Applicable

No final remeasurement reports are due;
therefore, it is not possible for Humana to
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Health Plan’s and DMS’
Responses and Plan of Action

Review
Determination

provide an executive summary.

F. Doillustrations — graphs, figures, tables — convey
information clearly?

NA - Final reports are not
due.

No final remeasurement reports are due;
however, Humana reported baseline data
for two PIPs clearly in tables and narrative
and included the improvement goals.

Not Applicable

Performance reporting shall utilize standardized
indicators appropriate to the performance improvement
area. Minimum performance levels shall be specified for
each performance improvement area, using standards
derived from regional or national norms or from norms
established by an appropriate practice organization. The
norms and/or goals shall be pre-determined at the
commencement of each performance improvement goal
and the Contractor shall be monitored for achievement
of demonstrable and/or sustained improvement

Full - Addressed by each PIP
proposal: Baseline
measurement serves as
minimum performance level
for each PIP proposal. Pre-
determined goals are
described as percentage
improvement over baseline.

Full Evidenced in Humana's proposals and
baseline PIP reports.

No remeasurement data is due at this
time; however, the MCO has established
appropriate indicators and goals as
described below.

Humana has used both standardized
HEDIS indicators and related MCO-specific
indicators for its PIPs. Additionally, the
MCO has adapted HEDIS indicators when
necessary to fit MCO circumstances (e.g.,
enrollment timeframes).

Humana has used both national norms
(Quality Compass percentile benchmarks)
as well as MCO-established goals with
appropriate rationale. Goals are set at the
time of the PIP proposal submission and
where appropriate, modified based on
baseline where necessary.

The Contractor shall validate if improvements were

Full - Addressed by 2013

Not Applicable | No final remeasurement reports are due;
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documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

sustained through periodic audits of the relevant data
and maintenance of the interventions that resulted in
improvement. The timeframes for reporting:

HCS Ql Program Evaluation
(p. 24-25).

therefore, sustained improvement cannot
be evaluated.

calendar year after the project proposal and no later
than September 1 of the contract year.

HCS QAPI Work plan.

A. Project Proposal — due September 1 of each contract Full - Proposal submitted to Full Humana has submitted its PIP proposals
year. If PIP identified as a result of KDMS 3/27/13 and to IPRO timely in 2013 and 2014.
Department/EQRO review, the project proposal shall and KDMS 12/8/13: 2013
be due sixty (60) days after notification of HCS QAPI Work plan.
requirement.

B. Baseline Measurement — due at a maximum, one Full - Addressed by 2013 Full Humana has submitted baseline reports

for two PIPs timely in 2014.

C. 1% Remeasurement — no more than two calendar
years after baseline measurement and no later than
September 1 of the contract year.

Full - Addressed by 2013
HCS QAPI Work plan.

Not Applicable

No remeasurement data is due at this
time.

D. 2" Remeasurement—no more than one calendar
year after the first remeasurement and no later than
September 1 of the contract year.

Full - Addressed by 2013
HCS QAPI Work plan.

Not Applicable

No final remeasurement data is due at this
time.

20.5 Quality and Member Access Committee

The Contractor shall establish and maintain an ongoing
Quality and Member Access Committee (QMAC)
composed of Members, individuals from consumer
advocacy groups or the community who represent the
interests of the Member population.

Full - Addressed by: Humana
— CareSource Quality
Member Access Committee
Charter 2013 and HCS
QMAC /Consumer Council
minutes.

Full

Includes review of MCO Report #21 MCO
Committee Activity

Addressed in the 2014 QI Program
Description, on page 15 and QMAC
Charter. Members include MCO staff:
Medical Director, Senior Managers and
representatives from the BH, Ql, Provider
Relations, Health Services, and Community
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State Contract Requirements Prior Results & Follow-Up
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Education departments, as well as
Medicaid members and Community
Advocates and Partners. Human notes in
the committee charter that membership is
fluid as QMAC is under development.

Evidenced in the QMAC meeting minutes,
in which attendees are listed.

Regarding Report #21, the following were
found in the quarterly reports submitted
by Humana to DMS:

Q1 2014 — Report #21 not found.

Q2 2014 — Report #21 indicates that there
was no QMAC meeting held in Q2 2014.
Q3 2014 — Report #21 includes minutes for
2 QMAC meetings held in September
2014.

Q4 2014 — Report #21 indicates that there
was no QMAC meeting held in Q4 2014.

Humana submitted QMAC meeting
minutes for 3 meetings in 2014 with the
pre-onsite documentation. These were
reviewed. The meeting held in March 2014
was not included in the quarterly reports,
as Report #21 for Q1 2014 was not found.

Note that according to the QMAC Charter,
meetings are to be held annually, at a
minimum. Humana exceeded that
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Health Plan’s and DMS’
Responses and Plan of Action

requirement, with 3 meetings held in
2014.
Recommendation for Humana
Humana should ensure that Report #21 is
submitted to DMS each quarter and that,
when applicable, documentation of QMAC
meetings is included.
Members of the Committee shall be consistent with the Full - Addressed by: Humana | Full Per above
composition of the Member population, including such — CareSource Quality
factors as aid category, gender, geographic distribution, Member Access Committee
parents, as well as adult members and representation of Charter 2013 and HCS
racial and ethnic minority groups. Member participation QMAC /Consumer Council
may be excused by the Department upon a showing by minutes.
Contractor of good faith efforts to obtain Member
participation. Responsibilities of the Committee shall
include:
A. Providing review and comment on quality and access Full - Addressed by: Humana | Full Addressed in the 2014 QI Program
standards; — CareSource Quality Description and QMAC Charter.
Member Access Committee
Charter 2013 and HCS Evidenced in the 2014 Ql Work Plan, page
QMAC /Consumer Council 47, and in the QMAC meeting minutes,
minutes. which contain discussion of and input from
members about PIPs, access to providers,
the Member Handbook, and community
outreach/events.
B. Providing review and comment on the Grievance and Full - Addressed by: Humana | Minimal Addressed in the 2014 QI Program Humana-CareSource agrees with this recommendation. The
Appeals process as well as policy modifications needed — CareSource Quality Description and QMAC Charter. grievance and appeal process and policy modifications needed
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State Contract Requirements Prior Results & Follow-Up
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based on review of aggregate Grievance and Appeals Member Access Committee based on reviewing aggregate grievance and appeal data were
data; Charter 2013 and HCS Specific discussion of and input from reviewed at the March 24 and 26, 2015 QMAC meetings.
QMAC /Consumer Council members about the Grievance and However, this review was not conducted in 2014. Going
minutes. Appeals process was not found in the forward this review will be conducted along with other QMAC
QMAC meeting minutes. stated functions, annually.

Recommendation for Humana
Humana should ensure that the QMAC
fulfills all its stated functions, including
review and comment on the Grievance
and Appeals process as well as policy
modifications needed based on review of
aggregate Grievance and Appeals data.

Final Review Determination
No change in review determination.

Humana should proceed with the plan to
ensure that the QMAC fulfills its stated
functions and this is documented in the
committee meeting minutes.

Upon the next review, IPRO will evaluate
the March QMAC meeting minutes to
ensure same for CY 2015.

C. Providing review and comment on Member Full - Addressed by: Humana | Full Addressed in the 2014 QI Program
Handbooks; — CareSource Quality Description and QMAC Charter.

Member Access Committee

Charter 2013 and HCS Evidenced in the 2014 Ql Work Plan, page
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State Contract Requirements Prior Results & Follow-Up
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QMAC /Consumer Council 47, and in the QMAC meeting minutes,
minutes. which contain discussion of and input from
members about PIPs, access to providers,
the Member Handbook, and community

outreach/events.
D. Reviewing Member education materials prepared by Full - Addressed by: Humana | Minimal Addressed in the 2014 QI Program
the Contractor; — CareSource Quality Description and QMAC Charter.
Member Access Committee
Charter 2013 and HCS Review of member education materials
QMAC /Consumer Council prepared by the Contractor, other than
minutes. the Member Handbook, was not found in

the QMAC meeting minutes.

Recommendation for Humana
Humana should ensure that the QMAC
fulfills all its stated functions, including
Reviewing Member education materials
prepared by the MCO.

Final Review Determination
No change in review determination.

Humana should ensure that the QMAC
fulfills its stated functions and this is
documented in the committee meeting
minutes.

Upon the next review, IPRO will evaluate
the QMAC meeting minutes to ensure
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Review
Determination
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documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

same for CY 2015.
E. Recommending community outreach activities; and Full - Addressed by: Humana | Full Addressed in the 2014 QI Program
— CareSource Quality Description and QMAC Charter.
Member Access Committee
Charter 2013 and HCS Evidenced in the 2014 Ql Work Plan, page
QMAC /Consumer Council 47, and in the QMAC meeting minutes,
minutes. which contain discussion of and input from
members about PIPs, access to providers,
the Member Handbook, and community
outreach/events.
F. Providing reviews of and comments on Contractor and Full - Addressed by: Humana | Full Addressed in the 2014 QI Program
Department policies that affect Members. — CareSource Quality Description and QMAC Charter.
Member Access Committee
Charter 2013 and HCS Evidenced in QVIAC meeting minutes,
QMAC /Consumer Council including discussion of changes to
minutes. coverage for substance abuse treatment
and overall Medicaid benefit changes.
The list of the Members participating with the QVIAC Full - Addressed by: Humana | Full Humana submitted Report #21 MCO
shall be submitted to the Department annually. — CareSource Quality Committee Activityt to DMS for Q2, Q3
Member Access Committee and Q4 2014. The reports contained
Charter 2013 and HCS QMAC meeting minutes for 2 meetings
QMAC /Consumer Council held in September 2014 with members in
minutes. attendance identified.

20.8 Assessment of Member and Provider Satisfaction
and Access
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State Contract Requirements Prior Results & Follow-Up
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The Contractor shall conduct an annual survey of Full - Addressed by: Full Includes review of MCO Report #94
Members’ and Providers’ satisfaction with the quality of e 2013 Quality Member Surveys and Report #95 Provider
services provided and their degree of access to services. Improvement Program, Surveys
The member satisfaction survey requirement shall be Humana CareSource (p.
satisfied by the Contractor participating in the Agency for 35-36) Addressed in the 2014 QI Program
Health Research and Quality’s (AHRQ) current Consumer e 2014 Kentucky Market Description, pages 21, 36 and 38 and in
Assessment of Healthcare Providers and Systems survey Addendum, Corporate the 2014 Ql Work Plan, pages 9, 11, 12, 15
(“CAHPS”) for Medicaid Adults and Children, Quality Improvement and 22.
administered by an NCQA certified survey vendor. Program Description,
Medicaid Managed Care Evidenced in submission of Report #95
Program (p. 12,21 - Provider Surveys to DMS in Q3 2014.
oversight by ED QMC)
e 2013 HCS QI Program Findings are described above in review
Evaluation element # 19.2 Annual QAPI Review.
0 p. 17 —provider
0 p.21—member Evidenced in Report #94 Member Surveys
e 2013 HCS QAPI Work Plan to DMSin Q3 2014.
O Provider
Satisfaction Survey Findings are described above in review
is being conducted element # 19.2 Annual QAPI Review.
by the Myers
Groups, 1st gtr.
2014
0 Member
Satisfaction Survey
will be performed
by the Myers Group
in early 2014
The Contractor shall provide a copy of the current CAHPS NA - Surveys will be Full Evidenced in submission of Report #94
survey tool to the Department. conducted by the Meyers Member Surveys to DMS in Q3 2014.
Group in early 2014.
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explanation of the deviation must be
documented in the Comments section)

Review

Health Plan’s and DMS’
Responses and Plan of Action

Annually, the Contractor shall assess the need for
conducting special surveys to support
quality/performance improvement initiatives that target
subpopulations perspective and experience with access,
treatment and services.

Full - The MCO is conducting
a BH survey and a case
management (CM) survey,
both through Myers Group.
The case management
survey includes members
that were active in CM in
2013 and assesses member
satisfaction with the CM
process; goals met and
improvement in care.

Full

Humana conducted special surveys of BH
Member Satisfaction and Case
Management Member Satisfaction with
Program Surveys in 2014.

Reports for both surveys were submitted
to DMS in Q4 2014.

To meet the provider satisfaction survey requirement the
Contractor shall submit to the Department for review
and approval the Contractor’s provider satisfaction
survey tool.

NA - Surveys will be
conducted by the Meyers
Group in early 2014.

Full

The Department shall review and approve any Member
and Provider survey instruments and shall provide a
written response to the Contractor within fifteen (15)
days of receipt.

The Contractor shall provide the Department a copy of all
survey results. A description of the methodology to be
used in conducting the Provider or other special surveys,
the number and percentage of the Providers or Members
to be surveyed, response rates and a sample survey
instrument, shall be submitted to the Department along
with the findings and interventions conducted or
planned.

NA - Surveys will be
conducted by the Meyers
Group in early 2014.

Full

Evidenced in submission of Report #95
Provider Surveys to DMS in Q3 2014.

Evidenced in submission of Report #95
Provider Surveys to DMS in Q3 2014;
submission of Report #94 Member Surveys
to DMS in Q3 2014; and submission of
special surveys of BH Member Satisfaction
and Case Management Member
Satisfaction with Program Surveys to DMS
in Q4 2014.

All survey results must be reported to the Department,

NA - Surveys will be

Substantial

Reporting survey results to DMS for each

Humana-CareSource agrees with this recommendation and

#1_Tool_QI_MI_2015 Humana
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements

(Federal Regulation 438.236, 438.240)

KY EQRO ANNUAL REVIEW

March 2015
Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana CareSource

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Quality Assessment and Performance Improvement: Measurement and Improvement

Health Plan’s and DMS’
Responses and Plan of Action

and upon request, disclosed to Members.

conducted by the Meyers
Group in early 2014.

Recommendation for
Humana CareSource
Language regarding
disclosure to members
should be included in the
2014 Program Description.

MCO Response: Humana-
CareSource information on
survey disclosure to
members will be included in
the KY QIPD MCD
addendum with next

version update.

of the survey types is addressed in the Ql
Work Plan, as described previously.

Notation of disclosure to members upon
request was not found in the 2014 or 2015
Ql Program Descriptions or in the 2014 QI
Work Plan.

Evidenced in submission of Report #95
Provider Surveys to DMS Q3 2014;
submission of Report #94 Member Surveys
to DMS Q3 2014; and submission of
special surveys of BH Member Satisfaction
and Case Management Member
Satisfaction with Program Surveys to DMS
Q4 2014.

Recommendation for Humana
Humana should include the contract
requirement that survey results will be
disclosed to member upon request in one
or more of its QI program documents.

Final Review Determination
No change in review determination.

Humana should proceed with the plan to
include the required language in the QI
Program Description.

Upon the next review, IPRO will evaluate

has added the information that survey results will be disclosed
to member upon request in the 2015 QI Program Description.
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KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be

Health Plan’s and DMS’

State Contract Requirements .
a Responses and Plan of Action

Prior Results & Follow-Up

(Federal Regulation 438.236, 438.240)

documented in the Comments section)

the QI Program Description to ensure
same.

37.5 QAPI Reporting Requirements

The Contractor shall provide status reports of the QAPI
program and work plan to the Department on a quarterly
basis thirty (30) working days after the end of the quarter
and as required under this section and upon request. All
reports shall be submitted in electronic and paper
format.

Substantial - Language
regarding submission of
quarterly status reports to
the Department (and
submission format) is not
found.

Quarterly submission of
reports (e.g., reports, high-
level variance reports, and
status reports) internally is
noted throughout: 2013
Quality Improvement
Program, Humana
CareSource and 2014
Kentucky Market
Addendum, Corporate
Quality Improvement
Program Description,
Medicaid Managed Care
Program.

Recommendation for
Humana CareSource
The QI Program Description
and Work Plan should
include quarterly reporting

Full

Addressed in the 2014 QI Program
Description on pages 37 and 38; in the
draft 2015 QI Program Description on
pages 8 and 19; and in the 2014 Work Plan
on page 1 and throughout the document.

Evidenced in the 2014 Work Plan on page
1 for the primary Ql documents (Ql
Program Description and Ql Work Plan and
updates) and throughout the document
for other relevant Ql reports.

Evidenced in submission of quarterly
reports to DMS.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation 438.236, 438.240)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Quality Assessment and Performance Improvement: Measurement and Improvement

(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Prior Results & Follow-Up

to the Department.

MCO Response: Humana -
CareSource believes we
have been fully compliant
with this contract
requirement as evidenced
by quarterly submissions to
KDMS of Report #16, 17, &
18. Humana - CareSource
believes we have been fully
compliant with this contract
requirement as evidenced
by the submission of Report
84 on or before July 31,
2014.

Final Review Determination:
No change in compliance
level. Humana-CareSource
submitted the quarterly
reports of the QAPI Program
and Work Plan as described,
however, Humana-
CareSource should include
the submission of these
quarterly reports to DMS in
its Ql Program Description
and Ql Work Plan as stated
in the original findings and
recommendation.
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KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource

Improving Healthcare
for the Common Good

Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement

Scoring Grid:

Points Value 3 2 1 0
Number of Elements 81 6 2 0
Total Points 243 12 2 0

Overall Compliance Determination:

Points Range 3.0 2.0-2.99 1.0-1.99 0-0.99
Points Average 2.89

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review, may adversely
affect the scoring of a requirement and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance MCO has met or exceeded requirements

Substantial Compliance  MCO has met most requirements but may be deficient in a small number of areas

Minimal Compliance MCO has met some requirements but has significant deficiencies requiring corrective action
Non- Compliance MCO has not met the requirements

Not Applicable (NA) Statement does not require a review decision; for reviewer information purposes

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review
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KY EQRO ANNUAL REVIEW
for e Cammon Good March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana CareSource
Final Findings

Quality Assessment and Performance Improvement: Measurement and Improvement
Suggested Evidence

Documents

Ql Program Description

Ql Work Plan

Evidence of member involvement in development of QI program

Annual PIP proposals and summary reports

Quality Improvement Committee description, membership, meeting agendas and minutes
Committee description, membership, meeting agendas and minutes for QMAC
Clinical Practice Guidelines

Provider Manual

Provider Newsletters

Provider Committee minutes

Innovative Program description and status report

Reports

Annual QI Evaluation Report

HEDIS Final Audit Report and IDSS rates

Healthy Kentuckians Outcomes Measures Report

CAHPS Report

Provider Satisfaction Survey Report

NCQA Accreditation Certificate and ISS Survey Report or status of accreditation
Performance Measure Reporting

Evaluation, analysis and follow-up of performance measure results

Evaluation, analysis and follow-up of provider compliance with Clinical Practice Guidelines
Monitoring of consistent application of practice guidelines for utilization management, enrollee education, and coverage of service
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

24. General Requirements for Grievances and Appeals

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Review
Determination

Health Plan’s and DMS’ Responses and Plan

Prior Results & Follow-Up of Action

General Recommendation for Humana
CareSource:

Policies, procedures, reports and
documents should be consistent with
regard to branding/MCO name and
specific to Kentucky Medicaid. The full
MCO name, Humana CareSource, should
be used consistently.

MCO Response: Humana-CareSource is in
the process of reviewing policies,
procedures, reports, and documents to
ensure branding consistency with the
“Humana-CareSource” name and logo.
Additionally, we are reviewing all policies
and procedures to ensure they are
Kentucky Medicaid specific.

The Contractor shall have an organized grievance system that
shall include- a grievance process, an appeals process, and
access for Members to a State fair hearing pursuant to KRS
Chapter 13B.

Full-2014

The Contractor shall provide to all Providers in the
Contractor’s network a written description of its grievance
and appeal process and how providers can submit a grievance
or appeal for a Member or on their own behalf.

KAR 17:010 Section 4 (18)

Full-2014

24.1 Grievance and Appeal Policies and Procedures

#2_Tool_Grievances_2015 Humana_Final7.10.15
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

The MCO shall have a timely and organized Grievance and
Appeal Process with written policies and procedures for
resolving Grievances filed by Members. The Grievance and
Appeal Process shall address Members’ oral and written
grievances. The Grievance and Appeal Process shall be
approved in writing by the Department prior to
implementation and shall be conducted in accordance with 42
CFR 438 subpart F, 907 KAR 17:010 and other applicable CMS
and Department requirements. These policies and procedures
shall include, but not be limited to:

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Health Plan’s and DMS’ Responses and Plan
of Action

Review

Prior Results & Follow-Up Determination

Full-2014

A Member may file a grievance either orally or in writing with
the Contractor within thirty (30) calendar days of the date of
the event causing the dissatisfaction. The legal guardian of
the Member for a minor or an incapacitated adult, a
representative of the Member as designated in writing to the
Contractor, or a service provider acting on behalf of the
Member and with the Member’s written consent, have the
right to file a grievance on behalf of the Member.

KAR 17:010 Section 4 (2), (4) (a) and Section 15 (1)

Full-2014

A Member may file an appeal either orally or in writing of a
Contractor action within thirty (30) calendar days of receiving
the Contractor’s notice of action. The legal guardian of the
Member for a minor or an incapacitated adult, a
representative of the Member as designated in writing to the
Contractor, or a provider acting on behalf of the Member
with the Member’s written consent, have the right to file an
appeal of an action on behalf of the Member. The Contractor
shall consider the Member, representative, or estate

Full-2014

#2_Tool_Grievances_2015 Humana_Final7.10.15
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IPRO KY EQRO ANNUAL REVIEW
impreing Heolire March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

representative of a deceased Member as parties to the
appeal.

KAR 17:010 Section 4 (4) (a), (5), (6), and Section 15 (1)

New Requirement Full This requirement is addressed in the
Member Grievance — Customer
Advocacy Operations Policy.

A. A process for evaluating patterns of grievances for impact
on the formulation of policy and procedures, access and
utilization;

New Requirement Full This requirement is addressed in the

B. Procedures for maintenance of records of grievances .
Member Grievance — Customer

separate from medical case records and in a manner which
protects the confidentiality of Members who file a grievance
or appeal;

Advocacy Operations Policy.

C. Ensure individuals who make decisions on grievances and Full-2014

appeals were not involved in any prior level of review;

D. If the grievance involves a Medical Necessity Full-2014
determination, ensure that the grievance and appeal is heard
by health care professionals who have the appropriate clinical
expertise;

E. Process for informing Members, orally and/or in writing, Full-2014

about the MCO’s Grievance and Appeal Process by making
information readily available at the MCO’s office, by
distributing copies to Members upon enrollment; and by
providing it to all subcontractors at the time of contract or
whenever changes are made to the Grievance and Appeal
Process;

#2_Tool_Grievances_2015 Humana_Final7.10.15
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

F. Provide assistance to Members in filing a grievance if
requested or needed;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Full-2014

G. Include assurance that there will be no discrimination
against a Member solely on the basis of the Member filing a
grievance or appeal;

Substantial - For grievances addressed in
Policy Number (SO — 20): Service
Operations — Member Grievance —
Kentucky which states: “CareSource will
ensure that no punitive or retaliatory
action is taken against a member or
service provider that files a grievance or
appeal or a provider that supports a
Member's grievance.”

For appeals addressed in Policy Number
(SO-19) Service Operations — Member
Appeal Kentucky which states: “Neither
members, their authorized
representatives nor providers filling
appeals on behalf of members will be
subject to punitive or retaliatory actions
as the result of exercising their grievance
and appeal rights.”

Communicated to members in the
Member Handbook on pg 42 which
states: “...punitive or retaliatory action
will not be taken against: a Member or
service provider that files a grievance or
an appeal; or a provider that supports a
Member’s grievance or appeal.”

Review
Determination

Full

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Health Plan’s and DMS’ Responses and Plan
of Action

This requirement is addressed in the
Provider Manual.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section

Prior Results & Follow-Up

Evidence of communication of this policy
to providers was not evident in the
documentation provided.

Recommendation for Humana
CareSource:

This policy should be communicated to
providers in the Provider Manual or
provider agreement.

MCO Response: Humana-CareSource
agrees with this recommendation.
Language will be added to the Provider
Manual.

The Contractor shall ensure that punitive action is not taken
against a Member or a service provider who requests an
expedited resolution or supports a Member’s expedited
appeal.

42 CFR 438.410 (b)

Full-2014

H. Include notification to Members in the Member Handbook
regarding how to access the Cabinet’s ombudsmen’s office
regarding grievances, appeals and hearings;

Full-2014

I. Provide oral or written notice of the resolution of the
grievance in a manner to ensure ease of understanding;

Full-2014

J. Provide for an appeal of a grievance decision if the Member

New Requirement Full This requirement is addressed in the

Health Plan’s and DMS’ Responses and Plan
of Action
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

is not satisfied with that decision;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an

Determination explanation of the deviation must be

K. Provide for continuation of services, if appropriate, while
the appeal is pending;

The Contractor shall continue the Member’s benefits if all of
the following are met:

(1) the Member or the service provider files a timely appeal of
the Contractor action or the Member asks for a state fair
hearing within 30 days from the date on the Contractor notice
of action;

(2) the appeal involves the termination, suspension, or
reduction of a previously authorized course of treatment;

(3) the services were ordered by an authorized service
provider;

(4) the time period covered by the original authorization has
not expired; and

(5) the Member requests extension of the benefits.

