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owners.
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I. Executive Summary

Purpose of Report

The Balanced Budget Act (BBA) of 1997 established that state agencies contracting with managed care
organizations (MCOs) provide for an annual external, independent review of the quality outcomes, timeliness
of, and access to the services included in the contract between the state agency and the managed care
organizations (MCOs). Title 42 Code of Federal Regulations (CFR) Section (§) 438.350 External quality review (a)
through (f) sets forth the requirements for the annual external quality review (EQR) of contracted MCOs.
States are required to contract with an external quality review organization (EQRO) to perform an annual EQR
for each contracted MCO. Box 1 lists the definitions per Title 42 CFR § 438.320 External quality review.*

Box 1: Title 42 CFR § 438.320 Definitions

e Access, as it pertains to external quality review, means the timely use of services to achieve optimal
outcomes, as evidenced by managed care plans successfully demonstrating and reporting on outcome
information for the availability and timeliness elements defined under network adequacy standards
and availability of services

e External quality review means the analysis and evaluation by an EQRO, of aggregated information on
quality, timeliness, and access to the health care services that an MCO, PIHP, PAHP, or PCCM entity, or
their contractors furnish to Medicaid beneficiaries.

e External quality review organization means an organization that meets the competence and
independence requirements and performs external quality review and other EQR-related activities.

e Quality, as it pertains to external quality review, means the degree to which an MCO increases the
likelihood of desired outcomes of its enrollees through (1) Its structural and operational
characteristics; (2) the provision of services that are consistent with current professional, evidenced-
based-knowledge; and (3) Interventions for performance improvement.

CFR: Code of Federal Regulations; §: section; EQRO: external quality review organization; MCO: managed care
organization; PIHP: prepaid inpatient health plan; PAHP: prepaid ambulatory health plan; PCCM: primary care
case management; EQR: external quality review.

Title 42 CFR § 438.364 External review results (a) through (d) requires that the annual EQR be summarized in a
detailed annual technical report (ATR) that aggregates, analyzes, and evaluates information on the quality of,
timeliness of, and access to health care services that MCOs furnish to Medicaid recipients. The report must
also contain an assessment of the strengths and weaknesses of the MCOs regarding health care quality,
timeliness, and access, as well as make recommendations for improvement.

To comply with Title 42 CFR § 438.364 External review results (a) through (d) and Title 42 CFR § 438.358
Activities related to external quality review, the Commonwealth of Pennsylvania (PA) Department of Human
Services (DHS) Office of Mental Health and Substance Abuse Services (OMHSAS) contracted with IPRO, an
EQRO, to conduct the 2025 EQR activities for MCOs contracted to furnish Medicaid behavioral health (BH)
services in the state.

Scope and Timeline of EQR Activities Conducted

This EQR ATR focuses on the four mandatory and one optional EQR activities that were conducted. These
activities, defined by the Centers for Medicare and Medicaid Services, along with the data period and timing of
the EQR activities are displayed in Table 1.

Table 1: Scope and Timeline of PA HealthChoices EQR Activities

EQR Activity Description Data Period Timing of Activity
CMS Mandatory This activity validates that MCO PIPs January 2024- October 2025-
Protocol 1: Validation were designed, conducted, and December 2024 December 2025
of Performance reported in a methodologically sound
Improvement Projects | manner, allowing for real
(PIPs) improvements in care and services.
CMS Mandatory This activity assesses the accuracy of January 2024 - July 2025 -
Protocol 2: Validation performance measures reported by December 2024 December 2025
of Performance each MCO and determined the extent
Measures to which the rates calculated by the

MCO follow state specifications and

reporting requirements.

142 CFR § 438.320
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Data Period

EQR Activity

Description

Timing of Activity

CMS Mandatory This activity determines MCO January 2024 - September 2025 —
Protocol 3: Review of | compliance with its contract and with December 2024 December 2025
Compliance with state and federal regulations.
Medicaid and CHIP
Managed Care
Regulations
CMS Mandatory This activity assesses MCO adherence January 2024 - October 2025 —
Protocol 4: Validation | to state standards for distance for December 2024 December 2025
of Network Adequacy | specific provider types, as well as the

MCO'’s ability to provide an adequate

provider network to its Medicaid

population.
CMS Optional Protocol | This activity includes the calculation of | January 2024 — January 2025 -
7: Calculation of additional performance measures to December 2024 December 2025
Additional monitor the care provided by MCOs to
Performance their members. In 2025, IPRO
Measures calculated performance measures for

the PA Integrated Care Plan (ICP) Pay-

for-Performance (P4P) Program.

