Managed Care Program Annual Report — Supplemental Information
Reporting Year 2024 (RY24)

The purpose of this document is to provide background and supplemental information about this
report to aid in the interpretation of the data presented in the Department’s annual managed
care program report submission.

Background

The May 2016 Medicaid and CHIP managed care final rule strengthened state monitoring
requirements and added new reporting requirements for states on their managed care programs.
CMS has released a series of four Informational Bulletins that included reporting templates and
toolkits on managed care requirements and programmatic and operational best practices. These
Informational Bulletins were published in June 2021, July 2022, November 2023, and June 2024.

The first two Informational Bulletins introduced and provided information on the following
report templates: the Managed Care Program Annual Report (MCPAR) required in 42 CFR §
438.66(e), the Medical Loss Ratio (MLR) Summary Report required in 42 CFR § 438.74(a), and the
Network Adequacy and Access Assurance Report (NAAAR) required in 42 CFR § 438.207(d) and
(e). CMS developed these standardized templates and a web-based reporting portal to create a
single submission process and repository for all reporting related to managed care. The templates
for these reports can be found on CMS’ Medicaid and CHIP Managed Care Reporting website.
Additionally, CMS has made efforts to improve transparency by publicly posting Managed Care
Program Annual Reports (MCPARs) on a regular basis on Medicaid.gov: Public Access to State
Submitted MCPARs | Medicaid.

The third Informational Bulletin provided additional updates on the web-based reporting portal,
the reporting requirements for managed care programs, CMS’ process for review and approval
of managed care contracts, rate certifications, and State directed payments, and announced the
release of several new technical assistance toolkits. The fourth Informational Bulletin of the
series announced efforts to expand web-based portal use for managed care reporting, contract,
and rate submissions, provides reminders on Medicaid managed care and mental health and
substance use disorder parity requirements, and outlines CMS’ process for review and approval
of managed care contracts.

The MCPAR report is the first report to be submitted through this web-based portal. Additionally,
in April 2024, CMS provided feedback and updated MCPAR template communicated via a
webinar presentation. A copy of the presentation referenced in the webinar is attached:

PDF

MCPAR-Webinar-Pre
sentation_April2024.¢
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https://www.medicaid.gov/sites/default/files/2021-12/cib06282021.pdf
https://www.medicaid.gov/sites/default/files/2022-07/cib07062022.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib11072023.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib06122024.pdf
https://www.medicaid.gov/medicaid/managed-care/guidance/medicaid-and-chip-managed-care-reporting/index.html
https://www.medicaid.gov/medicaid/managed-care/guidance/medicaid-and-chip-managed-care-reporting/public-access-state-submitted-mcpars/index.html
https://www.medicaid.gov/medicaid/managed-care/guidance/medicaid-and-chip-managed-care-reporting/public-access-state-submitted-mcpars/index.html

MCPAR — Supplemental Information

Excel Workbooks

The Excel template used to populate CMS’ online reporting template is not embedded in the PDF
of the report. Please note that the information contained in the PDF is the same information
required in the MCPAR reporting template. As noted above, the MCPAR reporting template can
be found on CMS’ Medicaid and CHIP Managed Care Reporting website.

Plan Names

Tab A, Program Information, collects general program information and the name of each
managed care plan that is participating in the program. In order to have information correctly
reported in the CMS online reporting portal, DHS had to identify all relevant entities in the plan
name field for indicator A.7, Plan Name. For Physical HealthChoices this required indicating both
the zone level plan name and the statewide plan name because some metrics are reported at the
zone level, such as enrollment and complaint and grievance data. Other measures, such as the
quality measures and medical loss ratio are reported at the state level by plan. Community
HealthChoices indicated the statewide plan name, and Behavioral Health-HealthChoices plan
names include both the MCO name and all the primary contractors because some information is
reported at the MCO level while other information is reported at the primary contractor level.

For example, an MCO that operates in all five geographic zones has six plan names entered for
indicator A-7 — five zone names and one statewide name. The plan enrollment reported in
indicator D1.1.1, Plan Enrollment, reflects zone level enrollment. As a result, the statewide name
will display “N/A” to avoid duplicating counts and skewing percentage calculations. All the zone
level enrollment is grouped together alphabetically while the plan level “N/A” is listed
alphabetically at the bottom. Please see Physical HealthChoices D1.1.1 below as an example.