42 CFR 438.420

Full-2014

The Contractor shall provide benefits until one of the
following occurs:

(1) The Member withdraws the appeal;

(2) Fourteen (14) days have passed since the date of the
resolution letter, provided the resolution of the appeal was
against the Member and the Member has not requested a
state fair hearing or taken any further action;

(3) The Cabinet issues a state fair hearing decision adverse to

Non-Compliance - QI-01, on page 5 item
h(ii): the MCO will provide benefits until
10 days have passed following Humana
CareSource mailing the notice of an
adverse appeal decision to the member.
The P/P refers to Ohio instead of
Kentucky and states 10 days instead of 14
days.

Full

documented in the Comments section

Customer Advocacy — Member Pre
Service/Post Service Standard and
Expedited Appeals Policy (Ql-01).

This requirement is addressed in the
Customer Advocacy — Member Pre
Service/Post Service Standard and
Expedited Appeals Policy under section
(j)(ii). Additionally, Humana has made
this policy specific to only Kentucky.

Health Plan’s and DMS’ Responses and Plan
of Action
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
438.410, 438.414, 438.416, 438.420, 438.424) docpumented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up

the Member;

(4) The time period or service limits of a previously authorized | Recommendation for Humana Care
service has expired. Source

In general, the combination of OH and KY
requirements in the single P/P is
confusing and as noted, sometimes
incomplete related to KY requirements.
Humana CareSource should establish a
KY-specific P/P for this and other MCO
procedures and processes. The policy
should include Kentucky-specific
requirement of 14 days after mailing.

42 CFR 438.420
KAR 17:010 Section 4 (14)

MCO Response: Humana-CareSource
agrees with this recommendation. A
Humana-CareSource specific appeals
policy will be written to address only KY
requirements including the Kentucky-
specific requirement of 14 days after
mailing.

Non-Compliance - Addressed in QI-01
however the policy refers to Ohio instead
of Kentucky on page 5 items h(ii) and
h(iii). Discussion of KY statutes or KY fair
hearing is not included.

Recommendation for Humana Care
Source
In general, the combination of OH and KY
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Review
Determination

Prior Results & Follow-Up

requirements in the single P/P is
confusing and as noted, sometimes
incomplete related to KY requirements.
Humana CareSource should establish a
KY-specific P/P for this and other MCO
procedures and processes. The policy
should include the Kentucky-specific
requirement, “the Cabinet issues a state
fair hearing decision adverse to the
Member;”

MCO Response: Humana-CareSource
agrees with this recommendation. A
Humana-CareSource specific appeals
policy will be written to address only KY
requirements including the Kentucky-
specific requirements around state fair
hearings.

Health Plan’s and DMS’ Responses and Plan
of Action

If the final resolution of the appeal is adverse to the Member,
that is, the Contractor’s action is upheld, the Contractor may
recover the cost of the services furnished to the Member
while the appeal was pending, to the extent that services
were furnished solely because of the requirements of this
section and in accordance with the policy in 42 CFR
431.230(b).

42 CFR 438.420

Non-Compliance - Addressed in Ql-01 but | Full This requirement is addressed in the

refers to Ohio and OH-specific
requirements only, not Kentucky on page
5itemj.

Recommendation for Humana
CareSource

In general, the combination of OH and KY
requirements in the single P/P is
confusing and as noted, sometimes
incomplete related to KY requirements.

Customer Advocacy — Member Pre
Service/Post Service Standard and
Expedited Appeals Policy. Humana has
made this document specific to
Kentucky.
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KY EQRO ANNUAL REVIEW
impreing Heolire March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

Humana CareSource should establish a
KY-specific P/P for this and other MCO
procedures and processes. The policy
should include the Kentucky-specific
requirement, “ the Contractor may
recover the cost of the services furnished
to the Member while the appeal was
pending, to the extent that services were
furnished solely because of the
requirements of this section and in
accordance with the policy in 42 CFR
431.230(b).”

MCO Response: Humana-CareSource
agrees with this recommendation. A
Humana-CareSource specific appeals
policy will be written to address only KY
requirements including the Kentucky-
specific requirement, “ the Contractor
may recover the cost of the services
furnished to the Member while the
appeal was pending, to the extent that
services were furnished solely because of
the requirements of this section and in
accordance with the policy in 42 CFR
431.230(b).”

If the Contractor or the Cabinet reverses a decision to deny, Full-2014
limit, or delay services, and these services were not furnished
while the appeal was pending, the Contractor shall authorize
or provide the disputed services promptly and as
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IPRO KY EQRO ANNUAL REVIEW
impreing Heolire March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

expeditiously as the Member’s health condition requires. If
the Contractor or the Cabinet reverses a decision to deny,
limit or delay services and the Member received the disputed
services while the appeal was pending, the Contractor shall
pay for these services.

42 CFR 438.424

L. Provide expedited appeals relating to matters which could Full-2014

place the Member at risk or seriously compromise the
Member’s health or well-being;

If the Contractor denies a request for an expedited resolution
of an appeal, it shall:

(1) transfer the appeal to the thirty (30) day timeframe for
standard resolution, in which the thirty (30) day period begins
on the date the Contractor received the original request for
appeal; and

(2) make reasonable efforts to give the Member prompt oral
notice of the denial, and follow up with a written notice
within two-calendar days.

The Contractor shall document in writing all oral requests for
expedited resolution and shall maintain the documentation in
the case file.

KAR 17:010 Section 4 (16)

M. Provide written notice of the appeal decision; Full-2014

N. Provide for the right to request a hearing under KRS Full-2014

#2_Tool_Grievances_2015 Humana_Final7.10.15
21212015

Page 10 of 36



Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

Chapter 13B; and

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

O. Provide for continuation of services, if appropriate, while
the hearing is pending.

The Contractor shall continue the Member’s benefits if all of
the following are met:

(1) the Member or the service provider files a timely appeal of
the Contractor action or the Member asks for a state fair
hearing within 30 days from the date on the Contractor notice
of action;

(2) the appeal involves the termination, suspension, or
reduction of a previously authorized course of treatment;

(3) the services were ordered by an authorized service
provider;

(4) the time period covered by the original authorization has
not expired; and

(5) the Member requests extension of the benefits.

42 CFR 438.420

Full-2014

The Contractor shall provide benefits until one of the
following occurs:

(1) The Member withdraws the appeal;

(2) Fourteen (14) days have passed since the date of the
resolution letter, provided the resolution of the appeal was
against the Member and the Member has not requested a
state fair hearing or taken any further action;

(3) The Cabinet issues a state fair hearing decision adverse to
the Member;

(4) The time period or service limits of a previously authorized
service has expired.

Non-Compliance - QI-01, on page 5 item
h(ii): the MCO will provide benefits until
10 days have passed following Humana
CareSource mailing the notice of an
adverse appeal decision to the member.
The P/P refers to Ohio instead of
Kentucky and states 10 days instead of 14
days.

Recommendation for Humana Care

Comments (Note: For any element that
Review deviates from the requirements, an

Determination explanation of the deviation must be

Full

documented in the Comments section

This requirement is addressed in the
Customer Advocacy — Member Pre
Service/Post Service Standard and
Expedited Appeals Policy under section
(j) (ii). Additionally, Humana has made
this policy specific to only Kentucky.

Health Plan’s and DMS’ Responses and Plan
of Action
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

Source
KAR 17:010 Section 4 (14) In general, the combination of OH and KY
42 CFR 438.420 requirements in the single P/P is

confusing and as noted, sometimes
incomplete related to KY requirements.
Humana CareSource should establish a
KY-specific P/P for this and other MCO
procedures and processes. The policy
should include Kentucky-specific
requirement of 14 days after mailing.

MCO Response: Humana-CareSource
agrees with this recommendation. A
Humana-CareSource specific appeals
policy will be written to address only KY
requirements including the Kentucky-
specific requirement of 14 days after
mailing.

Non-Compliance - Addressed in QI-01
however the policy refers to Ohio instead
of Kentucky on page 5 items h(ii) and
h(iii). Discussion of KY statutes or KY fair
hearing is not included.

Recommendation for Humana Care
Source

In general, the combination of OH and KY
requirements in the single P/P is
confusing and as noted, sometimes

#2_Tool_Grievances_2015 Humana_Final7.10.15
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KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Improving Healthcare
for the Common Good

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

Health Plan’s and DMS’ Responses and Plan
of Action

Prior Results & Follow-Up

incomplete related to KY requirements.
Humana CareSource should establish a
KY-specific P/P for this and other MCO
procedures and processes. The policy
should include the Kentucky-specific
requirement, “the Cabinet issues a state
fair hearing decision adverse to the
Member;”

MCO Response: Humana-CareSource
agrees with this recommendation. A
Humana-CareSource specific appeals
policy will be written to address only KY
requirements including the Kentucky-
specific requirements around state fair
hearings.

If the final resolution of the appeal is adverse to the Member, Non-Compliance - Addressed in QI-01 but | Full This requirement is addressed in the

that is, the Contractor’s action is upheld, the Contractor may
recover the cost of the services furnished to the Member
while the appeal was pending, to the extent that services
were furnished solely because of the requirements of this
section and in accordance with the policy in 42 CFR
431.230(b).

42 CFR 438.420

refers to Ohio and OH-specific
requirements only, not Kentucky on page
5itemj.

Recommendation for Humana
CareSource

In general, the combination of OH and KY
requirements in the single P/P is
confusing and as noted, sometimes
incomplete related to KY requirements.
Humana CareSource should establish a
KY-specific P/P for this and other MCO

Customer Advocacy — Member Pre
Service/Post Service Standard and
Expedited Appeals Policy. Humana has
made the document specific to
Kentucky.
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KY EQRO ANNUAL REVIEW
impreing Heolire March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

procedures and processes. The policy
should include the Kentucky-specific
requirement, “ the Contractor may
recover the cost of the services furnished
to the Member while the appeal was
pending, to the extent that services were
furnished solely because of the
requirements of this section and in
accordance with the policy in 42 CFR
431.230(b).”

MCO Response: Humana-CareSource
agrees with this recommendation. A
Humana-CareSource specific appeals
policy will be written to address only KY
requirements including the Kentucky-
specific requirement, “ the Contractor
may recover the cost of the services
furnished to the Member while the
appeal was pending, to the extent that
services were furnished solely because of
the requirements of this section and in
accordance with the policy in 42 CFR
431.230(b).”

If the Contractor or the Cabinet reverses a decision to deny, Full-2014
limit, or delay services, and these services were not furnished
while the appeal was pending, the Contractor shall authorize
or provide the disputed services promptly and as
expeditiously as the Member’s health condition requires. If
the Contractor or the Cabinet reverses a decision to deny,

#2_Tool_Grievances_2015 Humana_Final7.10.15
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

limit or delay services and the Member received the disputed
services while the appeal was pending, the Contractor shall
pay for these services.

42 CFR 438.424

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Determination

All grievance or appeal files shall be maintained in a secure
and designated area and be accessible to the Department or
its designee, upon request, for review. Grievance or appeal
files shall be retained for ten (10) years following the final
decision by the Contractor, an administrative hearing officer,
judicial appeal, or closure of a file, whichever occurs later.

Full-2014

The Contractor shall have procedures for assuring that files
contain sufficient information to identify the grievance or
appeal, the date it was received, the nature of the grievance
or appeal, notice to the Member of receipt of the grievance
or appeal, all correspondence between the Contractor and
the Member, the date the grievance or appeal is resolved, the
resolution, the notices of final decision to the Member, and
all other pertinent information.

Substantial - Addressed in SO- 19 Service
Operations — Member Appeal Kentucky,
“All grievance and appeal files include, at
a minimum: Member Name, Member ID,
Reason for grievance or appeal, all
supporting Documentation, Required
Resolution and Member right to file an
appeal or request a State Fair Hearing.”

The policy does not address: notice to the
Member of receipt of the grievance or
appeal, all correspondence between the
Contractor and the Member, the date the
grievance or appeal is resolved, the
notices of final decision to the Member.

Addressed in QI-01: “CareSource will
maintain a record for each clinical appeal

Full

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

This requirement is addressed in the
Member Appeal — Customer Advocacy
Operations Policy.

Health Plan’s and DMS’ Responses and Plan
of Action
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

that includes:

i. The name of the patient, provider
and/or the facility rendering service;

ii. Copies of all correspondence from the
patient, provider, or facility rendering
service including all documents regarding
the clinical appeal that were utilized in
the investigation of the appeal including
any aspects of the clinical care involved;
iii. Dates of clinical appeal reviews,
documentation of actions taken, and final
resolutions; and

iv. Name and credentials of the clinical
peer

v. The clinical appeals case will be
documented in the electronic
documentation system. Policy does not
explicitly state: notice to the Member of
receipt of the grievance or appeal.”

Recommendation for Humana Care
Source

Policies should be revised to be
consistent and to address all the
requirements of the standard.

MCO Response: Humana-CareSource
agrees with this recommendation.
Policies will be revised to be consistent
and to address all the requirements of the
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

standard.
Documentation regarding the grievance shall be made Substantial - Not addressed in Policy Full This requirement is addressed in the
available to the Member, if requested. Number SO — 20: Service Operations — Customer Advocacy — Member Pre
Member Grievance — Kentucky: “The Service/Post Service Standard and
records will be made available upon Expedited Appeals Policy.

request to the Commonwealth or its
designee. Policy does not address
availability for members.”

Availability of documentation related to
appeals is explicitly addressed in Policy
Number QI-01 Quality Improvement -
Clinical Appeal of Member and Provider
Pre Service/ Post Service Denials and
Expedited Appeals: “Notification that the
member can obtain, upon request,
reasonable access to and copies of all
documents, including a copy of the
clinical criteria/guideline, as relevant to
the appeal decision was based.”

Addressed in SO-19 which states:
“CareSource shall provide the Member or
the representative the opportunity,
before and during the appeals process, to
examine the Member’s case file,
including medical or clinical records
(subject to HIPAA requirements), and any
other documents and records considered
during the appeals process. CareSoursce

#2_Tool_Grievances_2015 Humana_Final7.10.15
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

Prior Results & Follow-Up

shall include as parties to the appeal any
individuals referenced in Section 3 of this
policy.”

Recommendation for Humana
CareSource

The P/Ps should be consistent and
address availability of documentation in
the file to members for grievances.

MCO Response: Humana-CareSource
agrees with the recommendation. Policy
will be updated to reflect the availability
of documentation in the file to members
upon requests for grievances.

Grievance File Review

Within five (5) working days of receipt of the grievance, the
Contractor shall provide the grievant with written notice that
the grievance has been received and the expected date of its
resolution.

KAR S 17:010 Section 4 (2) (a)

Full-2014

The investigation and final Contractor resolution process for
grievances shall be completed within thirty (30) calendar days
of the date the grievance is received by the Contractor and
shall include a resolution letter to the grievant that shall
include: all information considered in investigating the
grievance; findings and conclusions based on the

Substantial - Addressed in SO-20. Full Includes Member Random and Member
Quiality Grievance file review results
Member Grievance File Review-Quality

10/10 files did not include information on This requirement is addressed in the
the investigation. This information is Member Grievance — Customer
maintained separately by the QI Advocacy Operations Policy.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

investigation; and the disposition of the grievance.

KAR 17:010 Section 4 (2) (b)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

department on the QMS system. During
the onsite file review, Ql staff presented
details of the investigation and closure
for each of the files via the QMS system.
None of the files resulted in a confirmed
quality concern. Two cases appeared to
require further follow-up. In one case,
the member was not aware of test
results or why blood work and
medications were needed. In this case,
the MCO could have contacted the
provider and requested that the provider
discuss the testing and medications with
the member. In another case, the case
was classified as an attitude concern and
no records were requested or reviewed.
This case did appear to be a medical
concern rather than an attitude concern.
The MCO stated that this case would be
re-opened.

The resolution notices to members
contain generic language and do not
provide details regarding the
investigation or outcome — “This letter is
dealing with your recent complaint. An
investigation has been completed dealing
with your concerns. Your complaint was
reviewed by a skilled health care expert.
We cannot report the exact actions

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Member Grievance File Review Results -
Random

10/10 files contained information on the
investigation as well as the findings and
conclusion based upon the investigation
and the disposition of the grievance.

Member Grievance File Review Results -
Quality

10/10 files contained information
pertaining to the investigation and were
supported by relevant Ql investigatory
materials when applicable.

The resolution notices for all files
reviewed (20/20) include member-
specific language that provides details
regarding the members’ investigations
and outcomes.

Health Plan’s and DMS’ Responses and Plan
of Action
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

taken. We have to keep these steps
private. We can tell you that your
complaint was completely reviewed.
Proper action was taken. Thank you for
your input. Input from Members
improves our quality. Humana
CareSource is committed to giving
Members the best quality care.”

Member Grievance File Review-Random
10 files were reviewed. Two issues were
identified. In one file, the file and
resolution notice indicate that the
complaint regarding rudeness of a
representative would be investigated
however there is no evidence in the file
that this was done or a referral made to
the relevant department. In another file,
a member requested disenrollment and
was verbally provided with the phone
number for KY Medicaid. However, in the
written notice, the section for the phone
number was not completed.

Recommendation for Humana Care
Source

The MCO should ensure that all concerns
presented by the member are addressed
and that concerns are appropriately
classified and investigated.
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

Humana CareSource should consider
providing some details in the resolution
notice when there is an opportunity to
educate a member or provide
clarification.

MCO Response: During the onsite file
review, Ql staff presented details of the
investigation and closure for each of the
files via the QMS system. None of the
files resulted in a confirmed quality
concern. Humana CareSource believes
that it has a clear process on how we
identify, classify, and investigate member
concerns. However, after the audit
Humana CareSource reviewed the Policy
and Procedures associated with this
review and implemented enhancements
to include a review process to ensure
that a member’s complaint is thoroughly
reviewed.

It is Humana-CareSource’s policy to not
disclose details of the investigation and
resolution of a member grievance against
a provider. However, upon reviewing the
template grievance letter Humana
CareSource agrees to review the letters
and consider providing some detail,
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

especially if there is an opportunity to
educate or provide clarification to the
member.

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Health Plan’s and DMS’ Responses and Plan
of Action

The Contractor may extend by up to fourteen (14) calendar
days if the Member requests the extension, or the Contractor
determines that there is need for additional information and
the extension is in the Member’s interest. For any extension
not requested by the Member, the Contractor shall give the
Member written notice of the reason for the extension within
two working days of the decision to extend the timeframe.

42 CFR 438.408 (c)

Non-Compliance - Not Addressed in SO-
20. Per MCO, MCO contract with DMS
does not include this requirement.

Upon review of the document “Final
Humana Contract for Region 3 (3).docx”
and confirmation with DMS, it was
determined that the contract does
contain this requirement: contract
section 24.1 Grievance Process and
section 24.2 Appeal Process each state:
“The Contractor may extend by of up to
fourteen (14) calendar days if the
Member requests the extension, or the
Contractor determines that there is need
for additional information and the
extension is in the Member’s interest. For
any extension not requested by the
Member, the Contractor shall give the
Member written notice of the reason for
the extension within two working days of
the decision to extend the timeframe.”

Recommendation for Humana
CareSource:

HCS should add the above language to its
P/P SO-20 and ensure that written

Full

Includes Member Random and Member
Quality Grievance file review results

This requirement is addressed in the
Member Grievance — Customer
Advocacy Operations Policy.

Member Grievance File Review Results -
Random

No files contained requests for
extensions from either the member or
Humana.

Member Grievance File Review Results —
Quality

No files contained requests for
extensions from either the member or
Humana.
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KY EQRO ANNUAL REVIEW
impreing Heolire March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

notification within 2 days is provided to
the member in the case of an extension
for grievance resolution not requested by
the member.

MCO Response: Humana-CareSource
agrees that the 2013 MCO contract
language was not in the Policy SO-20.
However, this language is not included in
the 2014 contracts between KDMS and
Humana. Therefore, Humana-
CareSource does not see the need to add
the above language to its P/P SO-20 and
ensure that written notification within 2
days is provided to the member in the
case of an extension for grievance
resolution not requested by the member.

Appeal File Review

Within five working days of receipt of the appeal, the Full-2014
Contractor shall provide the Member with written notice that
the appeal has been received and the expected date of its
resolution. The Contractor shall confirm in writing receipt of
oral appeals, unless the Member or the service provider
requests an expedited resolution.

KAR 17:010 Section 4 (10) (a) and (b)

The Contractor has thirty (30) calendar days from the date Full-2014
the initial oral or written appeal is received by the Contractor
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements

(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

to resolve the appeal.

KAR 17:010 Section 4 (7)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

The Contractor may extend the thirty (30) day timeframe by
fourteen (14) calendar days if the Member requests the
extension, or the Contractor determines that there is need for
additional information, and the extension is in the Member’s
interest. For any extension not requested by the Member, the
Contractor shall give the Member written notice of the
extension and the reason for the extension within two
working days of the decision to extend the timeframe.

KAR 17:010 Section 4 (11) and (12)

Substantial - Addressed in SO-19 however
the policy does not state that the notice
of extension will be mailed within two
working days of the decision to extend
the timeframe for regular/non expedited
appeals only for expedited appeals.

Member Appeal File Review
None of the files reviewed required an
extension.

Recommendation for Humana
CareSource

The policy should include the required
language regarding written notice within
2 working days for extensions not
requested by the member: “...shall give
the Member written notice of the
extension and the reason for the
extension within two working days of the
decision to extend the timeframe.”

MCO Response: Humana-CareSource
agrees with this recommendation. We
will update the policy to include the
following language “...shall give the

Review
Determination

Full

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Includes Member Appeal file review
results

This requirement is addressed in the
Member Appeal — Customer Advocacy
Operations Policy.

Member Appeal File Review Results
10/10 files were fully compliant with this
standard. One file out of ten was an
expedited file and met all requirements.

Health Plan’s and DMS’ Responses and Plan
of Action
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Member written notice of the extension
and the reason for the extension within
two working days of the decision to
extend the timeframe.

The Contractor shall provide the Member or the Member’s
representative a reasonable opportunity to present evidence
of the facts or law, in person as well as in writing.

42 CFR 438.406 (b) (2)

Full-2014

The Contractor shall provide the Member or the
representative the opportunity, before and during the
appeals process, to examine the Member’s case file, including
medical or clinical records (subject to HIPAA requirements),
and any other documents and records considered during the
appeals process. The Contractor shall include as parties to the
appeal the Member and his or her representative, or the legal
representative of a deceased Member’s estate.

42 CFR 438.406 (a) (3) (4)

Substantial - Addressed in SO-19 which
states: “CareSource shall provide the
Member or the representative the
opportunity, before and during the
appeals process, to examine the
Member’s case file, including medical or
clinical records (subject to HIPAA
requirements), and any other documents
and records considered during the
appeals process. CareSoursce shall
include as parties to the appeal any
individuals referenced in Section 3 of this
policy.”

P/P QI-01 also addresses this
requirement generally, but does not
address all the specific elements of the
requirement: “For clinical appeal upheld
determinations, the organization issues
written notification of the appeal

Determination

Full

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Includes Member Appeal file review

results

This requirement is addressed in the
Member Appeals and Member
Grievances Policies as well as in the
Member Pre Service/ Post Service
Standard and Expedited Appeals Policy.

Member Appeal File Review Results
10/10 files were compliant with this
standard.

Health Plan’s and DMS’ Responses and Plan
of Action
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KY EQRO ANNUAL REVIEW
ot Cotaman oo March 2015
Period of Review: January 1, 2014 — December 31, 2014

Final Findings

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408, Prior Results & Follow-Up
438.410, 438.414, 438.416, 438.420, 438.424)

decision to the member, the member’s
physician and/or other ordering provider
or facility rendering service that includes:
Notification that the member can obtain,
upon request, reasonable access to and
copies of all documents, including a copy
of the clinical criteria/guideline, as
relevant to the appeal decision was
based”

P/P QI-01 does not specify that:

- This right is available during the
appeal process

- The member representative has the
right to access records

- That parties to the appeal include
the Member and his or her
representative, or the legal
representative of a deceased
Member’s estate.

Member Appeal File Review
12/12 files were compliant.

Recommendation for Humana
CareSource

The MCO should revise policy Ql-01 to
include all required elements of the
requirement for member access to
appeal records:
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section

Prior Results & Follow-Up

- This right is available during the
appeal process

- The member representative has the
right to access records

- That parties to the appeal include
the Member and his or her
representative, or the legal
representative of a deceased
Member’s estate.

MCO Response: Humana-CareSource
agrees with this recommendation. We
will revise the policy to include all
required elements of the requirement for
member access to appeal records:

- This right is available during the appeal
process

- The member representative has the
right to access records

- That parties to the appeal include the
Member and his or her representative,
or the legal representative of a
deceased Member’s estate.

Health Plan’s and DMS’ Responses and Plan
of Action

For all appeals, the Contractor shall provide written notice
within the thirty (30) calendar-day timeframe for resolutions
to the Member or the provider, if the provider filed the
appeal. The written notice of the appeal resolution shall
include, but not be limited to, the following information:

1) the results of the resolution process;

(2) the date it was completed.