PA: Pennsylvania; EQR: external quality review; CMS: Centers for Medicare and Medicaid; MCO: managed care
organization; CHIP: Children's Health Insurance Program.

CMS defines validation in Title 42 CFR § 438.320 Definitions as “the review of information, data, and
procedures to determine the extent to which they are accurate, reliable, free from bias, and in accord with
standards for data collection and analysis.”

Title 42 CFR § 438.364 External quality review results(a)(6) require each ATR include “an assessment of the
degree to which each MCO, PIHP, PAHP, or PCCM entity has effectively addressed the recommendations for QI
made by the EQRO during the previous year’s EQR.” This section assesses the degree to which each behavioral
health managed care organization (BH-MCQ) has addressed the opportunities for improvement made by IPRO
in the 2024-2025 reporting cycle EQR ATRs.

DHS requested that MCOs submit descriptions of current and proposed interventions using the Opportunities
for Improvement form developed by IPRO to ensure that responses are reported consistently across the
MCOs. Box 2 details the information captured by the Opportunities for Improvement form.

Box 2: Opportunities for Improvement Form Elements

The Opportunities for Improvement form follows a longitudinal format and captures information
regarding:

e follow-up actions that the MCO has taken through June 30, 2025, to address each recommendation;
e future actions that are planned to address each recommendation;

e when and how future actions will be accomplished;

e the expected outcome or goals of the actions that were taken or will be taken; and

e the MCQ’s process(es) for monitoring the action to determine the effectiveness of the actions taken.

MCO: managed care organization.

This ATR covers five BH-MCOs and their HealthChoices (also referred to as “HC”) BH contractors (also referred
to as primary contractors or PCs): Carelon, Community Behavioral Health (CBH), Community Care Behavioral
Health (CCBH), Magellan Behavioral Health (MBH), and PerformCare.

Findings

The results of these EQR activities are presented in individual activity sections of this report. Each of the
activity sections includes information on:

e data collection and analysis methodologies;

e comparative findings; and

e where applicable, the BH-MCOs’ performance strengths and opportunities for improvement.
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MCOs were compared to each other, statewide rates, historical trends, and/or national benchmarks when
available, to develop conclusions and recommendations for improvement for each activity, summarized in
each section of this report.

Validation of Performance Improvement Projects

On the whole, the Prevention, Early Detection, Treatment, and Recovery (PEDTAR) from Substance Use
Disorder (SUD) PIP, which ran from 2021 through 2024, has been successful in accomplishing the statewide
aim of improving early detection of unhealthy substance use and in increasing initiation and engagement in
specialty treatment. As of measurement year (MY) 2024, most of the plans had demonstrated improvement in
most of the performance indicators related to initiation and engagement in specialty treatments, including
medication-assisted treatment (MAT). A focus of the PIP has been the reduction in health disparities with
respect to SUD. Here, the results of the PEDTAR PIP have been more mixed, although there have been some
notable reductions in disparities, particularly with respect to MAT for opioid use disorder (OUD).

Less clear is the extent to which the PEDTAR PIP has promoted long-term recovery through community-based
supports. While 30-day readmission rates for SUD and mental health (MH) conditions have generally declined,
longer-term community tenure, especially for those in recovery, was not measured.

The community prevention strategies component of the PIP presents a picture that is similarly less clear. Much
of this is due to challenges with measuring community attitudes and behaviors, as well as with isolating causes
of changes.

A past recommendation has been for PA HealthChoices to seek ways to expand the applicability of value-
based payment (VBP) to quality improvement (Ql) initiatives, and indeed with respect to PIPs, OMHSAS
currently has VBP arrangements that utilize the performance measures that were previously included in the
PEDTAR PIP.