Example — Physical HealthChoices Zone Level D1.1.1 Results:

Number Indicator Response
D111 Plan enrollment AmeriHealth Caritas Pennsylvania LC
Enter the average number of 207,464

individuals enrolled inthe plan

per month during the reporting  AmeriHealth Caritas Pennsylvania NE
year (i.e., average member

manths). 105,689

AmeriHealth Caritas Pennsylvania NW
24,403

AmeriHealth Caritas Pennsylvania SW
16,578
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Geisinger Health Plan LC
24,833

Geisinger Health Plan NE
201,830

Geisinger Health Plan NW
7119

Geisinger Health Plan SE
15,648

Geisinger Health Plan SW
11,925

Health Partners Plans LC
26,043

Health Partners Plans NE
12,193

Health Partners Plans NW
7,728

Health Partners Plans SE
253,378

Health Partners Plans SW
13,240

Highmark Wholecare LC
169,966

Highmark Wholecare SW
122,595
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Keystone First SE
466,765

United Healthcare SE
96,036

UPMC for You LC
107,260

UPMC for You NE
19,815

UPMC for You NW
118,376

UPMC for You SE
22,905

UPMC for You SW
318,353

AmeriHealth Caritas Pennsylvania

N/A

Geisinger Health Plan

N/A

Health Partners Plans
N/A

Highmark Wholecare
N/A

United Healthcare
N/A

UPMC for You
N/A

Vista Healthcare DBA Keystone First and
Vista Healthcare DBA AmeriHealth Caritas

Pennsylvania
N/A

The opposite occurs when the measure is reported at the statewide level. For example, the
Quality and Performance Measures in D2.VII.1, Plan Measures, have results reported under the
plan’s statewide name. “N/A” is entered for the zone level plan names in this scenario.
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CMS Portal Entry Nuances
When DHS submitted data to CMS, the following portal entry nuances were identified:

Topic IV: Appeals, State Fair Hearings & Grievances
Note: The federal term “appeal” may include Pennsylvania “complaints” and “grievances”.
The federal term “grievance” is termed “complaints” in Pennsylvania.

e Use of Not Applicable or “N/A” when it does not apply to the respective program
o PA used the “N/A” when it did not apply to the program. For example, PHC and
BHC do not cover LTTS, so the report states “N/A”.

Topic VIII: Sanctions

e The RY24 reports posted for Physical HealthChoices reflect a noted data entry nuance to
measure D3.VIII.4 Reason for Intervention.

o For responses where there are not exact numbers/counts to add to any of the
items outlined, we need to mark as “N/A” and include the following language to

D3.VIIl.4:
= D3.VIIL.5 response is marked “N/A” because there were many instances of

this occurrence.

Discrepancies
When DHS compared the RY24 data submitted to CMS against the PDF reports generated from
the web-based reporting portal, DHS identified the following discrepancies:

Box Symbols

e The reports posted reflect numerous instances of “box” shaped symbols for indicator
C1.IV.1, State’s definition of critical incident, within the Community HealthChoices
response.

Example — Community HealthChoices C1.1V.1 illustrating “box” shaped symbols highlighted:

Number Indicator Response

c1iva State’s definition of “critical 'Exhibit W(1)-D - An occurrence of an event that
incident”, as used for jeopardizes the participantallOs health or
reporting purposes in its welfare. The following are critical incidents: 1.
MLTSS program Death (other than by natural causes); 2. Serious
If this report is being completed injury that results in emergency room visits,
for a managed care program hospitalizations, or death; 3. Hospitalization
that covers LTSS, what is the except in certain cases, such as hospital stays

deﬂ“nit_it_)n that_the stfte_uges that were planned in advance; 4. Provider or
for “critical incidents” within the

managed care program? staff misconduct, including deliberate, willful,

Respond with “N/A”" if the unlawful, or dishonest activities; 5. Abuse,

managed care program does which includes the infliction of injury,
_notcoverllSS.  ypreasonable confinement. ntimidation.
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Variations in the Way Decimals are Displayed

e The reports posted may round a percentage to two decimal places and in other instances

the decimal will be expressed with multiple decimal places.

This can be observed in indicator D1.1.2, Plan Share of Medicaid, and D1.1.3, Plan Share of
Any Medicaid Managed Care. This also occurs with indicator D1.111.2, Share of Encounter
Data That Met State’s Timely Submission Requirements. The Behavioral Health-
HealthChoices D1.111.2 example below shows the use of two and multiple decimal places.

D1lIL2

Share of encounter data
submissions that met state’s
timely submission
requirements

What percent of the plan’'s
encounter data file submissions
(submitted during the reporting
year) met state requirements
for timely submission? If the
state has not yet received any
encounter data file submissions
for the entire contract year
when it submits this report, the
state should enter here the
percentage of encounter data
submissions that were
compliant out of the file
submissions it has received
from the managed care plan
for the reporting year.

Carelon Health of PA (Carelon)
99.76%

Community Behavioral Health (CEH)
99.98%

Community Care Behavioral Health
Organization (CCBH)

99.4%

Magellan Behavioral Health (MBH)
98.76%

PerformCare
95.96%

Bucks County
N/A

Chester County
N/ A

County of Delaware

N/A

Managed Care Program Annual Report — Supplemental Information

Revised: 09/15/2025

Page 6 of 6