Substantial - Addressed in SO-19 which Full Includes Member Appeal file review
states: “For all appeals, CareSource shall results

provide written notice within the 3

(policy states 3 not 30) calendar-day This requirement is addressed in the
timeframe for resolutions to the Member Member Appeals — Customer Advocacy
or the provider, if the provider filed the Operations Policy.

appeal.”
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KAR 17:010 Section 4 (13) (a)
42 CFR 438.408 (d) (2) and (e)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Member Appeal File Review
12/12 files were compliant.

Recommendation for Humana
CareSource

The MCO should correct the apparent
typographical error in the written notice
timeframe (3 versus 30 days).

MCO Response: Humana-CareSource
agrees with this recommendation. The
apparent typographical error in the
written notice timeframe (3 versus 30
days) will be corrected.

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Member Appeal File Review Results
10/10 files were fully compliant for this
standard.

Health Plan’s and DMS’ Responses and Plan
of Action

The written notice of the appeal resolution for appeals not
resolved wholly in favor of the Member shall include, but not
be limited to, the following information:

(1) the right to request a state fair hearing and how to do so;
(2) the right to request receipt of benefits while the state fair
hearing is pending, and how to make the request; and

(3) that the Member may be held liable for the cost of
continuing benefits if the state fair hearing decision upholds
the Contractor’s action.

42 CFR 438.408 (e) (2)

Substantial - Addressed in QI-01.

Member Appeal File Review
See subcomponents below.

MCO Response: Humana-CareSource
agrees with this recommendation.
Resolution notices will be updated to
include the possibility of member liability
for the cost of continuing benefits if the
fair hearing finds in favor of the plan.

Minimal - Addressed in SO-19 and
communicated to members in the

Substantial

Includes Member Appeal file review
results

This contractual requirement is
addressed in the Member Appeals and
Member Grievances Policies as well as in
the Member Pre Service/ Post Service
Standard and Expedited Appeals Policy.

Member Appeal File Review Results
10 of 10 files contained information on
the right to request a state fair hearing
and how to do so.

Humana-CareSource agrees with this
determination as the appeal resolution letters
were not approved for utilization during 2014.
The letters were approved by KDMS 3/31/2015
and implemented 4/7/2015.

In order to prevent delays in approval of
critical communications in the future,
Humana-CareSource will collaborate with
KDMS to establish a process for expected
turnaround times and escalation steps to
manage a more timely resolution timeframe.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014

Grievance System

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Member Handbook.

Member Appeal File Review
Files did not address member liability.

Recommendation for Humana
CareSource

Resolution notice should include the
possibility of member liability for the cost
of continuing benefits if the fair hearing
finds in favor of the plan.

MCO Response: Humana-CareSource
agrees with this recommendation.
Resolution notices will be updated to
include the possibility of member liability
for the cost of continuing benefits if the
fair hearing finds in favor of the plan.

Expedited Appeals File Review

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

10 of 10 files contained information on
the right to request receipt of benefits
while the state fair hearing is pending
and how to make said request.

0 of 10 files addressed member liability
and that the Member may be held liable
for the cost of continuing benefits if the
state fair hearing decision upholds
Humana’s actions.

Recommendation for Humana
Resolution notices should include the
possibility of member liability for the
cost of continuing benefits if the fair
hearing finds in favor of Humana.

Onsite, Humana presented a resolution
notice (revision date October 2014) that
contains the language pertaining to the
possibility of member liability for the
cost of continuing benefits if the fair
hearing finds in favor of Humana. This
letter is pending approval from DMS.

Health Plan’s and DMS’ Responses and Plan
of Action

The Contractor shall resolve the appeal within three working
days of receipt of the request for an expedited appeal. In
addition to written resolution notice, the Contractor shall also
make reasonable efforts to provide and document oral notice.

Full-2014
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KAR 17:010 Section 4 (14) (c)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Determination

The Contractor may extend the timeframe by up to fourteen
(14) calendar days if the Member requests the extension, or
the Contractor demonstrates to the Department that there is
need for additional information and the extension is in the
Member’s interest. For any extension not requested by the
Member, the Contractor shall give the Member written notice
of the reason for the delay.

KAR 17:010 Section 4 (14) (d) and (15)

Full-2014

The Contractor shall inform the Member of the limited time
available to present evidence and allegations in fact or law.

42 CFR 438.406 (b) (2)

Full-2014

24.2 State Hearings for Members

A Member shall exhaust the internal Appeal process with the
Contractor prior to requesting a State Fair Hearing. A
Member may request a State Fair Hearing within forty-five
(45) days of the final appeal decision by the Contractor as
provided for in 907 KAR 17:010. A Member may request a
State Fair Hearing for an Action taken by the Contractor that
denies or limits an authorization of a requested service or
reduces, suspends, or terminates a previously authorized
service. The Member’s request for a State Fair Hearing must
include a copy of the Contractor’s final appeal decision.
Failure of the Contractor to comply with the State Fair
Hearing requirements of the state and federal Medicaid law

Non-Compliance - Not Addressed in
Policy Number QI-19 or other documents
provided.

Recommendation for Humana
Requirement should be addressed in a
policy/procedure.

MCO Response: Humana-CareSource
agrees with this recommendation. The
policy will be updated to include the
following language, “Failure of the

Full

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Health Plan’s and DMS’ Responses and Plan
of Action

This requirement is addressed in the
Quality Improvement — State Fair
Hearing Procedure Policy.
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

in regard to an Action taken by the Contractor or to appear
and present evidence will result in an automatic ruling in
favor of the Member.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section

Prior Results & Follow-Up

Contractor to comply with the State Fair
Hearing requirements of the state and
federal Medicaid law in regard to an
Action taken by the Contractor or to
appear and present evidence will result
in an automatic ruling in favor of the
Member”.

27.8/27.9 Provider Grievances and Appeals

Health Plan’s and DMS’ Responses and Plan
of Action

The Contractor shall implement a process to ensure that all
appeals from Providers are reviewed. A Provider shall have
the right to file an appeal with the Contractor regarding
provider payment or contractual issues. Appeals received
from Providers that are on the Member’s behalf with
requisite consent of the Member are deemed Member
appeals and not subject to this Section. Contractor shall log
Provider appeals in a written record with the following
details: date, nature of appeal, identification of the individual
filing the appeal, identification of the individual recording the
appeal, disposition of the appeal, corrective action required
and date resolved. Provider grievances or appeals shall be
resolved within thirty (30) calendar days. If the grievance or
appeal is not resolved within thirty (30) days, the Contractor
shall request a fourteen (14) day extension from the Provider.
If the Provider requests the extension, the extension shall be
approved by the Contractor. The Contractor shall ensure that
there is no discrimination against a Provider solely on the
grounds that the Provider filed an appeal or is making an
informal grievance. The Contractor shall monitor and
evaluate Provider grievances and appeals. The Contractor

Full-2014
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

shall submit quarterly reports to the Department regarding
the number, type and outcomes of Provider grievances and
appeals. A Provider does not have standing to request a State
Fair Hearing for appeals that fall under the scope of this
Section.

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014

Prior Results & Follow-Up

Grievance System
(See Final Page for Suggested Evidence)

Review
Determination

27.9/27.10 Other Related Processes

The Contractor shall provide information specified in 42 CFR
438.10(g)(1) about the grievance system to all service
providers and subcontractors at the time they enter into a
contract.

Full-2014

37.8 Grievance and Appeal Reporting Requirements

The Contractor shall submit to the Department on a quarterly
basis the total number of Member Grievances and Appeals
and their disposition. The report shall be in a format
approved by the Department and shall include at least the
following information:

A. Number of Grievances and Appeals, including expedited
appeal requests;

B. Nature of Grievances and Appeals;

C. Resolution;

D. Timeframe for resolution; and

E. QAPI initiatives or administrative changes as a result of
analysis of Grievances and Appeals.

New Requirement

Substantial

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section

Health Plan’s and DMS’ Responses and Plan

of Action

Includes review of MCO Reports:
#27 Grievance Activity

#28 Appeal Activity

#29 Grievances and Appeal Narrative
(see Quarterly Desk Audit results)

This requirement is addressed in the
Grievance and Appeal Activity Reports
submitted by the MCO.

A review of the Member Grievance
Activity Reports finds that the majority
of grievances are related to network
availability and identification (ID) cards.

The MCO was taking initiative to assist
members with locating participating

Humana - CareSource agrees with the
recommendation. The additional analysis

documentation will be incorporated in future

G&A committee minutes and the quarterly
KY reports.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section

Prior Results & Follow-Up

providers when a preferred provider was
not participating. The MCO is also doing
a returned mail analysis in order to track
ID card related issues.

A review of the Member Appeal Activity
Reports finds that the majority of the
MCOQ’s appeals are related to pharmacy.

Reports #27, #28 and #29 are reviewed
with quarterly desk audits conducted by
IPRO. Recommendations based on the
review are below.

Recommendation for Humana
Actions taken by the MCO in response to
analysis of grievances should be more
specific. For example, the MCQO’s actions
of working with Provider Relations to
report access trends and Networking to
update provider profiles should be
detailed. It is not clear how or to whom
access trends are being reported or how
the provider profiles are being updated.

Issues identified in one quarter should
be updated in subsequent quarters until
resolved. The narrative report should
include total # of grievances received,
total # resolved and number/percent of
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.402, 438.404, 438.406, 438.408,
438.410, 438.414, 438.416, 438.420, 438.424)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014

Grievance System
(See Final Page for Suggested Evidence)

Comments (Note: For any element that

Prior Results & Follow-U Review deviates from the requirements, an
P Determination explanation of the deviation must be
documented in the Comments section

Health Plan’s and DMS’ Responses and Plan
of Action

grievances resolved within 30 days.

The Department or its contracted agent may conduct reviews
or onsite visits to follow up on patterns of repeated
Grievances or Appeals. Any patterns of suspected Fraud or
Abuse identified through the data shall be immediately
referred to the Contractor’s Program Integrity Unit.

New Requirement Full This requirement is addressed in the
Member Appeals Policy.

Grievance System

Scoring Grid:
Compliance Level Full Substantial Minimal Non-Compliance
Points Value 3 2 1 0
Number of Elements 17 2 0 0
Total Points 51 4 0 0

Overall Compliance Determination:

Compliance Level Substantial Minimal Non-Compliance
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KY EQRO ANNUAL REVIEW
impoins Hesktzos March 2015

Period of Review: January 1, 2014 — December 31, 2014
Final Findings

Points Range 3.0 2.0-2.99 1.0-1.99 0-0.99
Points Average 2.89

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review, may adversely
affect the scoring of a requirement and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance MCO has met or exceeded requirements

Substantial Compliance  MCO has met most requirements but may be deficient in a small number of areas

Minimal Compliance MCO has met some requirements but has significant deficiencies requiring corrective action
Non- Compliance MCO has not met the requirements

Not Applicable (NA) Statement does not require a review decision; for reviewer information purposes

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review

Grievance System
Suggested Evidence

Documents
Policies/procedures for:
= Grievances including handling of quality-related cases
= Appeals
= State hearings
= Maintenance of grievance records
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improving Healthcaro March 2015
Period of Review: January 1, 2014 — December 31, 2014

for the Common Good

Final Findings
Ql Committee minutes or other documentation demonstrating investigation, evaluation, analysis and follow-up of aggregated grievance and
appeal data
Process for evaluating patterns of grievances

Reports
Quarterly reports of grievances and appeals

File Review

Member and Provider grievance files for a sample of files selected by EQRO

Member and Provider appeal files for a sample of files selected by EQRO

Ql Committee minutes or other documentation demonstrating investigation and any action taken for individual grievance and appeal files
selected for review by the EQRO
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KY EQRO ANNUAL REVIEW
improving Hesltors March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Health Risk Assessment
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’
. . Prior Results & Follow-Up . . . .
(Federal Regulation: Not Applicable) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

34.1 Health Risk Assessment (HRA) General Recommendation for Humana
CareSource:

Policies, procedures, reports and documents
should be consistent with regard to
branding/MCO name and specific to Kentucky
Medicaid. The full MCO name, Humana
CareSource, should be used consistently.

MCO Response: Humana-CareSource is in the
process of reviewing policies, procedures,
reports, and documents to ensure branding
consistency with the “Humana-CareSource”
name and logo. Additionally, we are reviewing
all policies and procedures to ensure they are
Kentucky Medicaid specific.

The Contractor shall have programs and processes in Full-2014
place to address the preventive and chronic physical
and behavioral healthcare needs of its population.
The Contractor shall implement processes to assess,
monitor, and evaluate services to all subpopulations,
including but not limited to, the on-going special
conditions that require a course of treatment or
regular care monitoring, Medicaid eligibility category,
type of disability or chronic conditions, race,
ethnicity, gender and age.

The Contractor shall conduct initial health screening Minimal - Per P/P W-01, “the MCO will conduct Substantial Includes HRA file review results Humana - CareSource (HCS) agrees with
assessments including mental health and substance initial health screening assessments of new the recommendation. HCS will finalize
use disorder screenings, of new Members who have members who have not been enrolled in the This requirement is addressed in the and implement the proposed additional
not been enrolled in the prior twelve (12) month prior twelve (12) month period for the purpose Wellness — Health Screening Assessment (W actions, which include:

period, for the purpose of assessing the Member’s of assessing the member’s need for any special -01), Member Welcome Packet Mailings - a 4-week reminder letter

need for any special health care needs within ninety health care needs and within ninety (90) days of 2014 and Humana-CareSource Health - web-based HRA

(90) days of Enroliment. If the Contractor has a enrollment. Members who CareSource has a Assessment. - on hold HRA messaging for member

#3_Tool_HRA_2015 Humana_Final 7.10.15
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Health Risk Assessment

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

reasonable belief a Member is pregnant, the
Member shall be screened within thirty (30) days of

Enrollment, and if pregnant, referred for appropriate

prenatal care.

reasonable belief to be pregnant shall be
screened within thirty (30) days of enrollment,
and if pregnant, referred for appropriate
prenatal care.” Per section E.6, the information
collected will be used to determine the
members’ need for care management, disease
management, behavioral health services and/or
other any other health or community services.

The New Member Kit, which contains a health
risk assessment (HRA), is sent to the new
member within a week of identifying the
member on the 834 Eligibility File. Within two
weeks, additional HRA surveys are sent to
members who live in the same household and all
members who do not respond to the original
attempt. If still not returned, no further
outreach until a trigger event occurs. HRA is also
available on the MCO’s web portal.

Humana CareSource tracks date of initial mailing
but not subsequent mailings. The HRA outreach
process is currently under review.

HRA File Review
Of the 30 files requested, only 2 had completed
HRAs.

Recommendation for Humana CareSource
Humana CareSource should consider using
additional methods to encourage completion of
the HRA, such as telephone follow-up. Outreach
attempts should be documented and tracked.

HRA File Review Results

A total of 25 files were reviewed. 25/25 files
included evidence of a timely initial
outreach attempt.

25/25 files receiving initial outreach
included timely follow-up attempts when
the initial attempt was unsuccessful. Both
attempts, initial and follow-up, are by mail.
None of the files requested had completed
HRAs.

As was noted last year, the Welcome Packet
mailing includes an HRA and the 2-week
reminder letter includes another HRA. In
late November 2014, the MCO implemented
an HRA reminder as part of welcome calls. A
member newsletter article was issued in Q1
2015. In addition the following actions are
planned:

- a 4-week reminder letter

- web-based HRA

- on hold HRA messaging for member
services

- HRA flier to be distributed at member
events.

Recommendation for Humana
Humana should finalize and implement the
proposed additional actions noted above.

services
- HRA flier to be distributed at member
events.
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KY EQRO ANNUAL REVIEW
impeoving ealtcare March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Health Risk Assessment
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Review deviates from the requirements, an

Prior Results & Follow-Up

(Federal Regulation: Not Applicable) Determination explanation of the deviation must be

documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

MCO Response: The contract indicates “The
Contractor agrees to make all reasonable efforts
to contact new Members in person, by
telephone, or by mail to have Members
complete the initial health screening
questionnaire.

Humana — CareSource (HCS) believes that the 2
mailings and publication of the HRA on our web
site meets the contract requirement language of
reasonable attempts and requests that this
standard be moved to full compliance.

Although the contract requirement is for
reasonable attempt, HCS has explored additional
options for improving the rate of HRA
completion by members in order to proactively
identify members who could benefit from
services offered by HCS.

HCS has explored several options for improving
the rate of HRA completions. These include:

¢ Use of IVR technology to outreach to members
to encourage the completion of the HRA is
planned for fourth quarter 2014.

¢ During May 2014, two temporary staff were
brought on board to make live outbound
welcome calls to encourage member completion
of an HRA during the call. HCS will evaluate the
continuation of live calls based on impact to the
HRA completion rate.

¢ Addition of an interactive web based Member
Health Assessment 1st Qtr. 2015.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Health Risk Assessment

(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

Final Review Determination:
No change in compliance level.

Humana-CareSource was only able to present 2
completed HRAs of 30 requested. This meets the
requirement for conducting an initial HRA
minimally. This finding was reviewed with DMS.

The Contractor agrees to make all reasonable efforts
to contact new Members in person, by telephone, or
by mail to have Members complete the initial health
screening questionnaire and the survey instrument

for both substance use and mental health disorders.

Minimal - Per P/P W-01, HRAs and a pre-
addressed, prepaid return envelope are included
in new member kits mailed to all new members
at enrollment. Member follow up is done by
mail, internet, phone and\or in person. Goal is
for HRA completion within 90 days; 30 days for
members identified as pregnant. Per the
minutes to the Medicaid Compliance and
Report/Monitoring & Audit Committee meeting
dated 12/17/13, members receive an HRA in the
New Member Kit within 1 week of enroliment
and 2 follow up letters & HRA form within 2
weeks. High risk members receive a follow up
phone call if there is no response within 2
weeks.

During the onsite review the process was
explained as: A Welcome packet is sent within
one week of enrollment. Two weeks later the
HRA is sent for all members in the household. If
still not returned, no further outreach until a
trigger event occurs. The HRA is also available on
web portal. Completion of an HRA is promoted
in member newsletters. Phone f/u or in person

Substantial

Includes HRA file review results

This requirement is addressed in the Health
Risk Assessment (HRA) Status Update and
Wellness — Health Screening Assessment (W
-01) on pages 1-2.

Current Initiatives include:

- Welcome Packet mailing is tracked and
includes HRA Letter and one HRA

- 2 week reminder letter with HRA for all
family members Welcome calls include a
request for the member to complete the
HRA

- Direct calls to known pregnant members
within the first 30 days of enroliment

- Member newsletter article

- Reminder/request for HRA during calls to
pregnant members regarding the scheduling
of their prenatal visit

- Request to complete HRA included with all
case management outreach.

HRA File Review Results

Humana - CareSource (HCS) agrees with
the recommendation. HCS will finalize
and implement the proposed additional
actions, which include:

- a 4-week reminder letter

- web-based HRA

- on hold HRA messaging for member
services

- HRA flier to be distributed at member
events.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Health Risk Assessment
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

attempts are not currently used.

Humana CareSource tracks date of initial mailing
but not subsequent mailings.

The MCO reported that the outreach process for
conduct of an HRA is currently under review. The
MCO is recruiting for a staff person to conduct
welcome/outreach calls. In addition, by October
2014, Humana CareSource intends to offer
completion of the HRA online to its members.

HRA File Review

A total of 30 files were requested. Of the 30
files, only 2 enrollees had completed HRAs. For
the remaining 28 files: 7 members were mailed a
Welcome packet within one week of enrollment;
18 members were mailed a Welcome packet but
the mailing date was greater than one week of
enrollment /eligibility; two members had a
mailing date of UTD and one had a date of NA
per documentation provided by the MCO.

As noted above, subsequent mailings are not
tracked.

Quarterly reports indicate the following
completion rates:

Q1 2013: 305 completed after reasonable
effort/12665 new HRAs initiated; 2%

Q2 2013: 349/2019; 17%

Q3 2013: 368/1445; 25%

Q4 2013:98/1464; 7%

A total of 25 files were reviewed. 25/25 files
included evidence of a timely initial
outreach attempt.

25/25 files receiving initial outreach
included timely follow-up attempts when
the initial attempt was unsuccessful. Both
attempts, initial and follow-up, are by mail.
None of the files requested had completed
HRAs.

As was noted last year, the Welcome Packet
mailing includes an HRA and the 2-week
reminder letter includes another HRA. In
late November 2014, the MCO implemented
an HRA reminder as part of welcome calls. A
member newsletter article was issued in Q1
2015. In addition the following actions are
planned:

- a 4-week reminder letter

- web-based HRA

- on hold HRA messaging for member
services

- HRA flier to be distributed at member
events.

Humana has consistently reported nearly
90% of HRAs not completed after
reasonable efforts in its quarterly
submissions of MCO Report #79.

Recommendation for Humana
Humana should finalize and implement the
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KY EQRO ANNUAL REVIEW
improving Hesltors March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Health Risk Assessment
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Review deviates from the requirements, an

Prior Results & Follow-U . i Lo
P Determination explanation of the deviation must be

documented in the Comments section)

(Federal Regulation: Not Applicable)

Health Plan’s and DMS’
Responses and Plan of Action

Recommendation for Humana CareSource proposed additional actions noted above.

Humana CareSource should consider using

additional methods to encourage completion of Recommendation for DMS

the HRA, such as telephone follow-up. Outreach DMS may want to consider developing, in

attempts should be documented and tracked. consultation with the MCOs, either: a

Humana CareSource should ensure that standardized HRA tool for use across MCOs,

Welcome packets are mailed within one week of or a list of minimally required contents for

enrollment/eligibility. MCO-specific HRA tools.

MCO Response: See Above. DMS may also consider specifying in the
MCO contract, the minimum number of

Final Review Determination: outreach attempts and the types of methods

No change in compliance level. to be used, such as at least 3 outreach

attempts using at least 2 different methods.
Only one method of attempted contact was
employed — mailing the HRA. Website posting
does not meet the requirement for outreach
thought it is a good supplemental action.

Additionally, the MCO could only provide
tracking information/evidence of outreach for
one mailed attempt.

The outcome of 2 completed HRAs of 30
requested does not provide evidence of all
reasonable attempts. This finding was reviewed
with DMS.

Information to be collected shall include Full-2014
demographic information, current health and
behavioral health status to determine the Member’s
need for care management, disease management,
behavioral health services and/ or any other health

#3_Tool_HRA_2015 Humana_Final 7.10.15
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

or community services.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Health Risk Assessment
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Prior Results & Follow-Up

The Contractor shall use appropriate healthcare
professionals in the assessment process.

Full-2014

Members shall be offered assistance in arranging an
initial visit to their PCP for a baseline medical
assessment and other preventative services,
including an assessment or screening of the
Members potential risk, if any, for specific diseases
or conditions, including substance use and mental
health disorders.

Full-2014

The Contractor shall submit a quarterly report on the
number of new Member assessments; number of
assessments completed; number of assessments not
completed after reasonable effort; number of
refusals.

Full-2014

#3_Tool_HRA_2015 Humana_Final 7.10.15
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Improving Healthcare
for the Common Good

Final Findings

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Health Risk Assessment

Scoring Grid:

Compliance Level Full Substantial Minimal Non-Compliance
Points Value 3 2 1 0
Number of Elements 0 2 0 0
Total Points 0 4 0 0

Compliance Level
Points Range

Overall Compliance Determination:

3.0

Substantial
2.0-2.99

Minimal
1.0-1.99

Non-Compliance
0-0.99

Points Average

2.0

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review may adversely
affect the scoring of a requirement and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance
Substantial Compliance
Minimal Compliance
Non- Compliance

Not Applicable (NA)

MCO has met or exceeded requirements

MCO has met most requirements but may be deficient in a small number of areas

MCO has met some requirements but has significant deficiencies requiring corrective action
MCO has not met the requirements

Statement does not require a review decision; for reviewer information purposes

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review
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KY EQRO ANNUAL REVIEW

Improving Healthcare March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

for the Common Good

Final Findings
Health Risk Assessment
Suggested Evidence

Documents
Policies/procedures for:
= |nitial health screening assessment (including initial health screening tool)

File Review
File review of a sample of cases selected by the EQRO

Reports

Quarterly reports on the number of new member assessments; number of assessments completed; number of assessments not completed after
reasonable effort; number of refusals (MCO Report #79)

Evidence of monitoring of health screening assessment completion rates, and follow-up actions to increase completion rates

#3_Tool_HRA_2015 Humana_Final 7.10.15
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KY EQRO ANNUAL REVIEW
impring Healdory March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

27.2 Provider Credentialing and Recredentialing General Recommendation for
Humana CareSource:

Policies, procedures, reports and
documents should be consistent with
regard to branding/MCO name and
specific to Kentucky Medicaid. The full
MCO name, Humana CareSource,

should be used consistently.

MCO Response: Humana-CareSource
is in the process of reviewing policies,
procedures, reports, and documents to
ensure branding consistency with the
“Humana-CareSource” name and logo.
Additionally, we are reviewing all
policies and procedures to ensure they
are Kentucky Medicaid specific.

In compliance with 907 KAR 1:672 and federal law, the | Full-2014
Contractor shall document the procedure, which shall
comply with the Department’s current policies and
procedures, for credentialing and recredentialing of
providers with whom it contracts or employs to treat
members. This documentation shall include, but not

be limited to,
defining the scope of providers covered, Full-2014
the criteria and the primary source verification of Full-2014

information used to meet the criteria,

the process used to make decisions and the extent of Full-2014
delegated credentialing and recredentialing

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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IPRO
Improving Healthcare MarC h 2015

KY EQRO ANNUAL REVIEW

mem— Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource
Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

arrangements.