Validation of Performance Measures

Statewide, PA BH HealthChoices HEDIS FUH 7- and 30-day follow-up rates for all ages in MY 2024 improved
somewhat from MY 2023 but still fell between the HEDIS Quality Compass 25th and 50th percentiles. While
most of the BH-MCOs’ MY 2024 rates fell between the HEDIS Quality Compass 50th and 75th percentiles, CBH,
which covers Philadelphia, consistently underperformed compared to its peers with respect to HEDIS FUH 7-
and 30-day rates, consistently falling below the 25th percentile benchmark. This points to a need for CBH,
working with BH HealthChoices, to identify and address member-, provider-, and network-level barriers to
providing MH follow-up services to CBH members following hospitalization for mental illness. To the extent
that Philadelphia has a large non-white population, addressing lagging CBH FUH rates will also help to narrow
and ultimately eliminate ethnic and racial disparities in access to MH services following discharge for mental
iliness. PerformCare also consistently fell below the HEDIS Quality Compass 50th percentile for the HEDIS FUH
measures.

MY 2024 was the first year HEDIS FUI was run and validated as part of PA BH QAPI, and the results show very
strong performance across all MCOs and primary contractors, with all entities performing at or above the
HEDIS 75th percentiles for both the 7- and 30-day rates. At least some of this success can be reasonably
attributed to the PEDTAR PIP which concluded in MY 2024.

MY 2024 was also the first year HEDIS Diagnosed Mental Health Disorders (DMH) and Diagnosed Substance
Use Disorders (DSU) were run and validated as a part of PA BH QAPI. PA is beginning to closely monitor these
BH prevalence measures to assess for changing characteristics of BH HealthChoices population as the program
evolves. While quality benchmarking is not directly applicable to DMH and DSU, they contribute context for
interpreting results of relevant BH quality measures.

PA BH HealthChoices did not achieve its goal for MY 2024 to reach below 11.75% in 30-day readmission rates
following hospitalization for mental iliness. Performance for all of the BH-MCOs worsened from MY 2023, and
none of the plans reached below the 11.75% benchmark. PerformCare’s 4.5 percentage point increase in
readmissions was the highest year-over-year increase among the BH-MCOs, while CBH had the REA rate in MY
2024 at 16.5%.

Review of Compliance with Medicaid and CHIP Managed Care Regulations

Overall, in MY 2024, PA’s BH program was partially compliant across all three CMS sections of Medicaid
managed care (MMC) regulations. PA BH-MCOs were fully compliant with the following categories:
Confidentiality, Disenrollment, Emergency and Post-stabilization Services, Enrollee Rights and Protections, and
Provider Selection.
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Validation of Network Adequacy
Where applicable, all primary contractors and BH-MCOs were found to be compliant, for both their adult and
pediatric populations, with the standards related to travel times for all applicable provider types.

As PA reported in their fiscal year 2025 (review year [RY] 2024) OMHSAS HC Managed Care Program Annual
Report (MCPAR) submitted to CMS, there is a need to expand access to BH services in more rural areas.

In 2025, PA OMHSAS continued working with agency partners in consultation with third parties to consider
opportunities for expanding areas for network adequacy monitoring in accordance with the state quality
strategy. Wait time standards are already included in the HC BH Program Standards and Requirements (PS&R)
Agreement with the primary contractors, and members are informed of these standards as part of the
member handbook. Furthermore, BH-MCOs set goals around appointment wait times in their annual QM
workplan. OMHSAS monitors complaints that are directly made to OMHSAS via their Consumer Information
Line, which includes complaints related to wait time standards. DHS is also working on developing a secret
shopper program to positively measure compliance. Additionally, some BH-MCOs already have secret shopper
programs in place for internal oversight and monitoring of provider wait time standards. PA OMHSAS is also
looking to incorporate network adequacy monitoring into their compliance reviews by developing and
implementing additional standards related to network adequacy, as well as monitoring and reporting by the
primary contractors and their BH-MCOs. Related to this, in 2026, OMHSAS Operations is rolling out a network
adequacy monitoring tool within the Medicaid Enterprise Monitoring Module (MEMM), a cloud-based
platform to facilitate analytics and reporting. An additional network geography tool is being built to map the
geographic distribution of BH-MCO and non-BH-MCO providers relative to a member's location to help
identify opportunities for expanding network adequacy.