The Contractor shall have a process for receiving input Full-2014
from participating providers regarding credentialing
and recredentialling of providers.

Those providers accountable to a formal governing Full-2014
body for review of credentials shall include physicians;
dentists, advanced registered nurse practitioners,
audiologist, CRNA, optometrist, podiatrist,
chiropractor, physician assistant, and other licensed or
certified practitioners.

Providers required to be recredentialed by the Full-2014
Contractor per Department policy are physicians,
audiologists, certified registered nurse anesthetists,
advanced registered nurse practitioners, podiatrists,
chiropractors and physician assistants. However, if any
of these providers are hospital-based, credentialing
will be performed by the Department.

The Contractor shall be responsible for the ongoing
review of provider performance and credentialing as
specified below:

A. The Contractor shall verify that its enrolled network Full-2014
Providers to whom members may be referred are
properly licensed in accordance with all applicable
Commonwealth law and regulations, and have in
effect such current policies of malpractice insurance as
may be required by the Contractor.

B. The process for verification of Provider credentials Full-2014
and insurance, and any additional facts for further

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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IPRO
Improving Healthcare MarC h 2015

KY EQRO ANNUAL REVIEW

for the Common Good

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource
Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

verification and periodic review of Provider
performance, shall be embodied in written policies
and procedures, approved in writing by the
Department.

C. The Contractor shall maintain a file for each Full-2014
Provider containing a copy of the Provider’s current
license issued by the Commonwealth and such
additional information as may be specified by the
Department.

D. The process for verification of Provider credentials Full-2014
and insurance shall be in conformance with the
Department’s policies and procedures. The Contractor
shall meet requirements under KRS 295.560 (12)
related to credentialing. The Contractor’s enrolled
providers shall complete a credentialing application in
accordance with the Department’s policies and
procedures.

The process for verification of Provider credentials and
insurance shall include the following:

A. Written policies and procedures that include the Full-2014
Contractor’s initial process for credentialing as well as
its re-credentialing process that must occur, at a
minimum, every three (3) years;

B. A governing body, or the groups or individuals to Full-2014
whom the governing body has formally delegated the
credentialing function;

C. A review of the credentialing policies and Full-2014
procedures by the formal body;

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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KY EQRO ANNUAL REVIEW
impring Healdory March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an
. Prior Results & Follow-Up .. . -
(Federal Regulation 438.214) Determination explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

D. A credentialing committee which makes
recommendations regarding credentialing;

Full-2014

E. Written procedures, if the Contractor delegates the
credentialing function, as well as evidence that the
effectiveness is monitored;

Full-2014

F. Written procedures for the termination or
suspension of Providers; and

Full-2014

G. Written procedures for, and the implementation of,
reporting to the appropriate authorities serious quality
deficiencies resulting in suspension or termination of a
provider.

Full-2014

The contractor shall meet requirements under KRS
205.560(12) related to credentialing. Verification of
the Providers credentials shall include the following:

Full-2014

A. A current valid license or certificate to practice in
the Commonwealth of Kentucky.

Minimal - The Credentialing Policy
2013 does not address
licensure/certification in the
Commonwealth of Kentucky,
specifically. The P/P lists requirements
for state licensure and verifying state
licensure in general.

Credentialing File Review
20/20 files were compliant.

Recommendation for Humana
CareSource

The Credentialing Policy 2013 should
be updated to specifically address the

Full

This requirement is addressed in the
Credentialing Policy.

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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KY EQRO ANNUAL REVIEW
impring Healdory March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

requirement that the practitioner have
a current valid license or certificate to
practice in the Commonwealth of
Kentucky.

MCO Response: Revision made to KY
Medicaid Credentialing and
Recredentialing policy (CR102) to state
the following: "When a provider
practices in the state of Kentucky,
Credentialing Operations will verify the
provider has a current valid license or
certificate to practice in the
Commonwealth of Kentucky before
making a credentialing or
recredentialing decision. Credentialing
Operations will verify out of state
providers have a current valid license
issued by the state in which they
practice.

B. A Drug Enforcement Administration (DEA) Full-2014
certificate and number, if applicable;

C. Primary source of graduation from medical school Full-2014
and completion of an appropriate residency, or
accredited nursing, dental, physician assistant or vision
program, as applicable; if provider is not board
certified.

D. Board certification if the practitioner states on the Full-2014
application that the practitioner is board certified in a
specialty;

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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KY EQRO ANNUAL REVIEW
impring Healdory March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

E. Professional board certification, eligibility for Non-Compliance - Not addressed in Fal This requirement is addressed in the

certification, or graduation from a training program to Credentialing Policy. Not Applicable Credentialing Policy.

serve children with special health care needs under

twenty-one (21) years of age; Recommendation for Humana Final Review Determination
CareSource Upon discussion with DMS, this requirement
The Credentialing Policy should be is Not Applicable.

updated to address the requirement of
a professional board certification,
eligibility for certification, or
graduation from a training program to
serve children with special health care
needs under twenty-one (21) years of
age.

MCO Response: Humana & CareSource
are currently researching this
requirement to ensure the best policy
and procedure is put into place. Once
the research is complete, a P&P will be

published.
F. Previous five (5) years work history; Full-2014
G. Professional liability claims history; Full-2014

H. Clinical privileges and performance in good standing | Full-2014
at the hospital designated by the Provider as the

primary admitting facility, for all providers whose
practice requires access to a hospital, as verified

through attestation;

I. Current, adequate malpractice insurance, as verified Full-2014
through attestation;

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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IPRO KY EQRO ANNUAL REVIEW
impring Healdory March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

J. Documentation of revocation, suspension or Full-2014

probation of a state license or DEA/BNDD number;

K. Documentation of curtailment or suspension of Full-2014
medical staff privileges;

L. Documentation of sanctions or penalties imposed by | Full-2014
Medicare or Medicaid;

M. Documentation of censure by the State or County Full-2014
professional association; and

N. Most recent information available from the Full-2014
National Practitioner Data Bank.

The provider shall complete a credentialing application
that includes a statement by the applicant regarding:

A. The ability to perform essential functions of the Full-2014
positions, with or without accommodation;

B. Lack of present illegal drug use; Full-2014
C. History of loss of license and felony convictions; Full-2014
D. History of loss or limitation of privileges or Full-2014

disciplinary activity;

E. Sanctions, suspensions or terminations imposed by Full-2014
Medicare or Medicaid; and

F. Applicant attests to correctness and completeness Full-2014
of the application

Before a practitioner is credentialed, the Contractor
shall verify information from the following

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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KY EQRO ANNUAL REVIEW

for the Common Good

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource
Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

organizations and shall include the information in the
credentialing files:

A. National practitioner data bank, if applicable; Full-2014

B. Information about sanctions or limitations on Full-2014
licensure from the appropriate state boards applicable
to the practitioner type; and

C. Other recognized monitoring organizations Full-2014
appropriate to the practitioner’s discipline.

At the time of credentialing, the Contractor shall Full-2014
perform an initial visit to potential providers, as it
deems necessary and as required by law.

The Contractor shall document a structured review to Not Applicable - Not applicable as per
evaluate the site against the Contractor’s Humana. Per DMS, the OIG conducts
organizational standards and those specified by this this structured review.

contract.

The Contractor shall document an evaluation of the Full-2014

medical record documentation and keeping practices
at each site for conformity with the Contractors
organizational standards and this contract.

The Contractor shall have formalized recredentialing Full-2014
procedures. The Contractor shall formally recredential
its providers at least every three (3) years. The
Contractor shall comply with the Department’s
recredentialing policies and procedures. There shall be
evidence that before making a recredentialing
decision, the Contractor has verified information
about sanctions or limitations on practitioner from:

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
2/2/2015 Page 8 of 25



KY EQRO ANNUAL REVIEW
impring Healdory March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

A. A current license to practice; Full-2014

B. The status of clinical privileges at the hospital Full-2014
designated by the practitioner as the primary
admitting facility;

C. A valid DEA number, if applicable; Full-2014

D. Board certification, if the practitioner was due to be | Full-2014
recertified or become board certified since last
credentialed or recredentialed;

E. Five (5) year history of professional liability claims Substantial - Credentialing Policy 2013 Full This requirement is addressed in the
that resulted in settlement or judgment paid by or on addresses this requirement stated as: Credentialing Policy.
behalf of the practitioner; and “The practitioner has acceptable

liability claims history” but does not
address five years. During the onsite
visit, the MCO advised that liability
claims are held for 10 years.

Recommendation for Humana
CareSource

Credentialing Policy should be updated
to include the timeframe for
verification of professional liability
claims.

MCO Response: Revision made to KY
Medicaid Credentialing and
Recredentialing policy (CR102) to state
the following: "Before making a
credentialing or recredentialing
decision, Credentialing Operations will

#4_Tool_SO_Credentialing_2015 Humana_Final7.10.1515 Humana
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KY EQRO ANNUAL REVIEW

for the Common Good

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource
Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

verify professional liability claims that
resulted in settlement or judgment
paid by or on behalf of the practitioner
for the previous 5 years are within
acceptable standards.

F. A current signed attestation statement by the Full-2014
applicant regarding:

1. The ability to perform the essential functions of the Full-2014
position, with or without accommodation;

2. The lack of current illegal drug use; Full-2014
3. A history of loss, limitation of privileges or any Full-2014
disciplinary action; and

4. Current malpractice insurance. Full-2014
There shall be evidence that before making a Full-2014

recredentialing decision, the Contractor has verified
information about sanctions or limitations on
practitioner from :

A. The national practitioner data bank; Full-2014
B. Medicare and Medicaid; Full-2014
C. State boards of practice, as applicable; and Full-2014
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IPRO

Improving Healthcare
for the Common Good

Final Findings

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing

State Contract Requirements
(Federal Regulation 438.214)

D. Other recognized monitoring organizations
appropriate to the practitioner’s specialty.

(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Prior Results & Follow-Up

Full-2014

The Contractor will use the format provided in
Appendix H to transmit the listed provider
credentialing elements to the Department. A
Credentialing Process Coversheet will be generated
per provider. The Credentialing Process Coversheet
will be submitted electronically to the Department’s
fiscal agent.

Full-2014

The Contractor shall establish ongoing monitoring of
provider sanctions, complaints and quality issues
between recredentialing cycles, and take appropriate
action.

Full-2014

The Contractor shall have written policies and
procedures for the initial and on-going assessment of
organizational providers with whom it intends to
contract or which it is contracted. Providers include,
but are not limited to, hospitals, home health
agencies, free-standing surgical centers, residential
treatment centers and clinics.

Full-2014

At least every three (3) years, the Contractor shall
confirm the provider is in good standing with state and
federal regulating bodies, including the Department,
and, has been accredited or certified by the
appropriate accrediting body and state certification
agency or has met standards of participation required
by the Contractor.

Full-2014
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KY EQRO ANNUAL REVIEW
impring Healdory March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

The Contractor shall have policies and procedures for Full-2014
altering conditions of the practitioners participation
with the Contractor based on issues of quality of care

and services.

The Contractor shall have procedures for reporting to Full-2014
the appropriate authorities, including the Department,
serious quality deficiencies that could result in a
practitioner’s suspension or termination.

If a provider requires review by the Contractor’s Substantial - Not addressed in Full This requirement is addressed in the
credentialing Committee, based on the Contractor’s policy/procedure. CAT Il example was Credentialing Policy.

quality criteria, the Contractor will notify the submitted as a sample report to DMS

Department regarding the facts and outcomes of the of a case where a provider requires

review in support of the State Medicaid credentialing review by the Credentialing

process. Committee.

Recommendation for Humana
CareSource

Policy QM-288-01 Provider Quality
Review Process and/or Credentialing
Policy should be revised to address
notification to the Department of facts
and outcomes by the credentialing
committee review based on quality
criteria.

MCO Response: Revision made to KY
Medicaid Credentialing and
Recredentialing policy (CR102) to state
the following: "e If a provider requires
review by Humana’s Credentials
Committee due to quality concerns,
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impring Healdory March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Credentialing Operations will notify the
Kentucky Medicaid Enroliment office.
Notification will include a summary of
the facts and outcomes of the
Committee’s review and how the
outcome supports the State’s Medicaid
credentialing process.

The Contractor shall use the provider types summaries | Full-2014
listed at:
http://chfs.ky.gov/dms/provEnr/Provider+Type+Summ
aries.htm

28.1 Network Providers to be Enrolled

The Contractor’s Network shall include Providers from Full-2014
throughout the provider community. The Contractor
shall comply with the any willing provider statute as
described in 907 KAR 1:672 and KRS 304.17A-270.
Neither the Contractor nor any of its Subcontractors
shall require a Provider to enroll exclusively with its
network to provide Covered Services under this
Contract as such would violate the requirement of 42
CFR Part 438 to provide Members with continuity of
care and choice. The Contractor shall enroll at least
one (1) Federally Qualified Health Center (FQHC) into
its network if there is a FQHC appropriately licensed to
provide services in the region or service area and at
least one teaching hospital.

In addition the Contractor shall enroll the following
types of providers who are willing to meet the terms
and conditions for participation established by the
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for the Common Good

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource
Final Findings

Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an Health Plan’s and DMS’
(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Contractor: physicians, psychiatrists advanced practice
registered nurses, physician assistants, free-standing
birthing centers, dentists, primary care centers
including, home health agencies, rural health clinics,
opticians, optometrists, audiologists, hearing aid
vendors, speech therapists, physical therapists,
occupational therapists, private duty nursing agency,
pharmacies, durable medical equipment suppliers,
podiatrists, renal dialysis clinics, ambulatory surgical
centers, family planning providers, emergency medical
transportation provider, non-emergency medical
transportation providers as specified by the
Department, other laboratory and x-ray providers,
individuals and clinics providing Early and Periodic
Screening, Diagnosis, and Treatment services,
chiropractors, community mental health centers,
psychiatric residential treatment facilities, hospitals
(including acute care, critical access, rehabilitation,
and psychiatric hospitals), local health departments,
and providers of EPSDT Special Services.

The Contractor shall also enroll Psychologists, Licensed
Professional Clinical Counselors, Licensed Marriage
and Family Therapists, Licensed Psychological
Practitioners, Behavioral Health Multi-Specialty
Groups, Certified Peer Support Providers, Certified
Parental Support Providers, and Licensed Clinical
Social Workers. The Contractor may also enroll other
providers, which meet the credentialing requirements,
to the extent necessary to provide covered services to
the Members.
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(See Final Page for Suggested Evidence)

Comments (Note: For any element that
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(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Enrollment forms shall include those used by the
Kentucky Medicaid Program as pertains to the
provider type. The Contractor shall use such
enrollment forms as required by the Department.

The Department will continue to enroll and certify
hospitals, nursing facilities, home health agencies,
independent laboratories, preventive health care
providers, FQHC, RHC and hospices. The Medicaid
provider file will be available for review by the
Contractor so that the Contractor can ascertain the
status of a Provider with the Medicaid Program and
the provider number assigned by the Kentucky
Medicaid Program.

Providers performing laboratory tests are required to Full-2014
be certified under the CLIA. The Department will
continue to update the provider file with CLIA
information from the OSCAR file provided by the
Centers for Medicare and Medicaid Services for all
appropriate providers. This will make laboratory
certification information available to the Contractor on
the Medicaid provider file.

The Contractor shall have written policies and Full-2014
procedures regarding the selection and retention of
the Contractor’s Network. The policies and procedures
regarding selection and retention must not
discriminate against providers who service high-risk
populations or who specialize in conditions that
require costly treatment or based upon that Provider’s
licensure or certification.
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documented in the Comments section)

(Federal Regulation 438.214)

If the Contractor declines to include individuals or Full-2014
groups of providers in its network, it shall give affected
providers written notice of the reason for its decision.

The Contractor must offer participation agreements Substantial - The documents provided Full This requirement is addressed in the Provider
with currently enrolled Medicaid providers who have do not address the requirement to Recruitment Policy.

received electronic health record incentive funds who offer participation agreements with

are willing to meet the terms and conditions for currently enrolled Medicaid providers

participation established by the Contractor. who have received EHR incentives.

Recommendation for Humana
CareSource

A policy/procedure addressing
enrollment of providers who have
received EHR incentive funds should be
developed.

MCO Response: Humana-CareSource
disagrees with this recommendation.
We feel that our P&P Quarterly Non
Par Report Review Process is broader
than the contract requirement and
therefore we are fully compliant.
Humana-CareSource reaches out to
any provider who is currently enrolled
in the KY Medicaid Program for
recruitment purposes. However, we
are happy to add language that the
providers currently enrolled in the KY
Medicaid Program and also received
electronic health record incentive
funds are included in this recruitment
initiative.
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Prior Results & Follow-Up

(Federal Regulation 438.214) Determination explanation of the deviation must be Responses and Plan of Action

documented in the Comments section)

Final Review Determination:
Substantial Compliance

Humana-CareSource’s procedure for
outreaching any provider who is
enrolled in Kentucky Medicaid for
network recruitment does address
fulfilling the requirement. However, to
be fully compliant with the
requirement, the MCO should add the
wording regarding “EHR incentive” to

its P/P.
28.2 Out-of-Network Providers _
The Department will provide the Contractor with a Substantial - Policy MM-10 Medical Full This requirement is addressed in the Medical
streamlined enrollment process to assign provider Management - Out of Network Management — Out of Network Referrals and
numbers for Out-of-network providers. Only out-of- Referrals and Negotiations addresses Negotiations Policy.
network hospitals and physicians are allowed to this requirement. However, the policy
complete the Registration short form in emergency does not address a streamlined The Kentucky Medicaid Enrollment
situations. The Contractor shall, in a format specified enrollment process to assign provider documentation provides Appendix A —
by the Department report all out-of-network numbers for out-of-network providers. Streamlined Kentucky Medicaid Enrollment
utilization by Members. Process, a flow chart that indicates the step-
Recommendation for Humana by-step process of enrollment to assign
CareSource provider numbers for out-of-network
Policy MM-10 should be updated to providers.

include the streamlined enrollment
process for out of network providers.

MCO Response: A hard copy of the KY
Medicaid Enrollment policy (CR301)
was provided to the auditors on site
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3/27/14.

Final Review Determination:
No change in compliance level.

Humana-CareSource did provide P/P
CR301 during the onsite audit,
however, language regarding the
“streamlined enrollment process” was
not found in the document.

28.3 Contractor’s Provider Network

The Contractor may enroll providers in their network Full-2014
who are not participating in the Kentucky Medicaid
Program. Providers shall meet the credentialing
standards described in Provider Credentialing and Re-
Credentialing of this Contract and be eligible to enroll
with the Kentucky Medicaid Program. A provider
joining the Contractor’s Network shall meet the
Medicaid provider enrollment requirements set forth
in the Kentucky Administrative Regulations and in the
Medicaid policy and procedures manual for fee-for-
service providers of the appropriate provider type. The
Contractor shall provide written notice to Providers
not accepted into the network along with the reasons
for the non-acceptance. A provider cannot enroll or
continue participation in the Contractor’s Network if
the provider has active sanctions imposed by
Medicare or Medicaid or SCHIP, if required licenses
and certifications are not current, if money is owed to
the Medicaid Program, or if the Office of the Attorney
General has an active fraud investigation involving the
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Provider or the Provider otherwise fails to
satisfactorily complete the credentialing process. The
Contractor shall obtain access to the National
Practitioner Database as part of their credentialing
process in order to verify the Provider’s eligibility for
network participation. Federal Financial Participation
is not available for amounts expended for providers
excluded by Medicare, Medicaid, or SCHIP, except for
Emergency Medical Services.

28.4 Enrolling Current Medicaid Providers

The Contractor will have access to the Department Full-2014
Medicaid provider file either by direct on-line inquiry
access, by electronic file transfer, or by means of an
extract provided by the Department. The Medicaid
provider master file is to be used by the Contractor to
obtain the ten-digit provider number assigned to a
medical provider by the Department, the Provider’s
status with the Medicaid program, CLIA certification,
and other information. The Contractor shall use the
Medicaid Provider number as the provider identifier
when transmitting information or communicating
about any provider to the Department or its Fiscal
Agent The Contractor shall transmit a file of Provider
data specified in this Contract for all credentialed
Providers in the Contractor’s network on a monthly
basis and when any information changes.

28.5 Enrolling New Providers and Providers not
Participating in Medicaid

A medical provider is not required to participate in the | Full-2014
Kentucky Medicaid Program as a condition of
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participation with the Contractor’s Network. If a
potential Provider has not had a Medicaid number
assigned, the Contractor will obtain all data and forms
necessary to enroll within the Contractor’s Network,
and include the required data in any transmission of
the provider file information with the exception of the
Medicaid Provider number.

28.6 Termination of Network Providers or
Subcontractors

A. The Contractor shall terminate from participation Full-2014
any Provider who (i) engages in an activity that
violates any law or regulation and results in
suspension, termination, or exclusion from the
Medicare or Medicaid program; (ii) has a license,
certification, or accreditation terminated, revoked or
suspended; (iii) has medical staff privileges at any
hospital terminated, revoked or suspended; or (iv)
engages in behavior that is a danger to the health,
safety or welfare of Members.

The Department shall notify the Contractor of Not Reviewed Full This requirement is addressed in the Provider

suspension, termination, and exclusion actions taken Lifecycle Management — Provider Termination
against Medicaid providers by the Kentucky Medicaid Policy.

program within three business days via e-mail. The
Contractor shall terminate the Provider effective upon
receipt of notice by the Department.

Section 7.3 (page 3) of the Provider
Agreement gives Humana the right to
terminate the Provider, effective
immediately.

The Contractor shall notify the Department of Full-2014
termination from Contractor’s network taken against a
Provider within three business days via email. The
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Contractor shall indicate in its notice to the
Department the reason or reasons for which the PCP
ceases participation.

The Contractor shall notify any Member of the Not Reviewed Substantial The Provider Lifecycle Management — Humana - CareSource agrees with the
Provider’s termination provided such Member has Provider Termination Policy addresses this finding given that the Member Handbook
received a service from the terminated Provider within requirement in item 5. updates were not approved for the 2014

contract year. The updates to the handbook
were approved by KDMS on 03/18/15. On
page 12 of the approved 2015 Member
Handbook, it details that notification of the
provider occurs within the regulatory and
contractual timeframes. Currently our
Provider Data Integrity Team initiates
Recommendation for Humana notification to affected members of provider
Humana’s 2015 Member Handbook has been | terminations according to requirements.
updated to include this regulatory
requirement in its entirety. It is

the previous six months. Such notice shall be mailed
within 15 days of the action taken if it is a PCP and
within 30 days for any other Provider.

Missing from the documentation is evidence
that Humana notifies the member of the
provider’s termination, provided such
member has received a service from the
terminated provider within the previous six
months.

recommended that Humana finalize its In order to prevent delays in approval of
Member Handbook and this standard be critical communications in the future,
reevaluated with the next audit cycle. Humana-CareSource will collaborate with

KDMS to establish a process for expected
turnaround times and escalation steps to
manage a more timely resolution
timeframe.

B. In the event a Provider terminates participation Full-2014
with the Contractor, the Contractor shall notify the
Department of such termination by Provider within
five business days via email. In addition, the
Contractor will provide all terminations monthly, via
the Provider Termination Report as referenced in
Appendix K. The Contractor shall indicate in its notice
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Review
Determination

State Contract Requirements
(Federal Regulation 438.214)

Prior Results & Follow-Up

Health Plan’s and DMS’
Responses and Plan of Action

to the Department the reason or reasons for which the
PCP ceases participation.
The Contractor shall notify any Member of the Not Reviewed Substantial This requirement is addressed in the Provider Humana - CareSource agrees with this
Provider’s termination provided such Member has Lifecycle Management — Provider Termination | determination as the updated handbook
received a service from the terminating Provider initem 7. was not available for the 2014 contract year.
within the previous six months. Such notice shall be . L At this time, Humana-CareSource is now
. . . . Missing from the documentation is evidence . R .
mailed the later of the following: (i) 30 days prior to - fully compliant with this contract
. Lo R that Humana notifies the member of the . .
the effective date of the termination or (ii) within 15 S, [ K requirement as KDMS approved this new
L . provider’s termination, provided such
days of receiving notice. X . handbook on 03/18/15. On page 12 of the
member has received a service from the X .
K . L R . approved 2015 Member Handbook, it details
terminated provider within the previous six e .
months that notification of the provider occurs
’ within the regulatory and contractual
Recommendation for Humana timeframes. Currently our Provider Data
Humana’s 2015 Member Handbook has been | Integrity Team initiates notification to
updated to include this regulatory affected members of provider terminations
requirement in its entirety. It is according to requirements.
recommended that Humana finalize its
Member Handbook and this standard be
reevaluated with the next audit cycle. In order to prevent delays in approval of
critical communications in the future,
Humana-CareSource will collaborate with
KDMS to establish a process for expected
turnaround times and escalation steps to
manage a more timely resolution
timeframe.
C. The Contractor may terminate from participation Not Reviewed Full This requirement is addressed in Section 7.4
any Provider who materially breaches the Provider of the Physician Provider Agreement
Agreement with Contractor and fails to timely and addresses this requirement (page 3).
adequately cure such breach in accordance with the
terms of the Provider Agreement.
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The Contractor shall notify any Member of the Not Reviewed Full This requirement is addressed in the Provider
Provider’s termination provided such Member has Lifecycle Management — Provider Termination
received a service from the terminating Provider Policy.

within the previous six months. Such notice shall be
mailed the later of the following: (i) within 15 days of
providing notice or (ii) 30 days prior to the effective
date of the termination.
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Final Findings
Quality Assessment and Performance Improvement: Structure and Operations — Credentialing

Scoring Grid:

Points Value 3 2 1 0
Number of Elements 8 2 0 0
Total Points 24 4 0 0

Points Range

Overall Compliance Determination:

3.0

2.0-2.99

1.0-1.99

0-0.99

Points Average

2.80

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review may adversely
affect the scoring of a requirement and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance MCO has met or exceeded requirements

Substantial Compliance  MCO has met most requirements but may be deficient in a small number of areas

Minimal Compliance MCO has met some requirements but has significant deficiencies requiring corrective action
Non- Compliance MCO has not met the requirements

Not Applicable Statement does not require a review decision

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review
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Final Findings
Quality Assessment and Performance Improvement: Structure and Operations — Credentialing
Suggested Evidence

Documents
Policies and Procedures for:
=  Enrollment of network providers
=  Enrollment of out-of-network providers
=  Provider Credentialing and Recredentialing including delegated credentialing
=  Monitoring of provider sanctions, complaints and quality issues between recredentialing cycles
= Altering conditions of participation
= Termination/Suspension of providers
= |nitial and ongoing assessment of organizational providers

Credentialing Committee description, membership, meeting agendas and minutes

Reports
Reports of oversight of delegated credentialing

Reports to DMS and/or other authorities of serious quality issues that could result in provider suspension or termination
Sample provider file report of provider credentialing for DMS Fiscal Agent
Sample reports to DMS of cases where a provider requires review by the Credentialing Committee

File Review
Sample of Credentialing and Recredentialing files for varied provider types selected by the EQRO
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Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

General Recommendation for Humana
CareSource:

Policies, procedures, reports and
documents should be consistent with
regard to branding/MCO name and
specific to Kentucky Medicaid. The full
MCO name, Humana CareSource, should
be used consistently.

27.3 Primary Care Provider Responsibilities

MCO Response: Humana-CareSource is
in the process of reviewing policies,
procedures, reports, and documents to
ensure branding consistency with the
“Humana-CareSource” name and logo.
Additionally, we are reviewing all
policies and procedures to ensure they
are Kentucky Medicaid specific.

A primary care provider (PCP) is a licensed or certified | Full-2014
health care practitioner, including a doctor of
medicine, doctor of osteopathy, advanced practice
registered nurse (including a nurse practitioner,
nurse midwife and clinical specialist), physician
assistant, or clinic (including a FQHC, primary care
center and rural health clinic), that functions within
the scope of licensure or certification, has admitting
privileges at a hospital or a formal referral agreement
with a provider possessing admitting privileges, and
agrees to provide twenty-four (24) hours per day,
seven (7) days a week primary health care services to
individuals. Primary care physician residents may
function as PCPs. The PCP shall serve as the
member's initial and most important point of contact
with the Contractor. This role requires a
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Final Findings

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

State Contract Requirements : : Comn'1ents (Note: For anY element that
(Federal Regulations 438.206, 438.207, Prior Results & L) deviates from the requirements, an Health Plan’s and DMS’
438.208, 438.114) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
’ documented in the Comments section)

responsibility to both the Contractor and the
Member. Although PCPs are given this responsibility,
the Contractors shall retain the ultimate
responsibility for monitoring PCP actions to ensure
they comply with the Contractor and Department
policies.

Specialty providers may serve as PCPs under certain Full-2014
circumstances, depending on the Member’s needs.
The decision to utilize a specialist as the PCP shall be
based on agreement among the Member or family,
the specialist, and the Contractor’s medical director.
The Member has the right to Appeal such a decision
in the formal Appeals process.

The Contractor shall monitor PCP’s actions to ensure
he/she complies with the Contractor’s and
Department’s policies including but not limited to the

following:

A. Maintaining continuity of the Member’s health Full-2014
care;

B. Making referrals for specialty care and other Full-2014

Medically Necessary services, both in and out of
network, if such services are not available within the
Contractor’s network;

C. Maintaining a current medical record for the Full-2014
Member, including documentation of all PCP and
specialty care services;

D. Discussing Advance Medical Directives with all Full-2014
Members as appropriate;
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State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

Full-2014

E. Providing primary and preventative care,
recommending or arranging for all necessary
preventive health care, including EPSDT for persons
under the age of 21 years;

F. Documenting all care rendered in a complete and Full-2014
accurate medical record that meets or exceeds the
Department’s specifications; and

G. Arranging and referring members when clinically Full-2014
appropriate, to behavioral health providers.

Maintaining formalized relationships with other PCPs Full-2014
to refer their Members for after-hours care, during
certain days, for certain services, or other reasons to
extend their practice. The PCP remains solely
responsible for the PCP functions (A) through (G)
above.

The Contractor shall ensure that the following
acceptable after-hours phone arrangements are
implemented by PCPs in Contractor’s Network and
that the unacceptable arrangements are not
implemented:

A. Acceptable

(1) Office phone is answered after hours by an Full-2014
answering service that can contact the PCP or
another designated medical practitioner and the PCP
or designee is available to return the call within a
maximum of thirty (30) minutes;

(2) Office phone is answered after hours by a Full-2014
recording directing the Member to call another
number to reach the PCP or another medical
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Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

practitioner whom the Provider has designated to
return the call within a maximum of thirty (30)
minutes; and

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

(3) Office phone is transferred after office hours to
another location where someone will answer the
phone and be able to contact the PCP or another
designated medical practitioner within a maximum of
thirty (30) minutes.

Full-2014

B. Unacceptable

(1) Office phone is only answered during office
hours;

Full-2014

(2) Office phone is answered after hours by a
recording that tells Members to leave a message;

Full-2014

(3) Office phone is answered after hours by a
recording that directs Members to go to the
emergency room for any services needed; and

(4) Returning after-hours calls outside of thirty (30)
minutes.

Full-2014

28.7 Provider Program Capacity Demonstration

Full-2014

The Contractor shall assure that all covered services
are as accessible to Members (in terms of timeliness,
amount, duration, and scope) as the same services as
are available to commercial insurance members in
the Contractor’s Region; and that no incentive is
provided, monetary or otherwise, to providers for the
withholding from Members of medically necessary
services.

Full-2014

The Contractor shall make available and accessible

Full-2014

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
2/2/2015

Page 4 of 19



IPRO

Improving Healthcare
for the Common Good

Final Findings
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438.208, 438.114)

to provide covered services consistent with the
requirements specified in this section.

facilities, service locations, and personnel sufficient

KY EQRO ANNUAL REVIEW
March 2015
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MCO: Humana-CareSource
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(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Emergency medical services shall be made available
to Members twenty-four (24) hours a day, seven (7)
days a week. Urgent care services by any provider in
the Contractor’s Program shall be made available
within 48 hours of request. The Contractor shall
provide the following:

Full-2014

A. Primary Care Provider (PCP) delivery sites that are:
no more than thirty (30) miles or thirty (30) minutes
from Members in urban areas, and for Members in
non-urban areas, no more than forty-five (45)
minutes or forty-five (45) miles from Member
residence; with a member to PCP (FTE) ratio not to
exceed 1500:1; and with appointment and waiting
times, not to exceed thirty (30) days from date of a
Member’s request for routine and preventive
services and forty-eight (48) hours for Urgent Care.

Full-2014

B. Specialty care in which referral appointments to
specialists shall not exceed thirty (30) days for
routine care or forty-eight (48) hours for Urgent Care;
except for Behavioral Health Services for which
emergency care with crisis stabilization must be
provided within twenty-four (24) hours, urgent care
which must be provided within forty-eight (48) hours,
services may not exceed fourteen (14) days post
discharge from an acute Psychiatric Hospital and sixty
(60) days for other referrals.

Full-2014

C. In addition to the above, the Contractor shall
include in its network Specialists designated by the

Full-2014
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

Department in no fewer number than 25% of the
Specialists enrolled in the Department’s Fee-for-
Service program by region; and include sufficient
pediatric specialists to meet the needs of Members
younger than 21 years of age. Access to Specialists
shall not exceed 60 miles or 60 minutes. In the event
there are less than 5 qualified Specialists in a
particular region, the 25% shall not apply to that
region.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

D. Immediate treatment for Emergency Care at a
health facility that is most suitable for the type of
injury, illness or condition, regardless of whether the
facility is in Contractor’s Network.

Full-2014

E. Access to hospital care shall not exceed 30 miles or
30 minutes of a Member’s residence in an urban
area, or 60 minutes of a Member’s residence in a
non-urban area, with the exception of Behavioral
Health Services and physical rehabilitative services
where access shall not exceed 60 miles or 60
minutes.

Full-2014

F. Access for general dental services shall not exceed
60 miles or 60 minutes. Any exceptions shall be
justified and documented by the Contractor.
Appointment and waiting times shall not exceed 3
weeks for regular appointments and 48 hours for
urgent care.

Full-2014

G. Access for general vision, laboratory and radiology
services shall not exceed 60 miles or 60 minutes. Any
exceptions shall be justified and documented by the
Contractor. Appointment and waiting times shall not
exceed 30 days for regular appointments and 48

Full-2014
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for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

hours for Urgent Care.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

terms and conditions with these specified providers,
it shall submit to the Department, for approval,
documentation which supports that adequate
services and service sites as required in this Contract
shall be provided to meet the needs of its Members
without contracting with these specified providers.

H. Access for Pharmacy services shall not exceed 60 Full-2014
miles or 60 minutes or the delivery site shall not be

further than 50 miles from the Member’s residence.

The Contractor is not required to provide

transportation services to Pharmacy services.

The Contractor shall attempt to enroll the following

Providers in its network as follows:

A. Teaching hospitals; Full-2014
B. FQHCs and rural health clinics; Full-2014
C. The Kentucky Commission for Children with Special | Full-2014
Health Care Needs; and

D. Community Mental Health Centers Full-2014
If the Contractor is not able to reach agreement on Full-2014

In consideration of the role that Department for
Public Health, which contracts with the local health
departments play in promoting population health of
the provision of safety net services, the Contractor
shall offer a participation agreement to the
Department of Public Health for local health
department services. Such participation agreements
shall include, but not be limited to, the following

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

provisions:

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

A. Coverage of the Preventive Health Package
pursuant to 907 KAR 1:360.

Full-2014

B. Provide reimbursement at rates commensurate
with those provided under Medicare.

Full-2014

The Contractor may also include any charitable
providers which serve Members in the Contractor
Region, provided that such providers meet
credentialing standards.

Full-2014

The Contractor shall demonstrate the extent to which
it has included providers who have traditionally
provided a significant level of care to Medicaid
Members. The Contractor shall have participating
providers of sufficient types, numbers, and specialties
in the service area to assure quality and access to
health care services as required for the Quality
Improvement program as outlined in Management
Information Systems. If the Contractor is unable to
contract with these providers, it shall submit to the
Department, for approval, documentation which
supports that adequate services and service sites as
required in the Contract shall be available to meet
the needs of its Members.

Full-2014

28.8 Provider Network Adequacy

The Contractor shall submit information in
accordance with Appendix G that demonstrates that
the Contractor has an adequate network that meets
the Department’s standards in Section 28.7. The MCO
shall notify the Department, in writing, of any

Full-2014
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Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

anticipated network changes that may impact
network standards herein.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

The Contractor shall update this information to
reflect changes in the Contractor’s Network on an
annual basis, or upon request by the Department.

Full-2014

28.9 Expansion and/or Changes in the Network

If at any time, the Contractor or the Department
determines that its Contractor Network is not
adequate to comply with the access standards
specified above for 95% of its Members, the
Contractor or Department shall notify the other of
this situation and within 15 business days the
Contractor shall submit a corrective action plan to
remedy the deficiency. The corrective action plan
shall describe the deficiency in detail, including the
geographic location and specific regions where the
problem exists, and identify specific action steps to
be taken by the Contractor and time- frames to
correct the deficiency.

Full-2014

In addition to expanding the service delivery network
to remedy access problems, the Contractor shall also
make reasonable efforts to recruit additional
providers based on Member requests. When
Members ask to receive services from a provider not
currently enrolled in the network, the Contractor
shall contact that provider to determine an interest in
enrolling and willingness to meet the Contractor’s
terms and conditions.

Full-2014

30.1 Medicaid Covered Services

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
2/2/2015

Page 9 of 19



IPRO KY EQRO ANNUAL REVIEW

March 2015

T o G Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

Full-2014

The Contractor shall provide, or arrange for the
provision of, the Covered Services listed in Appendix |
to Members in accordance with the Contract
standards, and according to the Department’s
regulations, state plan, policies and procedures
applicable to each category of Covered Services. The
Contractor shall be required to provide Covered
Services to the extent services are covered for
Members at the time of Enrollment.

The Contractor shall ensure that the care of new Full-2014
enrollees is not disrupted or interrupted. The
Contractor shall ensure continuity of care for new
Members receiving health care under fee for service
prior to enrollment in the Plan. Appendix | shall serve
as a summary of currently Covered Services that the
Contractor shall be responsible for providing to
Members. However, it is not intended, nor shall it
serve as a substitute for the more detailed
information relating to Covered Services which is
contained in applicable administrative regulations
governing Kentucky Medicaid services provision (907
KAR Chapter 1 and 907 KAR 3:005) and individual
Medicaid program services manuals incorporated by
reference in the administrative regulations.

After the Execution Date and the adjustment for ACA
compliance, to the extent a new or expanded
Covered Service is added by the Department to
Contractor’s responsibilities under this Contract,
(“New Covered Service”) the financial impact of such
New Covered Service will be evaluated from an
actuarial perspective by the Department, and
Capitation Rates to be paid to Contractor hereunder

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
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IPRO KY EQRO ANNUAL REVIEW

March 2015

T o G Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

will be adjusted accordingly to 12.2 and 39.16 herein.
The determination that a Covered Service is a New
Covered Service is at the discretion of the
Department. At least ninety (90) days before the
effective date of the addition of a New Covered
Service, the Department will provide written notice
to Contractor of any such New Covered Service and
any adjustment to the Capitation Rates herein as a
result of such New Covered Service. This notice shall
include: (i) an explanation of the New Covered
Service; (ii) the amount of any adjustment to
Capitation Rates herein as a result of such New
Covered Service; and (iii) the methodology for any
such adjustment.

The Contractor may provide, or arrange to provide, Full-2014
services in addition to the services described in
Attachment |, provided quality and access are not
diminished, the services are Medically Necessary
health services and cost-effective. The cost for these
additional services shall not be included in the
Capitation Rate. The Contractor shall notify and
obtain approval from Department for any new
services prior to implementation. The Contractor
shall notify the Department by submitting a proposed
plan for additional services and specify the level of
services in the proposal.

Any Medicaid service provided by the Contractor that | Full-2014
requires the completion of a specific form (e.g.,
hospice, sterilization, hysterectomy, or abortion), the
form shall be completed according to the appropriate
Kentucky Administrative Regulation (KAR). The
Contractor shall require its Subcontractor or Provider

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
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Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

shall be submitted to the Department upon request.

to retain the form in the event of audit and a copy

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

The Contractor shall not prohibit or restrict a
Provider from advising a Member about his or her
health status, medical care, or treatment, regardless
of whether benefits for such care are provided under
the Contract, if the Provider is acting within the
lawful scope of practice.

Full-2014

If the Contractor is unable to provide within its
network necessary medical services covered under
Appendix |, it shall timely and adequately cover these
services out of network for the Member for as long as
Contractor is unable to provide the services in
accordance with 42 CFR 438.206. The Contractor shall
coordinate with out-of-network providers with
respect to payment. The Contractor will ensure that
cost to the Member is no greater than it would be if
the services were provided within the Contractor’s
Network.

Full-2014

A Member who has received Prior Authorization from
the Contractor for referral to a specialist physician or
for inpatient care shall be allowed to choose from
among all the available specialists and hospitals
within the Contractor’s Network, to the extent
reasonable and appropriate.

Full-2014

32.3 Emergency Care, Urgent Care and Post
Stabilization Care

Emergency Care shall be available to Members 24
hours a day, seven days a week. Urgent Care services
shall be made available within 48 hours of request.

Full-2014

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
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Final Findings

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

Post Stabilization Care services are covered and
reimbursed in accordance with 42 CFR 422.113(c)
and 438.114(c).

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

32.4 Out-of-Network Emergency Care

The Contractor shall provide, or arrange for the
provision of Emergency Care, even though the
services may be received outside the Contractor’s
Network, in compliance with 42 CFR 438.114.

Full-2014

Payment for Emergency Services covered by a non-
contracting provider shall not exceed the Medicaid
fee-for service rate as required by Section 6085 of
the Deficit Reduction Act of 2005.

Full-2014

30.2 Direct Access Services

The Contractor shall make Covered Services available
and accessible to Members as specified in Appendix I.
The Contractor shall routinely evaluate Out-of-
Network utilization and shall contact high volume
providers to determine if they are qualified and
interested in enrolling in the Contractor’s network. If
so, the Contractor shall enroll the provider as soon as
the necessary procedures have been completed.
When a Member wishes to receive a direct access
service or receives a direct access service from an
Out-of-Network Provider, the Contractor shall
contact the provider to determine if it is qualified and
interested in enrolling in the network. If so, the
Contractor shall enroll the provider as soon as the
necessary enrollment procedures have been
completed.

Full-2014

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
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IPRO KY EQRO ANNUAL REVIEW

March 2015

T o G Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

The Contractor shall ensure direct access and may
not restrict the choice of a qualified provider by a
Member for the following services within the
Contractor’s network:

A. Primary care vision services, including the fitting Full-2014
of eye-glasses, provided by ophthalmologists,
optometrists and opticians;

B. Primary care dental and oral surgery services and Full-2014
evaluations by orthodontists and prosthodontists;

C. Voluntary family planning in accordance with Full-2014
federal and state laws and judicial opinion;

D. Maternity care for Members under 18 years of Full-2014
age;

E. Immunizations to Members under 21 years of age; Full-2014

F. Sexually transmitted disease screening, evaluation Full-2014
and treatment;

G. Tuberculosis screening, evaluation and treatment; | Non-Compliance - Not addressed in the Full This requirement is addressed in the Member
Member Handbook. Handbook on page 68.

Recommendation for Humana
CareSource

Direct access for tuberculosis screening,
evaluation and treatment should be
addressed in the Member Handbook.

MCO Response: We will add to our
Member Handbook under Direct Access
the following, “Tuberculosis screening,
evaluation and treatment.” A request to

#5_Tool_Access_2015 Humana_Final7.10.155 Humana
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438.208, 438.114)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

revise the Member Handbook under
Direct Access and add “Tuberculosis
screening, evaluation and treatment”
has been submitted.

H. Testing for Human Immunodeficiency Virus (HIV),
HIV-related conditions, and other communicable
diseases as defined by 902 KAR 2:020;

Full-2014

I. Chiropractic services; and

Full-2014

J. Women’s health specialists.

Full-2014

32.6 Voluntary Family Planning

The Contractor shall ensure direct access for any
Member to a Provider, qualified by experience and
training, to provide Family Planning Services, as such
services are described in Appendix | to this Contract.
The Contractor may not restrict a Member’s choice of
his or her provider for Family Planning Services.
Contractor must assure access to any qualified
provider of Family Planning Services without
requiring a referral from the PCP.

Full-2014

The Contractor shall maintain confidentiality for
Family Planning Services in accordance with
applicable federal and state laws and judicial
opinions for Members under eighteen (18) years of
age pursuant to Title X, 42 CFR 59.11, and KRS
214.185. Situations under which confidentiality may
not be guaranteed are described in KRS 620.030, KRS
209.010 et. seq., KRS 202A, and KRS 214.185.

Full-2014

All information shall be provided to the Member in a

New Requirement Minimal The requirement that all information be Humana - CareSource agrees with the
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KY EQRO ANNUAL REVIEW

March 2015
Torthe Cammen Good Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

State Contract Requirements
(Federal Regulations 438.206, 438.207,
438.208, 438.114)

confidential manner. Appointments for counseling provided to members in a confidential manner determination given this information was not
and medical services shall be available as soon as is found in the Member Handbook and the available for the 2014 contract year. Approval
possible with in a maximum of 30 days. If it is not Provider Manual. of the new Member handbook was obtained
possible to provide complete medical services to from KDMS on 03/18/15. Page 12 of 2015
Members less than 18 years of age on short notice, Missing from the documentation was the Member Handbook details that notification of
counseling and a medical appointment shall be regulatory language pertaining to counseling the provider occurs within the regulatory and
provided right away preferably within 10 days. and medical services. contractual timeframes.
Adolescents in particular shall be assured that Family
Planning Services are confidential and that any Recommendation for Humana The Provider Handbook is still with KDMS for
necessary follow-up will assure the Member’s Humana should add the regulatory language approval. During a meeting with Wayne
privacy. pertaining to counseling and medical service Dominick, KDMS, on 05/19/15, it was brought
appointments to its Family Planning Policy as up that the 2014 Provider Manual has been
well as to its Provider Manual and Member with KDMS since December 2014 for review
Handbook. and approval.
In order to prevent delays in approval of critical
communications in the future, Humana-
CareSource will collaborate with KDMS to
establish a process for expected turnaround
times and escalation steps to manage a more
timely resolution timeframe.
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Improving Healthcare
for the Common Good

Final Findings

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access

KY EQRO ANNUAL REVIEW

March 2015

Scoring Grid:

Compliance Level Full Substantial Minimal Non-Compliance
Points Value 3 2 1 0
Number of Elements 1 0 1 0
Total Points 3 0 1 0

Compliance Level
Points Range

Overall Compliance Determination:

3.0

Substantial

2.0-2.99

Minimal

1.0-1.99

Non-Compliance

0-0.99

Points Average 2.0

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review may adversely

affect the scoring of a requirement and result in possible sanctions by DMS.
Reviewer Decision:

Full Compliance MCO has met or exceeded requirements

Substantial Compliance  MCO has met most requirements but may be deficient in a small number of areas

Minimal Compliance
Non- Compliance
Not Applicable

MCO has not met the requirements
Statement does not require a review decision

MCO has met some requirements but has significant deficiencies requiring corrective action

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the

current review year, e.g., standard deemed due to full compliance achieved during prior review
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'IJPRO KY EQRO ANNUAL REVIEW

March 2015

Improving Healthcare

for the Comman Good Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access
Suggested Evidence

Documents
Policies/procedures for:

PCP responsibilities

Provider hours of operation and availability, including after-hours availability
Provider program capacity requirements

Access and availability standards

Emergency care, urgent care and post stabilization care

Out-of-network emergency care

Direct access services

Voluntary family planning

Referral for non-covered services

Referral and assistance with scheduling for specialty health care services

Process for monitoring of provider compliance with hours of operation and availability, including after-hours availability
Process for monitoring of provider compliance with PCP responsibilities

Sample provider contracts — one per provider type

Provider Manual

Benefit Summary (covered/non-covered services)

Corrective action plan submitted to DMS for inadequate access, if applicable
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'IJPRO KY EQRO ANNUAL REVIEW

: March 2015
Torthe Cammen Good Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource
Final Findings
Reports

Monitoring and follow-up of provider compliance with hours of operation and availability, including after-hours availability
Monitoring of provider compliance with PCP responsibilities
Geo Access network reports and maps (MCO Report #12A) for:

=  Primary care

= Specialty care

= Emergency care

=  Hospital care

= General dental services

= General vision, laboratory and radiology services

= Pharmacy services

Access and delivery network narrative reports (MCO Report #13)

Evidence of evaluation, analysis and follow-up related to provider program capacity reports
Reports of Out-of-Network Utilization

Evidence of evaluation, analysis and follow-up related to out-of-network utilization monitoring
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IPRO KY EQRO ANNUAL REVIEW
March 2015

Improving Healthcare

for the Common Good Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

General Recommendation for
Humana CareSource:

Policies, procedures, reports and
documents should be consistent
with regard to branding/MCO name
and specific to Kentucky Medicaid.
The full MCO name, Humana
CareSource, should be used
consistently.

20.6 Utilization Management

MCO Response: Humana-
CareSource is in the process of
reviewing policies, procedures,
reports, and documents to ensure
branding consistency with the
“Humana-CareSource” name and
logo. Additionally, we are reviewing
all policies and procedures to ensure
they are Kentucky Medicaid specific.

The Contractor shall have a comprehensive UM Full-2014
program that reviews services for Medical Necessity
and that monitors and evaluates on an ongoing
basis the appropriateness of care and services.

A written description of the UM program shall Full-2014
outline the program structure and include a clear
definition of authority and accountability for all
activities between the Contractor and entities to
which the Contractor delegates UM activities.