Conclusion and Recommendations

Validation of PIPs

A future assessment should examine the rate at which those with inactive SUD diagnoses have new episodes.
Such an assessment, which examines rates using different negative diagnoses histories or periods of
remission, would furthermore help identify timeframes where there are the greatest opportunities for
improvement. There are usually ongoing community health initiatives that have a measurement component,
which BH-MCOs could leverage. For future PIPs, an orientation to existing initiatives, as well as training
focused on community measurement, would help BH-MCOs design and implement community prevention or
public health strategy interventions that are more likely to succeed. As part of the new suicide prevention PIP,
building community resiliency is a stated goal. OMHSAS’ Semi-annual Quality Management and Systems
meeting in December 2025 featured a digital quality measure expert to offer training and technical assistance
to the PC and BH-MCO networks to prepare for running the upcoming PIP’s electronic clinical data systems
(ECDS) measures.

Validation of Performance Measures

Working with BH HealthChoices, primary contractors and their BH-MCOs should aim to identify and address
member-, provider-, and network-level barriers to providing MH follow-up services to members following
hospitalization for mental iliness. To the extent that Philadelphia has a large non-white population, addressing
lagging CBH FUH rates will also help to narrow and ultimately eliminate ethnic and racial disparities in access
to MH services following discharge for mental illness.

It can be expected that improving MH services and follow-up to members after discharge for mental illness
will also help to reduce readmission rates, although other considerations should also inform efforts to improve
REA rates. Considering that most BH-MCOs still demonstrate relatively high readmission rates, efforts to
improve REA will need to be statewide while taking into account more local factors specific to each BH-MCO'’s
population and network. The current root cause analysis (RCA) and quality improvement plan (QIP) process for
both HEDIS FUH and REA, which includes the participation of primary contractors, is likely having positive
impacts, but it also suggests a need to perhaps complement this process with state of the science insights and
evidence-based practices (EBPs), which might serve as resources to the BH-MCOs and their primary
contractors as they update their RCAs and QIPs. In doing so, every effort should be made to leverage existing
initiatives while building new partnerships, including collaboration with PH-MCOs to address MH needs of
shared members who may not otherwise fall under the more serious and persistent mental illness (SPMI)
conditions already being addressed by the Integrated Care Plan (ICP) program.

Review of Compliance with MMC Regulations

PH-MCOs and BH-MCOs host joint quarterly meetings that also include the BH primary contractors. These
meetings are scheduled and facilitated by the MCOs, including agenda development, and serve as the forum
for information sharing and best practices. PA OMHSAS is encouraged to seek additional ways to facilitate the
sharing of lessons learned across BH-MCOs with respect to compliance with MMC regulations, particularly
with regard to working with primary contractors on county-specific standards.
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Validation of Network Adequacy

For counties receiving exceptions to existing travel time standards, PA OMHSAS should continue to monitor
existing efforts by the primary contractors and their BH-MCOs to expand access, a topic which is routinely
covered in existing quarterly BH-MCO monitoring meetings. Higher intensity inpatient, partial hospitalization,
and residential services may not be feasible to locate in certain areas in the foreseeable future, but out-of-
network coverage and, if needed, transportation services should be made adequately available to members.
Appointment wait times and other standards will help to measure access in this regard. Primary contractors
should also work with their BH-MCOs to expand telehealth, home health, and mobile clinic services where
appropriate, incorporating VBP strategies and other initiatives as needed to grow network capacity. In
response to last year’s EQRO recommendation to DHS to consider ways to update their State Plan Amendment
(SPA) and related waivers to facilitate such expansions, OMHSAS added psychiatric rehabilitation as a state
plan service in 2025. OMHSAS is considering adding additional state plan services as the need arises and to
minimize reliance on in-lieu of services (ILOS). In addition, current controls and processes exist to manage
reinvestment dollars to expand network capacity through the Supplemental Service Reinvestment Committee
(SSRC).

Note on Accessibility

Several tables in this report use a checkmark to indicate that the column header applies to the cell. When the
column header does not apply, the cell has been grayed out. A dash has been added to grayed out cells so that
readers using assistive technology understand that the column header does not apply.
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I1. PA BH Medicaid Managed Care Program
HealthChoices BH is the mandatory managed care program that provides Medical Assistance (MA) recipients
with BH services in PA. OMHSAS oversees the BH component of the HealthChoices Program.

The PA DHS OMHSAS determined that the county governments would be offered the right of first opportunity
to enter into capitated agreements with PA for the administration of the HC BH Program. In such cases, DHS
holds the HC BH Program Standards and Requirements (PS&R) Agreement with the HC BH contractors,
referred to in this report as “primary contractors.” Primary contractors, in turn, subcontract with a private-
sector BH-MCO to manage the HC BH Program. Effective January 1, 2022, all 67 counties exercised their right
of first opportunity to contract, either alone or in combination with other counties, with an BH-MCO.