The description shall include the scope of the Full-2014
program;

#5a_Tool_ UM_2015 Humana_Final7.10.15
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IPRO KY EQRO ANNUAL REVIEW

: March 2015

ot Caramon Goad Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

the processes and information sources used to Full-2014

determine service coverage;

clinical necessity, appropriateness and Full-2014
effectiveness;

policies and procedures to evaluate care Full-2014
coordination, discharge criteria, site of services,
levels of care, triage decisions and cultural
competence of care delivery;

processes to review, approve, and deny services as Full-2014
needed, particularly but not limited to the EPSDT
program.

The UM program shall be evaluated annually, Full-2014
including an evaluation of clinical and service
outcomes.

The UM program evaluation along with any changes | Full-2014
to the UM program as a result of the evaluation
findings, will be reviewed and approved annually by
the Medical Director or the QI Committee.

The Contractor shall adopt Interqual, Milliman or Substantial - The Humana Full This requirement is addressed in the 2015
other nationally recognized standards and criteria CareSource UM Program Description Humana-CareSource Kentucky Utilization

for Medical Necessity review which shall be states that the plan uses nationally Management Program Description on page 5
approved by the Department. recognized standards and criteria; and 18-19.

however, document does not
address DMS approval.

Recommendation for Humana
CareSource

The Program Description should
include requirement for Department

#5a_Tool_ UM_2015 Humana_Final7.10.15
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KY EQRO ANNUAL REVIEW

: March 2015
Tor the Common Gaod Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

approval. Humana CareSource
should make the DMS approval
letter available for the compliance
reviewer.

MCO Response: Humana-
CareSource agrees with this
determination.

Humana-CareSource will update the
information in the overview section
of the UM Program to reflect...

“Outcome metrics, policy changes
and other program modifications
pertaining to Kentucky are reported
throughout the year to the Kentucky
Humana CareSource Quality
Assessment Committee and will be
submitted to the Kentucky
Department of Medicaid Services for
approval.”

This change will be submitted
through the required approval
process including the KDMS.

The Contractor shall include appropriate physicians Full-2014
and other providers in Contractor’s Network in the
review and adoption of Medical Necessity criteria.

The Contractor shall have in place mechanisms to Full-2014
check the consistency of application of review
criteria.
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MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

The written clinical criteria and protocols shall Full-2014
provide for mechanisms to obtain all necessary
information, including pertinent clinical
information, and consultation with the attending
physician or other health care provider as

appropriate.

The Medical Director shall supervise the UM Full-2014
program and shall be accessible and available for
consultation as needed. Decisions to deny a service
authorization request or to authorize a service in an
amount, duration, or scope that is less than
requested, must be made by a physician who has
appropriate clinical expertise in treating the
Member’s condition or disease.

The reason for the denial shall be cited. Full-2014

Physician consultants from appropriate medical and | Full-2014
surgical specialties shall be accessible and available
for consultation as needed.

The Medical Necessity review process shall be Substantial - This requirement is Full This requirement is addressed in the 2015
timely and shall include a provision for expedited addressed in the Humana Humana-CareSource Kentucky Utilization
reviews in urgent decisions. CareSource UM Program Description Management Program Description on pg. 18
and the Medical Management - and the Medical Management - Medical
Medical Necessity Determination Necessity Determination Policy on pages 4-5.
Policy. The MCO submitted the UM file within requirements —no expedited
UMC PA data and Report Summary reviews.
for QAC 7-2013. The MCO
demonstrated 100% compliance for The UM Committee —Meeting Minutes for June
meeting timeframes for 4 out of 5 26, 14 demonstrated compliance for meeting
months for non-urgent timeframes for authorization requests.
authorization requests and 5 out of
5 months for urgent authorization
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MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

requests.

UM File Review
9/10 files were processed timely.

Recommendation for Humana
CareSource

UM decisions should be completed
within the specified timeframes.

MCO Response: Humana-
CareSource agrees with this
determination.

Humana CareSource monitors
timeframes for medical necessity
reviews as outlined in the UM
Program description and Medical
Management — Medical Necessity
Determination Policy. Should a
failure to meet a timeframe occur, a
root cause analysis and corrective
actions are taken to remediate the
issue. Quality auditing is performed
as outlined in the Medical
Management — Quality Monitoring
of the Utilization Management

Activities.
A. The Contractor shall submit its request to Substantial - The Humana Full This requirement is addressed in the 2015
change any prior authorization requirement to the CareSource UM Program Description Humana-CareSource Kentucky Utilization
Department for review. states that “Outcome metrics, policy Management Program Description on page 5.

changes and other program
modifications pertaining to Kentucky
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Improving Healthcare
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State Contract Requirements
(Federal Regulations 438.210, 438.404,
422.208, 438.6)
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Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

Prior Results &
Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’
Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

are reported throughout the year to
the Kentucky Humana CareSource
Quality Assessment Committee”.

Recommendation for Humana
CareSource

MCO should revise the UM Program
Description to include any change to
prior authorization requirement
must be submitted to DMS for
review.

MCO Response: Humana-
CareSource agrees with this
determination.

Humana-CareSource will update the
information in the overview section
of the UM Program to reflect...

“Outcome metrics, policy changes
and other program modifications
pertaining to Kentucky are reported
throughout the year to the Kentucky
Humana CareSource Quality
Assessment Committee and will be
submitted to the Kentucky
Department of Medicaid Services for
approval.”

This change will be submitted
through the required approval
process including the KDMS.
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for the Common Good Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

B. For the processing of requests for initial and Full-2014
continuing authorization of services, the Contractor
shall require that its subcontractors have in place
written policies and procedures and have in effect a
mechanism to ensure consistent application of

review criteria for authorization decisions.

C. In the event that a Member or Provider requests | Full-2014
written confirmation of an approval, the Contractor
shall provide written confirmation of its decision
within 3 working days of providing notification of a
decision if the initial decision was not in writing.
The written confirmation shall be written in
accordance with Member Rights and
Responsibilities.

D. The Contractor shall have written policies and Full-2014
procedures that show how the Contractor will
monitor to ensure clinical appropriate overall
continuity of care.

E. The Contractor shall have written policies and Substantial - The Humana Full This requirement is addressed in the 2015
procedures that explain how prior authorization CareSource UM Program Description Humana-CareSource Kentucky Utilization
data will be incorporated into the Contractor’s states, “The UM Program is Management Program Description on pages
overall Quality Improvement Plan. integrated with the following 24-25.

programs, Quality Improvement
(Ql)...”, however, it does not explain,
specifically, how prior authorization
data will be incorporated into the
overall Quality Improvement Plan.

“RR CareSource Description Quality
Improvement Program” addresses
the incorporation of prior
authorization/utilization data on
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MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

Prior Results &
Follow-Up

Determination

Comments (Note: For any element that
Review deviates from the requirements, an

Health Plan’s and DMS’
explanation of the deviation must be Responses and Plan of Action

documented in the Comments section)

pages 11-12, under subcommittee
descriptions: “Utilization
Management Committee - The
Utilization Management Committee
(UMC) is charged with consideration
and approval of decisions related to
the Humana CareSource Utilization
Management program including
administrative and clinical direction,
ensuring compliance with Federal,
State, and accreditation
requirements. The purpose is to
ensure Humana CareSource
utilization management programs
and processes including review and
development of clinical criteria used
to make utilization review and
appeal determinations are
developed to promote the quality of
care provided to Humana
CareSource members consistent
with standards of care, and are
provided timely and consistently.
The committee will measure,
monitor and report utilization trends
including over and under-
utilization.”

On page 14: “Impact of the
pharmaceutical management
program including issues related to
under- and over-utilization of
services”

And on page 35: “On an annual
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Quality Assessment and Performance Improvement: Access — Utilization Management
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(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

basis, Humana CareSource
implements quality improvement
projects and activities aside from
those required by state and federal
entities. Projects are chosen based
on data analysis both internally and
externally to determine what quality
improvement activities to focus.
Data from the following sources is
routinely analyzed and results are
used to identify opportunities for
improvement: ...

4. Utilization/Disease Management

Recommendation for Humana
CareSource

Humana CareSource should revise
the UM Program Description to
specifically describe how prior
authorization data is incorporated in
the overall Quality Improvement
Plan.

MCO Response: Humana-
CareSource agrees. Humana-
CareSource will update the UM
Program to provide a more detailed
explanation as to how the UM data
is incorporated into the overall QI

plan.
F. The Contractor shall only provide coverage for New Requirement Substantial Clinical Trials Medical Poliey Draftincludes Humana - CareSource agrees with this finding.
randomized and controlled Phase Il and Phase IV Not Applicable some-but-notall-contractelements:clinical trial
clinical trials. is-a-Phase Hor N research-study: Humana - CareSource has updated the Clinical
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Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)
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(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Trials Medical Policy and presented to the Clinical

ClinieatFrinls-Medieal-Poliey Draft deesnet Policy Committee on 5/19/15. Anticipate final
include that the MCO shallonlyprovide approval and execution by 6/15
coverageforrandomized-and-controlled-Phase

m—aﬂd—nha—se#el-mam | } v

Recommendationfor-Humana

Final Review Determination
After discussion with DMS, this requirement is
considered Not Applicable.

Each subcontract must provide that consistent with Full-2014
42 CFR Sections 438.6(h) and 422.208,
compensation to individuals or entities that
conduct UM activities is not structured so as to
provide incentives for the individual or entity to
deny, limit, or discontinue medically necessary
services to a Member.

The program shall identify and describe the Full-2014
mechanisms to detect under-utilization as well as
over-utilization of services.

The written program description shall address the Full-2014
procedures used to evaluate Medical Necessity, the
criteria used, information sources, timeframes and
the process used to review and approve the
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IPRO KY EQRO ANNUAL REVIEW
March 2015

Improving Healthcare

for the Common Good Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

provision of medical services.

The Contractor shall evaluate Member satisfaction Full-2014
(using the CAHPS survey) and provider satisfaction
with the UM program as part of its satisfaction
surveys.

The UM program will be evaluated by DMS on an Full-2014
annual basis.

20.7 Adverse Actions Related to Medical Necessity
or Coverage Denials

The Contractor shall give the Member written Full-2014
notice if an Action related to medical necessity or
coverage denials that meets the language and
formatting requirements for Member materials, of
any action (not just service authorization actions)
within the timeframes for each type of action
pursuant to 42 CFR 438.210(c). The notice must

explain:

(a) The action the Contractor has taken or intends Full-2014

to take;

(b) The reasons for the action in clear, non- Full-2014

technical language that is understandable by a

layperson;

(c) The federal or state regulation supporting the New Requirement Includes UM file review results

action, if applicable.
6 of 6 were compliant. 4 files NA.

This requirement is addressed in the Medical
Management - Medical Necessity
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Final Findings

State Contract Requirements
(Federal Regulations 438.210, 438.404,
422.208, 438.6)
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March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access — Utilization Management

(See Final Page for Suggested Evidence)

Prior Results &
Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

(d) The Member’s right to appeal;

Full-2014

(e) The Member’s right to request a State hearing;

Non-Compliance: This requirement
is addressed in the Medical
Management — Member-Provider
Notification of Initial Determinations
Policy/Procedure.

UM File Review

10/10 files did not show evidence of
member’s right to a State Fair
Hearing included in the notice.
Humana advised during the onsite
review that the member must
exhaust the internal appeal process
before requesting a State hearing.
Confirmed with DMS that the initial
adverse determination notice should
inform the member of the right to a
State hearing once the MCO appeal
process is exhausted.

Recommendation for Humana
CareSource

The initial adverse determination
notice should include reference to
the member’s right to a State
hearing if the member requests an
appeal and the appeal upholds the
decision.

Minimal

Determination Policy on page 7 and Medical
Management — Member- Provider Notification
of Initial Determinations on page 4.

Includes UM file review results

1 of 10 of the UM Files in 2014 included the
member’s right to request a State hearing.
During the onsite interview, the plan explained
that a draft of the Notice of Action letter was
submitted to the State in October and recently
received state approval on 2/6/15. The MCO
provided a copy of an email showing denial
letter update approved by DMS on 2/6/15.

This requirement is addressed in the Medical
Management - Medical Necessity
Determination Policy on page 7, Medical
Management — Member- Provider Notification
of Initial Determinations on page 4 and
Member Denial Letter Update Draft.

Recommendation for Humana

The initial adverse determination notice should
include reference to the member’s right to a
State hearing.

The initial adverse determination notice should

include reference to the member’s right to a State
hearing if the member requests an appeal and the

appeal upholds the decision.

DMS Response
DMS has concerns with this requirement as it has

been two years in a row for failure to correct.
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MCO Response: Humana-
CareSource disagrees with this
determination. CareSource
understands that a member must
exhaust his/her appeal rights before
requesting a state fair hearing.
Currently, the initial denial letter
contains information on filing an
appeal, and the appeal upheld letter
contains information on filing a state
fair hearing. Originally, the letters
contained information about both
the appeal and the state fair hearing
but it caused member confusion so
the extraneous information was
deleted. We think this is the most
accurate and least confusing way to
explain to members their rights and
asks IPRO and the state to let our
letters continue to include only the
next step in the appeal process.

Final Review Determination:

No change in compliance level. It is
correct that the member must
exhaust the MCO appeal rights
before requesting a state hearing.
However, it was confirmed with
DMS that at the time of initial
denial, the MCOs must disclose the
member’s right to a SFH after
exhausting the appeal rights. This
can be communicated in one simple
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MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
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sentence. The entire SFH process
need not be described.

(f) Procedures for exercising Member’s rights to Full-2014
Appeal or file a Grievance;

(g) Circumstances under which expedited resolution | Full-2014
is available and how to request it; and

(h) The Member’s rights to have benefits continue Full-2014
pending the resolution of the Appeal, how to
request that benefits be continued, and the
circumstances under which the Member may be
required to pay the costs of these services.

20.8 Timeframe for Notice of Action Related to
Medical Necessity or Coverage Denials

The Contractor must give notice of an Action Full-2014
related to medical necessity or coverage denials at
least:

A. Ten (10) days before the date of Action when
the Action is a termination, suspension, or
reduction of a covered service authorized by the
Department, its agent or Contractor, except the
period of advanced notice is shortened to 5 days if
Member Fraud or Abuse has been determined.

B. The Contractor must give notice by the date of
the Action for the following:

1. In the death of a Member; Non-Compliance - The requirement
to give notice by the date of the
action in the event of the death of a
Member was not addressed in the
P/P in 2013. However, during the

This requirement is addressed in the Medical
Management - Medical Necessity
Determination Policy on page 7 and Medical
Management — Member- Provider Notification
of Initial Determinations on page 5.
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(Federal Regulations 438.210, 438.404,
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March 2015
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MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access — Utilization Management
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Prior Results &
Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

onsite review, the MCO provided a
copy of the revised draft Medical
Management — Member-Provider
Notification of Initial Determinations
- Policy MM-15 for review. At the
time of the review, the revisions
were pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 1.

2. A signed written Member statement requesting
service termination or giving information requiring
termination or reduction of services (where he
understands that this must be the result of
supplying that information);

Non-Compliance - The requirement
to give notice by the date of the
action in the event of a signed
written Member statement was not
addressed in the policy in 2013.
However, during the onsite review,
the MCO provided a copy of the
revised draft Medical Management
— Member-Provider Notification of
Initial Determinations - Policy MM-
15 for review. At the time of the
review, the revisions were pending

Full

This requirement is addressed in the Medical
Management - Medical Necessity
Determination Policy on page 7.
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approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 2.

3. The Member’s admission to an institution where Non-Compliance - The requirement Full This requirement is addressed in the Medical
he is ineligible for further services; to give notice by the date of the Management — Member- Provider Notification
action in the event of the Member’s of Initial Determinations on page 5.

admission to an institution where he
is ineligible for further services was
not addressed in the policy in 2013.
However, during the onsite review,
the MCO provided a copy of the
revised draft Medical Management
— Member-Provider Notification of
Initial Determinations - Policy MM-
15 for review. At the time of the
review, the revisions were pending
approval.

Recommendation for Humana
CareSource
The policy revisions should be
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approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 3.

4. The Member’s address is unknown and mail Non-Compliance - The requirement Full This requirement is addressed in the Medical
directed to him has no forwarding address; to give notice by the date of the Management — Member- Provider Notification
action in the event that the of Initial Determinations on page 5.

Member’s address is unknown and
mail directed to him has no
forwarding address was not
addressed in the policy in 2013.
However, during the onsite review,
the MCO provided a copy of the
revised draft Medical Management
— Member-Provider Notification of
Initial Determinations - Policy MM-
15 for review. At the time of the
review, the revisions were pending
approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
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Prior Results &
Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 4.

5. The Member has been accepted for Medicaid
services by another local jurisdiction;

Non-Compliance - The requirement
to give notice by the date of the
action in the event that the Member
has been accepted for Medicaid
services by another local jurisdiction
was not addressed in the policy in
2013. However, during the onsite
review, the MCO provided a copy of
the revised draft Medical
Management — Member-Provider
Notification of Initial Determinations
- Policy MM-15 for review. At the
time of the review, the revisions
were pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include

Full

This requirement is addressed in the Medical
Management — Member- Provider Notification
of Initial Determinations on page 5.
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the language for Section B 5.

6. The Member’s physician prescribes the change Non-Compliance - The requirement Full This requirement is addressed in the Medical
in the level of medical care; to give notice by the date of the Management — Member- Provider Notification
action in the event that the of Initial Determinations on page 5.

Member’s physician prescribes the
change in the level of medical care
was not addressed in the policy in
2013. However, during the onsite
review, the MCO provided a copy of
the revised draft Medical
Management — Member-Provider
Notification of Initial Determinations
- Policy MM-15 for review. At the
time of the review, the revisions
were pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 6.

7. An adverse determination made with regard to Non-Compliance - The requirement Full This requirement is addressed in the Medical
the preadmission screening requirements for to give notice by the date of the Management — Member- Provider Notification
nursing facility admissions on or after January 1, action in the event of an adverse of Initial Determinations on page 5.
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Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

1989; determination made with regard to
the preadmission screening
requirements for nursing facility
admissions was not addressed in the
policy in 2013. However, during the
onsite review, the MCO provided a
copy of the revised draft Medical
Management — Member-Provider
Notification of Initial Determinations
- Policy MM-15 for review. At the
time of the review, the revisions
were pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 7.

8. The safety or health of individuals in the facility Non-Compliance - The requirement Full This requirement is addressed in the Medical
would be endangered, the Member’s health to give notice by the date of the Management — Member- Provider Notification
improves sufficiently to allow a more immediate action in the event that the safety or of Initial Determinations on page 5.

transfer or discharge, an immediate transfer or health of individuals in the facility...,

discharge is required by the member’s urgent the Member’s health improves

medical needs, or a Member has not resided in the sufficiently... an immediate transfer

nursing facility for thirty (30) days. or discharge is required..., or a
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KY EQRO ANNUAL REVIEW

: March 2015

fof e Common Gaod Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

Member has not resided in the
nursing facility...was not addressed
in the policy in 2013. However,
during the onsite review, the MCO
provided a copy of the revised draft
Medical Management — Member-
Provider Notification of Initial
Determinations - Policy MM-15 for
review. At the time of the review,
the revisions were pending
approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Member-Provider
Notification of Initial
Determinations- Policy MM-15 was
approved on 04/2014 and include
the language for Section B 8.

C. The Contractor must give notice on the date of Full-2014
the Action when the Action is a denial of payment.

D. The Contractor must give notice as expeditiously Substantial - The Medical Full Includes UM file review results

as the Member’s health condition requires and Management Medical Necessity

within State-established timeframes that may not Determination Policy addresses the 10 of 10 files met the timeliness standard.
exceed two (2) business days following receipt of ability of the member or provider to

the request for service, with a possible extension of | request an extension of up to 14 This requirement is addressed in the Medical
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KY EQRO ANNUAL REVIEW

: March 2015
fof e Common Gaod Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

up to fourteen (14) additional days, if the Member, days. The policy states that non- Management - Medical Necessity
or the Provider, requests an extension, or the emergent decisions will be Determination Policy on page 4.
Contractor justifies a need for additional determined within two (2) business

information and how the extension is in the days consistent with the State

Member’s interest. Contract requirement.

In regard to non-urgent decisions,
there is no mention of the decision
being made as expeditiously as the
member’s health condition requires.

During the onsite review, Humana
Care Source provided a revised draft
version of the Medical Management
Medical Necessity Determination
Policy for review. The revisions are
pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Medical Necessity
Determinations Policy MM-06 was
approved on 04/2014 and include
the language for Section D.

If the Contractor extends the timeframe, the Substantial - The Medical Full Includes UM file review results
Contractor must give the Member written notice of Management Medical Necessity
the reason for the decision to extend the timeframe | Determination Policy states, This requirement is addressed in the Medical
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KY EQRO ANNUAL REVIEW

: March 2015
fof e Common Gaod Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

and inform the Member of the right to file a “Requests for prospective medical Management - Medical Necessity
Grievance if he or she disagrees with that decision; or behavioral health reviews may be Determination Policy on page 4.
and issue and carry out the determination as extended one time for up to 14

expeditiously as the Member’s health condition calendar days provided that an

requires and no later than the date the extension extension is requested by the

expires. member or provider and is

necessary because of matters
beyond the control of the Plan.
Notice is given in writing to the
member, prior to the expiration of
the initial 14 calendar day period of
the circumstances requiring the
extension and the date when the
decision is expected to be made and
of the right to file a grievance if he
or she disagrees with the Plan’s
decision to grant an extension.”
However, this does not address the
plan carrying out the determination
as expeditiously as the member’s
health condition requires.

During the onsite review, Humana
CareSource provided a revised draft
version of the Medical Management
Medical Necessity Determination
Policy for review. The revisions are
pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.
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KY EQRO ANNUAL REVIEW

: March 2015
fof e Common Gaod Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

State Contract Requirements Comments (Note: For any element that
(Federal Regulations 438.210, 438.404, Prior Results & Review deviates from the requirements, an Health Plan’s and DMS’
422.208, 438.6) Follow-Up Determination explanation of the deviation must be Responses and Plan of Action
documented in the Comments section)

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Medical Necessity
Determinations Policy MM-06 was
approved on 04/2014 and include
the language for Section D.

E. For cases in which a Provider indicates, or the Substantial - The Medical Full This requirement is addressed in the Medical
Contractor determines, that following the standard Management Medical Necessity Management - Medical Necessity

timeframe could seriously jeopardize the Member’s | Determination Policy states, Determination Policy on page 4.

life or health or ability to attain, maintain, or regain “Kentucky Prospective (Pre-service)

maximum function, the Contractor must make an Decisions

expedited authorization decision and provide notice | 1. Prospective review of urgent

as expeditiously as the Member’s health condition medical or behavioral health care

requires and no later than two (2) business days requests in which a Provider

after receipt of the request for service. indicates or CareSource determines

that following the standard
timeframe could seriously
jeopardize the Member’s life or
health or ability to attain, maintain
or regain maximum function no later
than 72 hours (3 calendar days) of
receipt of request or as
expeditiously as the member’s
condition warrants.” This indicates
3 calendar days, rather than 2
working days after receipt of the
request.

During the onsite review, Humana
CareSource provided a revised draft
version of the Medical Management

#5a_Tool_ UM_2015 Humana_Final7.10.15
2/2/2015 Page 24 of 28



Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.210, 438.404,
422.208, 438.6)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access — Utilization Management

(See Final Page for Suggested Evidence)

Prior Results &
Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Health Plan’s and DMS’
Responses and Plan of Action

Medical Necessity Determination
Policy for review. The policy
revisions are pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Medical Necessity
Determinations Policy MM-06 was
approved on 04/2014 and include
the language for Section E.

F. The Contractor shall give notice on the date that
the timeframes expire when service authorization
decisions not reached within the timeframes for

An untimely service authorization constitutes a
denial and is thus and adverse action.

either standard or expedited service authorizations.

Substantial - Timeframes for
determinations are addressed in the
Medical Management Member-
Provider Notification of Initial
Determinations policy and the
Medical Management Medical
Necessity Determination Policy.
Issuance of notice on the date that
timeframes expire is not addressed
in either policy.

During the onsite visit, Humana
CareSource presented a revised
drafted Medical Management
Medical Necessity Determination
Policy that includes the following:
“Notice will be given on the date

Full

This requirement is addressed in the Medical
Management - Medical Necessity
Determination Policy on page 4.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations 438.210, 438.404,

422.208, 438.6)

KY EQRO ANNUAL REVIEW
March 2015

Period of Review: January 1, 2014 — December 31, 2014

MCO: Humana-CareSource

Quality Assessment and Performance Improvement: Access — Utilization Management
(See Final Page for Suggested Evidence)

Prior Results &
Follow-Up

Comments (Note: For any element that
Review deviates from the requirements, an

Health Plan’s and DMS’

Determination explanation of the deviation must be Responses and Plan of Action

documented in the Comments section)

that the timeframes expire when
service authorization decisions are
not reached within the timeframes
for either standard or expedited
service authorizations. An untimely
service authorization constitutes a
denial and is thus and adverse
action.” The policy revisions are
pending approval.

Recommendation for Humana
CareSource

The policy revisions should be
approved and implemented.