In the interest of operational efficiency, numerous counties have come together to create HC oversight
entities (HC-OEs) that coordinate the primary contractors while providing an oversight function of the BH-
MCOs. In some cases, the HC-OE is the primary contractor, and in other cases, multiple primary contractors
contract with an HC-OE to manage their HC BH Program. Effective January 1, 2022, Greene County joined
BHARP, effectively changing its contracted MCO from Beacon Health Options of Pennsylvania (BHO), since
renamed Carelon Health of Pennsylvania (Carelon), to CCBH. Effective July 1, 2022, Delaware County changed
its contracted MCO from MBH to CCBH. MMC compliance findings for any HC-OE changing MCO contracts are
not included in ATR reporting for a period of 3 years after the change.

Assessment of Pennsylvania Quality Strategy Review

Managed Care Quality Strategy, 2023

PA’s current Quality Strategy, dated December 2023, was developed with input from stakeholders. The Quality
Strategy includes objectives, standards, and goals for the following overarching areas that impact health care
services: network adequacy and availability; continuous Ql; quality metrics and performance targets; PIPs;
external independent reviews; transitions of care; health disparities; intermediate sanctions; long-term
services and supports (LTSS); and non-duplication of EQR activities.

The quality strategy elucidates a high-level mission, “...to assist Pennsylvanians in achieving safe, healthy, and
productive lives while being an accountable steward of Commonwealth resources.”? It provides a set of
guiding principles that drive a managed program that is person-centered, relationship-driven, community-
based, data-driven, collaborative, innovative, and equitable.

Goals and Objectives

PA’s goals for BH HealthChoices align with the mission, vision, and values of DHS. Each MMC program has
unique specific goals and objectives, but they all relate back to DHS’s overarching priorities: These goals are
listed in Table 2.

Table 2: Pennsylvania’s Managed Care Quality Strategy (MCQS) Goals, 2024

Pennsylvania’s Medicaid Goals
1. Increase access to healthcare services.

2. Improve the health outcomes of populations.
3. Promote efficient and effective use of taxpayer resources.

In addition to these goals, DHS has articulated the following focus domains that drive their strategy:
e increasing value,

e supporting health equity, and

e addressing social determinants of health (SDoH).

These statewide goals align well with the CMS National Quality Strategy Goals, as seen in Figure 1.

2 Search DHS | Department of Human Services | Commonwealth of Pennsylvania
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Figure 1: CMS National Quality Strategy Goals CMS: Centers for Medicare and Medicaid Services. Source:

CMS National Quality Strategy | CMS.

The state’s objectives track progress toward achieving established goals and identify opportunities for
improvement. There are subobjectives across the five program offices within each of these three overarching
goals. The BH HealthChoices Program is administered by the OMHSAS.

OMHSAS MCQS Objectives

PA’s HC objectives track progress toward achieving established goals, as well as identify opportunities for
improvement. Table 3 displays the objectives, measures/targets, and corresponding EQR protocols used to
validate those objectives during the 2025-2026 reporting cycle.

Table 3 OMHSAS MCQS Goals, Measures/Targets, and Corresponding EQR Protocol Activities

Objective
Goal: Increase Member Access
to Healthcare Services

Measure/Target

Applicable EQR Protocols

Decrease ED utilization,
inpatient admissions, and
readmissions for individuals
with SPMI.

Decrease ED visits/1,000 SPMI-
defined MM; decrease by 10%
from MY 2019 to MY 2024 for
individuals with SPMI

Protocol 7. Calculation of Additional
Performance Measures

e Combined BH/PH inpatient
admission utilization for
individuals with SPMI
discharges/1,000 SPMI-defined
MM; decrease by 5% from MY
2019 to MY 2024 for individuals
with SPMI

e Combined BH/PH inpatient 30-
day readmission for individuals
with SPMI; decrease total 30-day
readmissions by 3% from MY
2019 to MY 2024 for individuals
with SPMI

Increase adult 30-day Follow-up After

Mental Health Hospitalization to

41.60% by CY 2023

Protocol 2. Validation of
Performance Measures

Increase access to care through

use of Integrated Community

Wellness Centers (ICWCs).

Directed Payment

e Increase Follow-up After
Mental Health
Hospitalization
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Objective

Increase access to care through

use of ICWCs.

Directed Payment

e Maintain 100% of 30-day
after mental health ED visit

Measure/Target
Maintain 30-day Follow-up After
Mental Health ED Visit ages 6 years
and over, at a rate of 100%

Applicable EQR Protocols
Protocol 2. Validation of
Performance Measures

Increase access to care through

use of ICWCs.

Directed Payment

e Increase Initiation and
Engagement of Treatment
of Alcohol and Other Drug
Abuse or Dependence
Treatment

Increase by CY 2023 Initiation and
Engagement of Treatment of Alcohol
and Other Drug Abuse or
Dependence Treatment to:

e Initiation: 28.20%

e Engagement: 19.30%

Protocol 7. Calculation of Additional
Performance Measures

Reduce racial disparities
for African American
members in select quality
measures.

Reduction of racial disparities for
African American members for the
following HEDIS measure (MY
2023-2025):

e Improve Follow-up After
Hospitalization for Mental
Iliness at 7-days by = 2%

e Improve Follow-up for Mental
Iliness at 30-day by > 2%

Protocol 2. Validation of
Performance Measures

Increase SDoH screenings and
referrals specifically reported
by the ICWCs.

Any increase in the number of
screenings and referrals reported by
the ICWCs

Protocol 7. Calculation of Additional
Performance Measures

Preserve access to emergency

services for members residing

in and near the cities of

Pittsburgh and Philadelphia.

Directed Payment

e Preserve accessto
emergency services for
members residing in and
near the cities of Pittsburgh
and Philadelphia

Preserve cities of Pittsburgh and
Philadelphia ambulance utilization
in CY 2023 to at least CY 2019
levels (based on utilization)

Goal: Improve the Health
Outcomes of Populations

Increase length of

engagement in treatment for

SUD through counseling and

MAT.

Directed Payment

e Increase length of
engagement in treatment
for SUD through counseling
and MAT

Follow-up After ED Visit of Alcohol
and Other Drug Dependence
increase by 1% by CY 2023

Protocol 2. Validation of
Performance Measures

Increase length of engagement

in treatment for SUD through

counseling and MAT.

Directed Payment

e Increase length of
engagement in treatment
for SUD through counseling
and MAT

Continuity of Pharmacotherapy for
OUD by 1% annually

Protocol 1. Validation of
Performance Improvement Projects
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Objective

Increase organizational
cultural and linguistic capacity
to reduce health disparities.

Measure/Target
Maintain percentage of MCOs
achieving NCQA distinction in
Multicultural Health Care or Health
Equity Accreditation at 100%
through 2026

Applicable EQR Protocols
Protocol 3. Review of
Compliance With Medicaid
and CHIP Managed Care
Regulations

Increase organizational
cultural and linguistic capacity
to reduce health disparities.

Increase 3% of MCOs providing
culturally competent care through
CAHPS results or Mental Health
Statistics Improvement Program
(MHSIP) measures for BH (to 73% by
CY 2023)

Protocol 6. Administration or
Validation of Quality of Care
Surveys

Goal: Promote Efficient and
Effective Use of Taxpayer
Resources

Support alternative payment
models that promote quality of
care while managing increasing
costs.

100% of primary contractors to meet
medical spend contractual VBP
requirements by 2023

OMHSAS: Office of Mental Health and Substance Abuse Services; MCQS: Managed Care Quality Strategy; EQR:
external quality review; ED: emergency department; SPMI: serious persistent mental illness: MM: member
months; MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; SDoH: social
determinants of health; PDN: private duty nursing; CY: calendar year; SUD: substance use disorder; MAT:
medication-assisted treatment; OUD: opioid use disorder; NCQA: National Committee for Quality Assurance;
CAHPS: Consumer Assessment of Healthcare Providers and Systems; BH: behavioral health; VBP: value-based

payment.

Methodology of EQR Review of the Managed Care Quality Strategy
IPRO is employing the rubric from the CMS Medicaid and CHIP Managed Care: Quality Strategy Toolkit
Summary, June 2021, in reviewing the PA MA and CHIP Managed Care Quality Strategy (MCQS) dated

December 2023.