MCO Response: Humana-
CareSource agrees with this
determination. Medical
Management- Medical Necessity
Determinations Policy MM-06 was
approved on 04/2014 and include
the language for Section F.
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KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Improving Healthcare
for the Common Good

Final Findings
Quality Assessment and Performance Improvement: Access — Utilization Management

Scoring Grid:

Points Value 3 2 1 0
Number of Elements 17 0 1 0
Total Points 51 0 1 0

Points Range

Overall Compliance Determination:

3.0

2.0-2.99

1.0-1.99

0-0.99

Points Average

2.89

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review may adversely
affect the scoring of a requirement and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance MCO has met or exceeded requirements

Substantial Compliance  MCO has met most requirements but may be deficient in a small number of areas

Minimal Compliance MCO has met some requirements but has significant deficiencies requiring corrective action
Non- Compliance MCO has not met the requirements

Not Applicable (NA) Statement does not require a review decision; for reviewer information purposes

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review
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KY EQRO ANNUAL REVIEW
March 2015

Improving Healthcare

for the Common Geod Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Quality Assessment and Performance Improvement: Access — Utilization Management
Suggested Evidence

Documents
Policies/procedures for:
= Utilization management
= Review and adoption of medical necessity criteria
=  Monitoring to ensure clinically appropriate overall continuity of care
= |ncorporation of prior authorization data into Ql plan

UM Program Description

Contracts with any subcontractors delegated for UM

Evidence of provider involvement in the review and adoption of medical necessity criteria
UM Committee description and minutes

Process for detecting under-utilization and over-utilization of services

Reports
UM Program Evaluation

Monitoring of consistent application of review criteria and any follow-up actions
CAHPS Report
Provider Satisfaction Survey Report

File Review
Sample of UM files selected by EQRO
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KY EQRO ANNUAL REVIEW

March 2015
Improving Healthcars Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

General Recommendation for Humana
CareSource:

Policies, procedures, reports and documents
should be consistent with regard to
branding/MCO name and specific to Kentucky
Medicaid. The full MCO name, Humana
CareSource, should be used consistently.

36. Program Integrity

MCO Response: Humana-CareSource is in the
process of reviewing policies, procedures,
reports, and documents to ensure branding
consistency with the “Humana-CareSource”
name and logo. Additionally, we are
reviewing all policies and procedures to
ensure they are Kentucky Medicaid specific.

The Contractor shall have arrangements and policies
and procedures that comply with all state and
federal statutes and regulations including 42 CFR
438.608 and Section 6032 of the Federal Deficit
Reduction Act of 2005, governing fraud, waste and
abuse requirements.

The Contractor shall develop in accordance with Full-2014
Appendix L, a Program Integrity plan of internal
controls and policies and procedures for preventing,
identifying and investigating enrollee and provider
fraud, waste and abuse. If the Department changes
its program integrity activities, the Contractor shall
have up to 6 months to provide a new or revised
program. This plan shall include, at a minimum:
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KY EQRO ANNUAL REVIEW
IPRO March 2015
\mproving Wealthears Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

A. Written policies, procedures, and standards of Full-2014
conduct that articulate the organization’s
commitment to comply with all applicable federal

and state standards;

B. The designation of a compliance officer and a Full-2014
compliance committee that are accountable to
senior management;

C. Effective training and education for the Full-2014
compliance officer, the organization’s employees,
subcontractors, providers and members regarding
fraud, waste and abuse;

D. Effective lines of communication between the Full-2014
compliance officer and the organization’s

employees;

E. Enforcement of standards through disciplinary Full-2014
guidelines;

F. Provision for internal monitoring and auditing of Full-2014

the member and provider;

G. Provision for prompt response to detected Full-2014
offenses, and for development of corrective action
initiatives relating to the Contractor’s contract;

H. Provision for internal monitoring and auditing of Full-2014
Contractor and its subcontractors; if issues are found
Contractor shall provide corrective action taken to
the Department;

I. Contractor shall be subject to on-site review; and Full-2014
comply with requests from the department to supply
documentation and records;
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KY EQRO ANNUAL REVIEW
IPRO March 2015
\mproving Wealthears Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

Full-2014

J. Contractor shall create an account receivables
process to collect outstanding debt from members
or providers; and provide monthly reports of activity
and collections to the department;

K. Contractor shall provide procedures for appeal Full-2014
process;
L. Contractor shall comply with the expectations of Full-2014

42 CFR 455.20 by employing a method of verifying
with member whether the services billed by provider
were received by randomly selecting a minimum
sample of 500 claims on a monthly basis;

M. Contractor shall create a process for card sharing Full-2014
cases;

N. Contractor shall run algorithms on Claims data Full-2014
and develop a process and report quarterly to the
Department all algorithms run, issues identified,
actions taken to address those issues and the
overpayments collected;

0. Contractor shall follow cases from the time they Full-2014
are opened until they are closed; and

P. Contractor shall attend any training given by the Full-2014
Commonwealth/Fiscal Agent or other Contractor’s
organizations provided reasonable advance notice is
given to Contractor of the scheduled training.

The plan shall be made available to the Department Full-2014
for review and approval.

9.1 Administration/Staffing
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KY EQRO ANNUAL REVIEW
IPRO March 2015
\mproving Wealthears Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

The Contractor shall provide the following functions
that shall be staffed by a sufficient number of
qualified persons to adequately provide for the
member enrollment and services provided.

B. A Compliance Director whose responsibilities shall Full-2014
be to ensure financial and programmatic
accountability, transparency and integrity. The
Compliance Director shall maintain current
knowledge of Federal and State legislation,
legislative initiatives, and regulations relating to
Contractor and oversee the Contractor’s compliance
with the laws and Contract requirements of the
Department. The Compliance Director shall also
serve as the primary contact for and facilitate
communications between Contractor leadership and
the Department relating to Contract compliance
issues. The Compliance Director shall also oversee
Contractor implementation of and evaluate any
actions required to correct a deficiency or address
noncompliance with Contract requirements as
identified by the Department.

Q, A Program Integrity Coordinator who shall Full-2014
coordinate, manage and oversee the Contractor’s
Program Integrity unit to reduce fraud and abuse of
Medicaid services.

37.15 Ownership and Financial Disclosure

The Contractor agrees to comply with the provisions Full-2014
of 42 CFR 455.104. The Contractor shall provide true
and complete disclosures of the following
information to Finance, the Department, CMS,
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KY EQRO ANNUAL REVIEW
IPRO March 2015
\mproving Wealthears Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

and/or their agents or designees, in a form
designated by the Department (1) at the time of
each annual audit, (2) at the time of each Medicaid
survey, (3) prior to entry into a new contract with
the Department, (4) upon any change in operations
which affects the most recent disclosure report, or
(5) within thirty-five (35) days following the date of
each written request for such information:

A. The name and address of each person with an Full-2014
ownership or control interest in (i) the Contractor or
(ii) any Subcontractor or supplier in which the
Contractor has a direct or indirect ownership of five
percent (5%) or more, specifying the relationship of
any listed persons who are related as spouse, parent,
child, or sibling;

B. The name of any other entity receiving Full-2014
reimbursement through the Medicare or Medicaid
programs in which a person listed in response to
subsection (a) has an ownership or control interest;

C. The same information requested in subsections (a) | Full-2014
and (b) for any Subcontractors or suppliers with
whom the Contractor has had business transactions
totaling more than $25,000 during the immediately
preceding twelve-month period;

D. A description of any significant business Full-2014
transactions between the Contractor and any wholly-
owned supplier, or between the Contractor and any
Subcontractor, during the immediately preceding
five-year period;

E. The identity of any person who has an ownership Full-2014
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

or control interest in the Contractor, any
Subcontractor or supplier, or is an agent or managing
employee of the Contractor, any Subcontractor or
supplier, who has been convicted of a criminal
offense related to that person’s involvement in any
program under Medicare, Medicaid, or the services
program under Title XX of the Act, since the
inception of those programs;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

Prior Results & Follow-Up

F. The name of any officer, director, employee or
agent of, or any person with an ownership or
controlling interest in, the Contractor, any
Subcontractor or supplier, who is also employed by
the Commonwealth or any of its agencies; and

Full-2014

G. The Contractor shall be required to notify the
Department immediately when any change in
ownership is anticipated. The Contractor shall
submit a detailed work plan to the Department and
to the DOI during the transition period no later than
the date of the sale that identifies areas of the
contract that may be impacted by the change in
ownership including management and staff.

Full-2014

State Contract, Appendix L

ORGANIZATION:
The Contractor’s Program Integrity Unit (PIU) shall
be organized so that:

A. Required Fraud, Waste and Abuse activities are
conducted by staff with separate authority to direct
PIU activities and functions specified in this Appendix
on a continuous and on-going basis;

Full-2014
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KY EQRO ANNUAL REVIEW
IPRO March 2015
\mproving Wealthears Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

B. Written policies, procedures, and standards of Full-2014
conduct that demonstrate the organization’s
commitment to comply with all applicable federal

and state regulations and standards;

C. The unit establishes, controls, evaluates and Full-2014
revises Fraud, Waste and Abuse detection,
deterrent and prevention procedures to ensure
compliance with Federal and State requirements;

D. The staff consists of a compliance officer in Full-2014
addition to auditing and clinical staff;

E. The unit prioritizes work coming into the unit to Full-2014
ensure that cases with the greatest potential
program impact are given the highest priority.
Allegations or cases having the greatest program
impact include cases involving:

(1) Multi-State fraud or problems of national scope, Full-2014
or Fraud or Abuse crossing partnership boundaries;

(2) High dollar amount of potential overpayment; or Full-2014

(3) Likelihood for an increase in the amount of Fraud Full-2014
or Abuse or enlargement of a pattern.

F. Ongoing education is provided to Contractor staff Full-2014
on Fraud, Waste and Abuse trends including CMS
initiatives; and

G. Contractor attends any training given by the Full-2014
Commonwealth/Fiscal Agent, its designees, or other
Contractor’s organizations provided reasonable
advance notice is given to Contractor of the
scheduled training.
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KY EQRO ANNUAL REVIEW
IPRO March 2015
\mproving Wealthears Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

FUNCTION:
Contractor/Contractor’s PIU shall:

A. Prevent Fraud, Waste and Abuse by identifying Full-2014
vulnerabilities in the Contractor’s program including
identification of Member and Provider Fraud, Waste
and Abuse and taking appropriate action including
but not limited to the following: (1) Recoupment of
overpayments; (2) Changes to policy; (3) Dispute
resolution meetings; and (4) Appeals.

B. Proactively detect incidents of Fraud, Waste and Full-2014
Abuse that exist within the Contractor’s program
through the use of algorithms, investigations and
record reviews;

C. Determine the factual basis of allegations Full-2014
concerning Fraud or Abuse made by Members,
Providers and other sources;

D. Initiate appropriate administrative actions to Full-2014
collect overpayments;

E. Refer potential Fraud, Waste and Abuse cases to Full-2014
the OIG with copy to the Department for preliminary
investigation and possible referral for civil and
criminal prosecution and administrative sanctions;

F. Initiate and maintain network and outreach Full-2014
activities to ensure effective interaction and
exchange of information with all internal
components of the Contractor as well as outside
groups;

G. Make and receive recommendations to enhance Full-2014
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

the ability of the Parties to prevent, detect and deter
Fraud, Waste or Abuse;

KY EQRO ANNUAL REVIEW
March 2015

Period of Review: January 1, 2014 — December 31, 2014

Prior Results & Follow-Up

MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

H. Provide for prompt response to detected offenses
and for the development of corrective action
initiatives relating to the Contractor’s contract;

Full-2014

I. Provide for internal monitoring and auditing of
Contractor and it subcontractors; and supply the
Department with reports on a quarterly basis or as-
requested basis on its activity and ad hocs as
necessary;

Full-2014

J. Be subject to on-site review and fully comply with
requests from the Department to supply
documentation and records; and

Full-2014

K. Create an accounts receivable process to collect
outstanding debt from members or providers; and
provide monthly reports of activity and collections to
the Department.

Full-2014

L. Allow the Department to collect and retain any
overpayments if the Contractor has not taken
appropriate action to collect the overpayment after
180 days;

New Requirement

This requirement is addressed in the Fraud
Waste and Abuse Policy on page 8.

M. Conduct continuous and on-going reviews of all Full-2014
MIS data including Member and Provider Grievances

and Appeals for the purpose of identifying

potentially fraudulent acts;

N. Conduct regular post-payment audits of Provider Full-2014

billings, investigate payment errors, produce
printouts and queries of data and report the results

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

of their work to the Department;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

Prior Results & Follow-Up

0. Conduct onsite and desk audits of Providers and
report the results including identified overpayments
and recommendations to the Department;

Full-2014

P. Locally maintain cases under investigation for
possible Fraud, Waste or Abuse activities and
provide these lists and entire case files to the
Department and OIG upon demand;

Full-2014

Q. Designate a contact person to work with
investigators and attorneys from the Department
and OIG;

Full-2014

R. Ensure the integrity of PIU referrals to the
Department and shall not subject referrals to the
approval of the Contractor’s management or
officials;

Full-2014

S. Comply with the expectations of 42 CFR 455.20 by
employing a method of verifying with a Member
whether the services billed by Provider were
received by randomly selecting a minimum sample of
500 claims on a monthly basis;

Full-2014

T. Run algorithms on billed claims data over a time
span sufficient to identify potential fraudulent billing
patterns and develop a process and report quarterly
or as otherwise requested to the Department all
algorithms, issues identified, actions taken to
address those issues and the overpayments
collected;

Full-2014

U .Collect administratively from Members for

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

overpayments that were declined prosecution for
Medicaid Program Violations (MPV);

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

Prior Results & Follow-Up

V. Comply with the program integrity requirements
set forth in 42 CFR 438.608 and provide policies and
procedures to the Department for review and
approval;

Full-2014

W. Report to the Department any Provider denied
enrollment by Contractor for any reason, including
those contained in 42 CFR 455.106, within 5 days of
the enrollment denial;

Full-2014

X. Recover overpayments from providers and
identify Providers for pre-payment review as a result
of the Provider’s activities;

Full-2014

Y. Comply with the program integrity requirements
of the Patient Protection and Affordable Care Act as
directed by the Department; and

Full-2014

Z. Correct any weaknesses, deficiencies, or
noncompliance items identified as a result of a
review or audit conducted by the Department, CMS,
or by any other State or Federal Agency or agent
thereof that has oversight of the Medicaid program.
Corrective action shall be completed the earlier of 30
calendar days or the timeframes established by
Federal and state laws and regulations.

Full-2014

PATIENT ABUSE:

Incidents or allegations concerning physical or
mental abuse of Members shall be immediately
reported to the Department for Community Based
Services in accordance with state law with copy to

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

the Department and OIG.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

Prior Results & Follow-Up

COMPLAINT SYSTEM:

The Contractor’s PIU shall operate a system to
receive, investigate and track the status of Fraud,
Waste and Abuse complaints from Members,
Providers and all other sources which may be made
against the Contractor, Providers or Members. The
system shall contain the following:

A. Upon receipt of a complaint or other indication of
potential Fraud or Abuse, the Contractor’s PIU shall
conduct a preliminary inquiry to determine the
validity of the complaint;

Full-2014

B. The PIU should review background information
and MIS data; however, the preliminary inquiry
should not include interviews with the subject
concerning the alleged instance of Fraud or Abuse;

Full-2014

C. If the preliminary inquiry results in a reasonable
belief that the complaint does not constitute Fraud
or Abuse, the PIU should not refer the case to OIG;
however, the PIU shall take whatever remedial
actions may be necessary, up to and including
administrative recovery of identified overpayments;

Full-2014

D. If the preliminary inquiry results in a reasonable
belief that Fraud or Abuse has occurred, the PIU shall
refer the case and all supporting documentation to
the OIG, with a copy to the Department;

Full-2014

E. OIG will review the referral and attached
documentation, make a determination and notify
the PIU as to whether OIG will investigate the case or

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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KY EQRO ANNUAL REVIEW
IPRO March 2015
improving Healthcare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action
documented in the Comments section)

return it to the PIU for appropriate administrative
action;

F. If in the process of conducting a preliminary Full-2014
review, the PIU suspects a violation of either criminal
Medicaid Fraud statutes or the Federal False Claims
Act, the PIU shall immediately notify the OIG with a
copy to the Department of their findings and
proceed only in accordance with instructions
received from the OIG;

G. If the OIG determines that it will keep a case
referred by the PIU, the OIG will conduct a
preliminary investigation, gather evidence, write a
report and forward information to the Department,
the PIU, or if warranted, to the Attorney General’s
Medicaid Fraud Control Unit, for appropriate actions;

H. If the OIG opens an investigation based on a
complaint received from a source other than the
Contractor, OIG will, upon completion of the
preliminary investigation, provide a copy of the
investigative report to the Department, the PIU, or if
warranted, to MFCU, for appropriate actions;

I. If the OIG investigation results in a referral to the
MFCU and/or the U.S. Attorney, the OIG will notify
the Department and the PIU of the referral. The
Department and the PIU shall only take actions
concerning these cases in coordination with the law
enforcement agencies that received the OIG referral;

J. Upon approval of the Department, Contractor shall | Full-2014
suspend Provider payments in accordance with
Section 6402 (h)(2) of the Affordable Care Act

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
2/2/2015
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

pending investigation of credible allegation of fraud;
these efforts shall be coordinated through the
Department;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

Prior Results & Follow-Up

K. Upon completion of the PIU’s preliminary review, Full-2014
the PIU shall provide the Department and the OIG a

copy of their investigative report, which shall contain

the following elements:

(1) Name and address of subject, Full-2014
(2) Medicaid identification number, Full-2014
(3) Source of complaint, Full-2014
(4) State the complaint/allegation, Full-2014
(5) Date assigned to the investigator, Full-2014
(6) Name of investigator, Full-2014
(7) Date of completion, Full-2014
(8) Methodology used during investigation, Full-2014
(9) Facts discovered by the investigation as well as Full-2014
the full case report and supporting documentation,

(10) Attach all exhibits or supporting documentation, | Full-2014
(11) Include recommendations as considered Full-2014
necessary, for administrative action or policy

revision,

(12) Identify overpayment, if any, and Full-2014

recommendation concerning collection,

(13) Any other elements identified by CMS for fraud

New Requirement

Non-Compliance This requirement is not addressed in the Humana - CareSource agrees with the
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KY EQRO ANNUAL REVIEW
IPRO March 2015
improving Healthcare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
i Prior Results & Follow-Up .. . e q
(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be of Action

documented in the Comments section)

referral; submitted documentation. recommendation and has subsequently
edited our policy to include all of the
elements identified by NBI Medic in the
Medicare Managed Care Manual, Chapter
21, section 50.7.5. This policy is set to go
through Committee for review and approval
on May 28th.

L. The Contractor’s PIU shall provide the OIG and the | Full-2014
Department a quarterly Member and Provider status
report of all cases including actions taken to
implement recommendations and collection of
overpayments, or case information shall be made
available to the Department upon request;

M. The Contractor’s PIU shall maintain access to a Full-2014
follow-up system which can report the status of a
particular complaint or grievance process or the
status of a specific recoupment; and

N. The Contractor’s PIU shall assure a Grievance and Full-2014
Appeal process for Members and Providers in
accordance with 907 KAR 1:671.

REPORTING: Full-2014
The Contractor’s PIU shall report on a quarterly basis
in a narrative report format all activities and
processes for each investigative case (from opening
to closure) to the Department. If any employee or
subcontractor employee of the Contractor discovers
or is made aware of an incident of possible Member
or Provider Fraud, Waste or Abuse, the incident shall
be immediately reported to the PIU Coordinator. The
Contractor’s PIU shall immediately report all cases of

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
2/2/2015
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

suspected Fraud, Waste, Abuse or inappropriate
practices by Subcontractors, Members or employees
to the Department and the OIG.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Review
Determination

Health Plan’s and DMS’ Responses and Plan

Prior Results & Follow-Up of Action

The Contractor is required to report the following
data elements to the Department and the OIG on a
quarterly basis, in an excel format:

Full-2014

(1) PIU Case number;

Full-2014

(2) OIG Case number if one has been assigned;

Not Applicable - Humana CareSource
provided as evidence for this requirement the
SIU Process Flow chart. The DMS report
templates do not include OIG Case number.

Program Integrity File Review
None of the 3 files warranted an OIG Case
number.

Recommendation for DMS

DMS should consider revising the report
templates for reports 76 and 77 to include the
OIG case number.

(3) Provider/Member name;

Full-2014

(4) Provider/Member number;

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

(5) Date complaint received by Contractor;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Review
Determination

Health Plan’s and DMS’ Responses and Plan

Prior Results & Follow-Up of Action

Full-2014

(6) Source of complaint, unless the complainant
prefers to remain anonymous;

Full-2014

(7) Date opened and name of PIU investigator
assigned;

Full-2014

(8) Summary of complaint;

Full-2014

or N answer only under this column);

(9) Is complaint substantiated or not substantiated (Y

Not Applicable - Humana CareSource
provided as evidence for this requirement the
SIU Process Flow chart. The DMS template
reports for Reports 76 and 77 do not include
this requirement.

Recommendation for DMS

DMS should consider revising the report
templates for reports 76 and 77 to include
this requirement.

(10) PIU action taken and date (only provide the
most current update);

Full-2014

(11) Amount of overpayment (if any) and time span;

Full-2014

(12) Administrative actions taken to resolve findings
of completed cases;

Full-2014

(13) The overpayment required to be repaid and
overpayment collected to date;

Full-2014

(14) Describe sanctions/withholds applied to

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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KY EQRO ANNUAL REVIEW

March 2015
Improving Healthcars Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that

State Contract Requirements Prior Results & Follow-Up Review deviates from the requirements, an

(Federal Regulations: 438.602, 438.608, 438.610) Determination explanation of the deviation must be
documented in the Comments section)

Providers/Members, if any;

(15) Provider/Members appeal regarding Substantial - P/P CL-08 Claims — Provider Full This requirement is addressed in the Fraud
overpayment or requested sanctions. List the date Appeal: Ohio and Kentucky addresses, in Waste and Abuse Policy as well as in Report
an appeal was requested, date the hearing was held, general, the provider’s claims appeal process #76 and Report #77.

the date and decision of the final order; but does not make reference to appeals

related to FWA/SIU overpayments.

For Members, addressed in P/P FW-05 and
P/P SO-19 Service Operations — Member
Appeal — Kentucky addresses the appeal
process for members.

For Providers and members, addressed in P/P
FW-05, page 9, item # 11 Correction, which
describes provider corrective action,
termination and claims dollar recovery and
the appeal process related to FWA/SIU,
specifically, the SIU Corrective Action
Appeals/Dispute Process and SIU Grievance
and Appeal Process (KY only). Also addressed
in the Provider Manual, section on FWA,
under Corrective Actions.

Recommendation for Humana
CareSource

In general, the combination of OH and KY
requirements in the single P/P (CL-08 and FW-
05) is confusing and as noted, sometimes
incomplete related to KY requirements.
Humana CareSource should establish a KY-
specific P/P for this (CL-08 and FW-05) and
other MCO procedures and processes.

Health Plan’s and DMS’ Responses and Plan
of Action

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

MCO Response: Humana - Caresource agrees
with the recommendation and will establish
KY Medicaid specific FWA/SIU policies to
ensure all KY requirements are addressed.

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Prior Results & Follow-Up

(16) Revision of the Contractor’s policies to reduce
potential risk from similar situations with a
description of the policy recommendation,
implemented revision and date of implementation;
and

Full-2014

(17) Make MIS system edit and audit
recommendations as applicable.

Full-2014

AVAILABILITY AND ACCESS TO DATA:
The Contractor shall:

A. Gather, produce, and maintain records including,
but not limited to, ownership disclosure for all
Providers and subcontractors, submissions,
applications, evaluations, qualifications, member
information, enrollment lists, grievances, Encounter
data, desk reviews, investigations, investigative
supporting documentation, finding letters and
subcontracts for a period of 5 years after contract
end date;

Full-2014

B. Regularly report enrollment, Provider and
Encounter data in a format that is useable by the
Department and the OIG;

Full-2014

C. Backup, store or be able to recreate reported data
upon demand for the Department and the OIG;

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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IPRO

Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulations: 438.602, 438.608, 438.610)

D. Permit reviews, investigations or audits of all
books, records or other data, at the discretion of the
Department or the OIG, or other authorized federal
or state agency; and, shall provide access to
Contractor records and other data on the same basis
and at least to the same extent that the Department
would have access to those same records;

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Program Integrity
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an Health Plan’s and DMS’ Responses and Plan
Determination explanation of the deviation must be of Action
documented in the Comments section)

Prior Results & Follow-Up

Full-2014

E. Produce records in electronic format for review
and manipulation by the Department and the OIG;

Full-2014

F. Allow designated Department staff read access to
ALL data in the Contractor’s MIS systems;

Not Applicable - (NOTE: This has been
deferred by DMS)

G. Provide the Contractor’s PIU access to any and all
records and other data of the Contractor for
purposes of carrying out the functions and
responsibilities specified in this Contract;

Full-2014

H. Fully cooperate with the Department, the OIG, the
United States Attorney’s Office and other law
enforcement agencies in the investigation or Fraud
or Abuse cases; and

Full-2014

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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Improving Healthcare
for the Common Good

Final Findings

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

KY EQRO ANNUAL REVIEW

March 2015

Program Integrity

Scoring Grid:

Compliance Level Full Substantial Minimal Non-Compliance
Points Value 3 2 1 0
Number of Elements 2 0 0 1
Total Points 6 0 0 0

Compliance Level
Points Range

Overall Compliance Determination:

3.0

Substantial
2.0-2.99

Minimal
1.0-1.99

Non-Compliance
0-0.99

Points Average

2.0

As part of the review IPRO assessed the MCO’s implementation of any actions proposed by the MCO in response to last year’s
findings. It should be noted that deficiencies previously identified that continue to be deficient in the current review may adversely
affect the scoring of a requirement and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance
Substantial Compliance
Minimal Compliance
Non- Compliance

Not Applicable (NA)

MCO has met or exceeded requirements

MCO has met most requirements but may be deficient in a small number of areas

MCO has met some requirements but has significant deficiencies requiring corrective action
MCO has not met the requirements

Statement does not require a review decision; for reviewer information purposes

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review
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KY EQRO ANNUAL REVIEW

March 2015
Improving Healthcare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

for the Common Good

Final Findings

Program Integrity
Suggested Evidence

Documents
Policies/Procedures for:
= post payment audits
®= internal monitoring and auditing
= preventive actions
®= annual ownership and financial disclosure

Program Integrity Plan including related policies and procedures

Program Integrity training program and evidence of training for Compliance Officer, staff, providers, subcontractors and members
Program Integrity Unit description including Compliance Officer position description

Program Integrity Committee description and minutes

Documentation of annual disclosure of ownership and financial interest including owners/directors, subcontractors and employees
Provider contract provisions for FWA

Vendor contract provisions for FWA

Reports
Evidence of PIU preventive actions and ongoing monitoring of MIS data

Monthly state reporting
Quarterly Program Integrity Reports

File Review
Program Integrity files for a random sample of cases chosen by EQRO
ADO files selected by EQRO

#6_Tool_Program Integrity_2015 Humana_Final7.10.155 Humana
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and
DMS’ Responses and Plan of Action

32.1 EPSDT Early and Periodic Screening, Diagnosis and
Treatment

General Recommendation for
Humana CareSource:

Policies, procedures, reports and
documents should be consistent
with regard to branding/MCO
name and specific to Kentucky
Medicaid. The full MCO name,
Humana CareSource, should be
used consistently.

MCO Response: Humana-
CareSource is in the process of
reviewing policies, procedures,
reports, and documents to
ensure branding consistency with
the “Humana-CareSource” name
and logo. Additionally, we are
reviewing all policies and
procedures to ensure they are
Kentucky Medicaid specific.

The Contractor shall provide all Members under the age of
twenty-one (21) years EPSDT services in compliance with the
terms of this Contract and policy statements issued during the
term of this Contract by the Department or CMS. The
Contractor shall file EPSDT reports in the format and within the
timeframes required by the terms of this Contract as indicated
in Appendix J. The Contractor shall comply with 907 KAR 1:034
that delineates the requirements of all EPSDT providers
participating in the Medicaid program.

Substantial - The Member
Handbook, the Provider Manual,
description of the Early and
Periodic Screening, Diagnosis and
Treatment (EPSDT) program on
the Humana CareSource website,
Provider Orientation within the
Provider Portal Training, and the
Winter Provider Newsletter all
indicate that Humana CareSource
members from birth up to 21
years of age are automatically
eligible for EPSDT services. The

Substantial

Humana-CareSource indicated that for
Kentucky Medicaid Policies and Procedures
will be revised to be co-branded. This will be
limited to Kentucky Medicaid and will not
include corporate policies affecting all lines
of business (e.g. human resources policies).
Since the co-branding is not a material
change to Policies and Procedures affecting
the services offered to members or
treatment of providers, the annual schedule
of review will be utilized to implement
these internal revisions.

Includes review of MCO Report #93 EPSDT
CMS-416

Addressed in the Member Handbook on
pages 18-19 and in detail, on pages 23-24;
Provider Manual in detail, on pages 50-54;
in the EPSDT Clinical Guidelines (American
Academy of Pediatrics (AAP) and Medicaid
EPSDT benefits, periodicity schedule) posted
on the provider webpage; and in a variety of
member education fliers, postcards and
brochures for babies, children and
adolescents.

Humana - CareSource agrees with the
recommendation given that the two
member communications (HUCS00791
Member Appeal Denial Letter and the
HUCS00791 Member Appeal Denial Letter)
were not approved for use during the 2014
contract year. The notices are now in effect
with the correct language and the draft was
provided to the IPRO team during the audit.
The notices were pending KDMS approval at
the time of the audit. We received KDMS
approval on 3/31/2015
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and
DMS’ Responses and Plan of Action

web orientation slides on the
Provider Portal state that
eligibility begins on the first day
of the calendar month.

Teens First and Children First
Member Brochures also indicate
EPSDT services are available from
birth up to 21 years of age.

The plan is new to the KY
Medicaid program in 2013 and
will submit its first annual CMS
Form 416 on March 15, 2014.
Report 24 provides an overview
of EPSDT activities from 10/1/13
to 12/31/13, which indicates:
outreach was performed to
members in need of EPSDT
screenings, the start of Provider
Clinical Engagement Initiative,
the enhancement of care
management coordination
services and the kick-off of
Babies First Program as an
incentive to reach members from
birth to 15 months of age.

Recommended screenings and
components of age appropriate
screenings are documented in
the Provider Manual. Report 23
indicates that clinical practice
guidelines are also posted on

Evidenced in quarterly Report #24 which
describes activities related to EPSDT (e.g.,
member outreach) conducted each quarter.

Humana submitted its first Report #93
EPSDT CMS-416 on March 15, 2014.

Key Findings include:

Screening ratio = 70.05%

Range = 23.8% (19-20 yrs) to 100% (<1 and
1-2 yrs)

Participation Ratio = 50.22%

Range = 19.70% (19-20 yrs) to 100% (< 1 yr)
Dental Services

Any Dental = 34.29%

Preventive = 31.68%

Treatment = 13.64%

Sealants = 9.44% (only ages 6-9 and 10-14
yrs)

Diagnostic = 32.69%

Oral Health Services by Non-dentist = 0.83%
Any dental or oral health service = 34.73%

The prior year file review revealed that the
appeal resolution notices did not contain
the possibility of member liability for
payment for benefits received if the SFH
finds in favor of the managed care
organization (MCO).

EPSDT Appeal File Review Results

5 of 5 EPSDT appeal files were compliant
with standards except the inclusion of the
possibility of member liability if a SFH finds
in favor of the MCO.

In order to prevent delays in approval of
critical communications in the future,
Humana-CareSource will collaborate with
KDMS to establish a process for expected
turnaround times and escalation steps to
manage a more timely resolution
timeframe.

In regards to the recommendation to
address improvement areas identified in the
CMS-416 report, Humana - CareSource does
not agree with this finding as we have been
fully compliant with this contract
requirement.

Humana — CareSource Program Description
(PD) outlines our efforts to outreach to
members. These efforts are guided by
identification of who is in need of any
component of EPSDT screening. We do not
believe that targeting certain areas of the
CMS — 416 improves outcomes and believe
we should target all areas as outlined in the
program description. These efforts include
all components of the CMS-416. (well-child,
dental/oral health, and lead screens, as well
as treatment related to any findings)

This is outlined on page 4 and 5 of the
EPSDT Program Description provided to the
IPRO prior to their on-site review. As
outlined on page 5, the care management
team communicates with members and
their families who are eligible for EPSDT
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and
DMS’ Responses and Plan of Action

Health Care Links page of the
Member Portal. These guidelines
include the periodicity schedule
on American Academy of
Pediatrics (AAP) website and the
EPSDT overview on the CMS
EPSDT website.

The Clinical Practice Registry
(CPR), described in the Member
Identification Tracking Tools
document, Preventive Health
EPSDT and Individuals with
Special Health Care Needs
(ISHCN), Well Child screenshot,
and Report 24, shows providers
actionable preventive health
services data by listing claims for
PCP visits and preventive health
related services. The CPR report
is a 16 month go-live deliverable.
Also closely related to the CPR is
the Member Profile which tracks
services delivered to members.
In the second operational year
for the plan, this report will be
enhanced with HEDIS measure-
based alerts so providers may
identify members’ needs.
Providers have access to these
reports, which are updated
monthly on the Provider Portal.
Care management, provider
relations, and HEDIS staff use

Humana shared draft Policies and
Procedures: HUCS00791 Member Appeal
Denial Letter with Specialist Draft v3 2-9-
2015 and HUCS00792 Appeal Denial
without Specialist Draft v5 2-9-2015. The
MCO indicated that as of the date of the
onsite review, the policies were pending
DMS approval.

Recommendation for Humana

The MCO should implement the new
policies once approved by DMS. The MCO
should include a statement regarding the
possibility of member liability for the cost of
continuing benefits if the fair hearing finds
in favor of the plan in its appeal resolution
notices.

Humana should make targeted efforts to
address areas where the CMS-416 report
reveals that improvement is needed.

Final Review Determination

The substantial rating was due to the
following:

Policy and Procedure not in place at time of
the Review.

The following statement “regarding the
possibility of member liability for the cost of
continuing benefits if the fair hearing finds
in favor of the plan” in its appeal resolution
notice was not included.

services regarding the value of preventive
health care, benefits provided as part of
EPSDT services, how to access these
services, and the member’s right to access
these services. These services include:

¢ Immunization-related diseases
(diphtheria, tetanus, pertussis, mumps,
measles, rubella, hepatitis, pneumonia,
polio, influenza, varicella);

* Metabolic diseases (thyroid,
hemoglobinopathies, PKU, galactosemia);
¢ Dental caries, tooth decay, resulting
dental complications;

e Vision conditions;

® Hearing conditions;

e Complications related to childhood
obesity;

* Developmental disabilities;

e Lead toxicity and related complications;
e Sexually transmitted diseases;

e Complications related to hypertension;
e Complications related to hyperlipidemia;
and

 Conditions/complications from lack of
guidance/education: Accidental injuries,
Violence-related injuries, Nutritional
deficiencies

Page 4 of the EPSDT PD indicates: The
EPSDT Coordinator coordinates and
arranges for the provision of EPSDT services
and EPSDT special services for members
who have been identified as due EPSDT
screens. The EPSDT Coordinator arranges
for and assists with scheduling of provider
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Prior Results & Follow-Up

Health Plan’s and
DMS’ Responses and Plan of Action

these reports also for provider
outreach and education.

The CMS-416 Annual EPSDT
Participation Reports was
provided onsite. This report was
recently submitted to DMS and is
the first annual report for the
MCO. The report shows a total
screening rate of 78% and a
participant rate of 49%.

UM File Review

Five UM files related to EPSDT
(child members) were reviewed.
All files were completed timely
and were compliant.

Member Appeal File Review

Five appeal files related to EPSDT
(child members) were reviewed.
Files were completed timely but
did not address member liability
for payment.

Recommendation for
Humana CareSource

Appeal resolution notice should
include the possibility of member
liability for the cost of continuing
benefits if the fair hearing finds
in favor of the plan.

It may be helpful for the plan to

visits for EPSDT services in conformance
with federal law governing EPSDT for
persons under the age of twenty-one (21)
years. A listing of members with screens
due is prepared monthly and the EPSDT
Coordinator provides outreach to the
members to assist with scheduling of
appointments as necessary. Using the
member profile tool and alerts, clinical staff
engages members at the point of contact to
provide information about well-child care
and immunizations. Using the Clinical
Practice Registry, Humana CareSource staff
partners with providers to identify members
in need of EPSDT/well-child care.

DMS Response
If this requirement does not receive a Full in
2016, a lower score will be reflected.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
Review deviates from the requirements, an
Determination explanation of the deviation must be
documented in the Comments section)

Prior Results & Follow-Up

Health Plan’s and
DMS’ Responses and Plan of Action

develop a separate EPSDT
program description that
describes the numerous activities
and initiatives involved including,
but not limited to, the goals and
objectives of the program, the
provider responsibilities,
member eligibility, the
periodicity schedule,
Immunization schedule, referral
process and coverage of services,
care management resources,
outreach process, claims/billing,
and EPSDT provider tools. This
resource document could be
used to provide a formal training
for care managers, EPSDT
Coordinator, and providers.

The above recommendation was
discussed with the MCO during
the onsite review and MCO staff
reported that they are already
considering developing such a
document.

MCO Response: Appeal
resolution notice will be updated
to include the possibility of
member liability for the cost of
continuing benefits if the fair
hearing finds in favor of the plan.
HCS has developed a draft EPSDT
Program Description as discussed
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KY EQRO ANNUAL REVIEW
IPRO March 2015
improving Healthcare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and
X . Prior Results & Follow-Up s . o D .
(Federal Regulation: Not Applicable) Determination explanation of the deviation must be DMS’ Responses and Plan of Action
documented in the Comments section)

during the annual review audit.

Health care professionals who meet the standards established Full-2014
in the above-referenced regulation shall provide EPSDT
services. Additionally, the Contractor shall:

A. Provide, through direct employment with the Contractor or Full-2014
by Subcontract, accessible and fully trained EPSDT Providers
who meet the requirements set forth under 907 KAR 1:034,
and who are supported by adequately equipped offices to
perform EPSDT services.

B. Effectively communicate information (e.g. written notices, Full-2014
verbal explanations, face to face counseling or home visits
when appropriate or necessary) with members and their
families who are eligible for EPSDT services [(i.e. Medicaid
eligible persons who are under the age of twenty-one (21)]
regarding the value of preventive health care, benefits
provided as part of EPSDT services, how to access these
services, and the Member’s right to access these services.

Members and their families shall be informed about EPSDT and | Full-2014
the right to Appeal any decision relating to Medicaid services,
including EPSDT services, upon initial enrollment and annually
thereafter where Members have not accessed services during
the year.

C. Provide EPSDT services to all eligible Members in accordance | Full-2014
with EPSDT guidelines issued by the Commonwealth and
federal government and in conformance with the
Department’s approved periodicity schedule, a sample of
which is included in Appendix J.

D. Provide all needed initial, periodic and inter-periodic health Substantial - The Provider
assessments in accordance with 907 KAR 1:034. The Primary Manual states that routine care

Addressed in the Provider Manual on pages
58-62 and in Policy and Procedure PR-01
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW

March 2015

Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Review
Determination

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and
DMS’ Responses and Plan of Action

Care Provider assigned to each eligible member shall be
responsible for providing or arranging for complete
assessments at the intervals specified by the Department’s
approved periodicity schedule and at other times when
Medically Necessary.

must be provided within 30 days
of the members request and
suggests that the EPSDT form be
used to ensure compliance. Care
must be provided in a culturally
and linguistically competent
manner and members must be
treated with respect. PCPs must
provide phone coverage
afterhours; maintain an up to
date medical record; and keep
the members contact
information accurate and
current.

Provider Site visits confirm office
hours, after hours and
wheelchair accessibility, use of
web-access data, receipt of
provider manual, and compliance
with the periodicity schedule of
EPSDT exams. Education on the
periodicity schedule is provided.
An office representative must
acknowledge these elements
were covered during the plan’s
visit. The Provider
Representative must also sign
the checklist.

The plan provided a sample
completed form (Provider Site
Visit Form). The site visit is
practice-specific and does not

Provider Relations - Provider Medical
Record Standards, Privacy and Early Periodic
Screening, Diagnosis and Treatment (EPSDT)
Assessment.

Evidenced in the 2014 review of provider
compliance with the EPSDT services
periodicity schedule conducted by Altegra.
Humana submitted the Altegra Executive
Summary Report that provides results for
the review of compliance with guidelines for
HEDIS Adolescent Well Care Visits. Of the 40
charts reviewed, 82.5% had documentation
of a preventive care/EPSDT visit. Non-
compliance issues were related to general
medical record documentation
requirements. The QI Department is
working with the Provider Relations to
address the opportunities identified by the
results.

Additionally, the MCO indicated that the
following EPSDT-focused HEDIS measures
are evaluated: Well Visits in the First 15
Months of Life, Well Visits in the 37, 4", 5t
and 6% Years of Life, Childhood
Immunization Status, Lead Screening in
Children and via the Healthy Kentuckians
Performance Measures: Adolescent Risk
Screening and Counseling, Access to Care
and Preventive Care for Individuals with
Special Health Care Needs. The MCO
indicated that since 2013 was the first
reporting year for HEDIS and Healthy
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Prior Results & Follow-Up

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Health Plan’s and
DMS’ Responses and Plan of Action

include review of member-
specific medical records for
EPSDT services.

Per Humana CareSource, every 3
years the MCO will monitor
compliance with clinical practice
guidelines. In 2014, Humana
CareSource will begin measuring
compliance with primary care
clinical practice guidelines
including preventive guidelines
for EPSDT. This process will begin
after completion of HEDIS data
collection (Spring 2014).

Recommendation for
Humana CareSource

Humana CareSource should
proceed with monitoring primary
care records to assess
compliance with the
Department’s periodicity
schedule and EPSDT
requirements.

MCO Response: Humana
CareSource disagrees with this
determination. Humana
CareSource is conducting this
review during 2014. This
compliance with clinical practice
guidelines record review will
measure adolescent prevention

Kentuckians (HK) Health Outcomes
Performance Measures and the
membership and service area expanded
greatly in 2014, it is difficult to assess
performance or trends in performance at
this time. The upcoming measurement year
2014 results will be viewed as a baseline.

The Provider Relations Department
conducts annual provider office site visits
during which compliance with the EPSDT
periodicity schedule is assessed and
education is provided.

Recommendation for Humana

Once sufficient data are available, Humana
should consider developing and
disseminating provider performance
profiles for provision of EPSDT services.
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Improving Healthcare
for the Common Good

Final Findings

State Contract Requirements
(Federal Regulation: Not Applicable)

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
deviates from the requirements, an
explanation of the deviation must be
documented in the Comments section)

Review
Determination

Prior Results & Follow-Up

Health Plan’s and
DMS’ Responses and Plan of Action

CPG (EPSDT visit requirements)
ages 13 up to 21st birthday and is
in compliance with the contract
requirement.

Final Review Determination:

No change in compliance level.
The review for Provider
Compliance with EPSDT
guidelines is planned for 2014.
The period of review is CY 2013.

Although Humana-CareSource’s
stated procedure for Provider
Site visits includes confirming
compliance with the periodicity
schedule of EPSDT exams and
education on the periodicity
schedule. The Provider Visit
Form/checklist did not include
evidence of a review of records
to confirm provision of EPSDT
services.

E. Provide all needed diagnosis and treatment for eligible
Members in accordance with 907 KAR 1:034. The Primary Care
Provider and other Providers in the Contractor’s Network shall
provide diagnosis and treatment, and/or Out-of-Network
Providers shall provide treatment if the service is not available
with the Contractor’s Network.

Full-2014

F. Provide EPSDT Special Services for eligible members,
including identifying providers who can deliver the Medically
Necessary services described in federal Medicaid law and
developing procedures for authorization and payment for

Full-2014
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KY EQRO ANNUAL REVIEW
IPRO March 2015
improving Healthcare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and
X . Prior Results & Follow-Up s . o D .
(Federal Regulation: Not Applicable) Determination explanation of the deviation must be DMS’ Responses and Plan of Action
documented in the Comments section)

these services. Current requirements for EPSDT Special
Services are included in Appendix J.

G. Establish and maintain a tracking system to monitor Full-2014
acceptance and refusal of EPSDT services, whether eligible
Members are receiving the recommended health assessments
and all necessary diagnosis and treatment, including EPSDT
Special Services when needed.

H. Establish and maintain an effective and on-going Member Full-2014
Services case management function for eligible members and
their families to provide education and counseling with regard
to Member compliance with prescribed treatment programs
and compliance with EPSDT appointments. This function shall
assist eligible Members or their families in obtaining sufficient
information so they can make medically informed decisions
about their health care, provide support services including
transportation and scheduling assistance to EPSDT services,
and follow up with eligible Members and their families when
recommended assessments and treatment are not received.

I. Maintain a consolidated record for each eligible member, Full-2014
including reports of informing about EPSDT, information
received from other providers and dates of contact regarding
appointments and rescheduling when necessary for EPSDT
screening, recommended diagnostic or treatment services and
follow-up with referral compliance and reports from referral
physicians or providers.
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KY EQRO ANNUAL REVIEW
IPRO March 2015
Pl by Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and
X . Prior Results & Follow-Up s . o D .
(Federal Regulation: Not Applicable) Determination explanation of the deviation must be DMS’ Responses and Plan of Action
documented in the Comments section)

J. Establish and maintain a protocol for coordination of physical | Full-2014
health services and Behavioral Health Services for eligible
members with behavioral health or developmentally disabling

conditions.

Coordination procedures shall be established for other services | Full-2014
needed by eligible members that are outside the usual scope
of Contractor services. Examples include early intervention
services for infants and toddlers with disabilities, services for
students with disabilities included in the child’s individual
education plan at school, WIC, Head Start, Department for
Community Based Services, etc.

K. Participate in any state or federally required chart audit or Full-2014
quality assurance study.

L. Maintain an effective education/ information program for Full-2014
health professionals on EPSDT compliance (including changes
in state or federal requirements or guidelines). At a minimum,
training shall be provided concerning the components of an
EPSDT assessment, EPSDT Special Services, and emerging
health status issues among Members which should be
addressed as part of EPSDT services to all appropriate staff and
Providers, including medical residents and specialists delivering
EPSDT services. In addition, training shall be provided
concerning physical assessment procedures for nurse
practitioners, registered nurses and physician assistants who
provide EPSDT screening services.

M. Submit Encounter Record for each EPSDT service provided Full-2014
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KY EQRO ANNUAL REVIEW
IPRO March 2015
improving Healthcare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
(See Final Page for Suggested Evidence)

Comments (Note: For any element that
State Contract Requirements . Review deviates from the requirements, an Health Plan’s and
X . Prior Results & Follow-Up s . o D .
(Federal Regulation: Not Applicable) Determination explanation of the deviation must be DMS’ Responses and Plan of Action
documented in the Comments section)

according to requirements provided by the Department,
including use of specified EPSDT procedure codes and referral
codes. Submit quarterly and annual reports on EPSDT services
including the current Form CMS-416.

N. Provide an EPSDT Coordinator staff function with adequate Full-2014
staff or subcontract personnel to serve the Contractor’s
enrollment or projected enrollment.

22.1 Required Functions

L. Arranging for and assisting with scheduling EPSDT Services in Full-2014
conformance with federal law governing EPSDT for persons
under the age of 21 years.

37.9 EPSDT Reports

The Contractor shall submit Encounter Records to the Full-2014
Department’s Fiscal Agent for each Member who receives
EPSDT Services. This Encounter Record shall be completed
according to the requirements provided by the Department,
including use of specified EPSDT procedure codes and referral
codes. Annually the Contractor shall submit a report on EPSDT
activities, utilization and services and the current Form CMS-
416 to the Department.
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Improving Healthcare
for the Common Good

Final Findings

KY EQRO ANNUAL REVIEW
March 2015
Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)

Scoring Grid:

Points Value 3 2 1 0
Number of Elements 1 1 0 0
Total Points 3 2 0 0

Overall Compliance Determination:

Points Range

3.0 2.0-2.99 1.0-1.99 0-0.99

Points Average

2.5

As part of the review IPRO assessed the MCO'’s implementation of any actions proposed by the MCO in response to last year’s findings. It should be
noted that deficiencies previously identified that continue to be deficient in the current review may adversely affect the scoring of a requirement
and result in possible sanctions by DMS.

Reviewer Decision:

Full Compliance
Substantial Compliance
Minimal Compliance
Non- Compliance

Not Applicable (NA)

MCO has met or exceeded requirements

MCO has met most requirements but may be deficient in a small number of areas

MCO has met some requirements but has significant deficiencies requiring corrective action
MCO has not met the requirements

Statement does not require a review decision; for reviewer information purposes

Shading of Review Determination Column Only=Not subject to review, e.g., header, DMS responsibility
Shading of Columns for Review Determination, Comments and Health Plan’s and DMS’s Responses and Plan of Action=Not subject to review for the
current review year, e.g., standard deemed due to full compliance achieved during prior review
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KY EQRO ANNUAL REVIEW
March 2015
Imeroving Healtheare Period of Review: January 1, 2014 — December 31, 2014
MCO: Humana-CareSource

Final Findings

Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Suggested Evidence

Documents
Policies/procedures for:
= EPSDT services
. Identification of members requiring EPSDT special services
. Education/information program for health professionals
- EPSDT provider requirements
= Coordination of physical health services and behavioral health services
= Coordination of other services, e.g., early intervention services

EPSDT member/provider ratio and case management ratio for EPSDT children with special needs

Evidence of communication of required EPSDT information with eligible members and families

EPSDT Coordinator position description

Description of tracking system to monitor acceptance and refusal of EPSDT services

Process for monitoring compliance with EPSDT services requirements including periodicity schedule

Evidence of case management function providing education and counseling for patient compliance

Process for ensuring follow-up evaluation, referral and treatment in response to EPSDT screening results

Linkage agreements between MCO providers and behavioral health providers to assure provision of EPSDT services
Copies of practitioner training materials and other educational/informational materials and attendance records
Process for calculating EPSDT participation and screening rates including quality control measures

Evidence of submissi