CMS’s vision of the EQR role in the evaluating the quality strategy is captured in Figure 2.
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Figure 2: Relationship Between State Medicaid and CHIP Managed Care Quality Initiatives Source: Medicaid
and Children’s Health Insurance Program (CHIP) Managed Care Quality Strategy Toolkit.
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Observations
The structure of the Behavioral HealthChoices program is described in detail, including the regional approach,
the number, and types of plans.

DHS describes its process for seeking input for qualified stakeholders in developing its quality strategy.
stakeholders identified include; Medicaid members, the public, the Medicaid Assistance Advisory Committee,
the County Administrators Advisory Committee, the PA MH Planning Council, and managed care plans (MCPs).

There are specific goals set, with baseline rates and statewide performance targets. Where available, goals are
based on standard performance measures. There is ample room within the goal structure to make ongoing
adjustments to measures and targets based on the evolving experience of monitoring goal progress and
changes in the population health experience of the members.

Monitoring

DHS outlines the details of their MCO monitoring activities within the MCQS. These include:

e Standard annual review of HEDIS and PA-specific measures, including:
o compare results to goals,
o RCAs on missed targets, and
o collaborative remediation planning, goal setting, and re-evaluation with MCOs that miss targets.

e Ongoing review of MCOs’ compliance with state and federal regulations.

e DHS discusses its MEMM dashboard, used for cross program aggregation of quality indicator monitoring.
Among the core quality domains that are routinely monitored via MEMM are: Network Adequacy,
Compliance, Performance Measures, Surveys, Care Management, and others.

IPRO notes that while the majority of goals have timelines that begin with MY 2024 or later, there are a
number of goals that were set for MY 2023. As of this report, DHS has not posted any progress-reporting on
their quality goals.

Discussion of the Quality Management Program
The 2023 MCQS contains detailed descriptions of the PA statewide initiatives underway or under
consideration for achieving the stated goals.

SDoH/Health equity are targeted with increased detail in the new strategy document. DHS documents its
engagement with stakeholders in developing their statewide SDoH strategy and provides details on activities
completed and those being initiated.

There is a section for VBP and Pay-for-Performance (P4P) initiatives that are aligned with the goals of quality,
access, and efficiency. These initiatives are also intended to increase the alignment between program offices.
Specific topics with the goal structures of these programs include focuses on SDoH, maternity, postpartum and
infant care, transitions of care, and integrated care for members with SPMI. All of these programs are based
on specific measurable indicators such as HEDIS or the Consumer Assessment of Healthcare Providers and
Systems (CAHPS®). DHS also discusses potential future initiatives under consideration.

There is a section on PIPs with topics. There are high level descriptions of project aims and key interventions
for each PIP. For the BH HealthChoices Program, the PIP topic regards PEDTAR SUD conditions. The report
directs the reader to the EQR ATR on the DHS website for detailed results and analysis.

There is a section on network adequacy standards which includes details on time, distance, appointment
availability all broken down by provider type, geographic region. This section also describes DHS’s activities in
monitoring compliance with these standards.

There is a description of the process DHS uses to review each MCQ’s clinical practice guidelines, including the
participation of medical experts and the basis in scientific and reliable clinical evidence. The MCQS delineates
the provision that could trigger MCO sanctions and the possible sanctions or penalties that could be levied.
The report contains a listing of MCO sanctions imposed within the past 3 years.

There is a mention of five work plans that were implemented and the high-level topics, as well as high-level
mention of corrective action plans (CAPs) that were developed. It is not entirely clear from the narrative
where the status of those work plans and CAPs currently stands and, if ongoing, what the specific metrics for
completion and ongoing monitoring of those projects entail.
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PA’s quality management plan and execution is robust. In particular, with the adoption of CMS Core Set
measures and in the ambitious program to create quality dashboards through the Medicaid Enterprise
Monitoring Module (MMEM). Initiatives that target health equity, SDoH, and health information are all
forward-looking and expansive. DHS is using the levers available through P4P programs to align quality and
efficiency within the delivery systems.

Recommendations

The 2023 MCQS addresses several of the recommendations made in the 2023 ATR:

e Strong numeric targets were established for performance measures.

e A more robust discussion of PIPs has been added.

e A detailed discussion of quality interventions where areas of underperformance were identified has been
added.

In last year’s review, IPRO recommended DHS develop an annual progress report detailing progress on the BH
HealthChoices goals, any obstacles encountered, and plans to address obstacles while capturing success
strategies where significant progress and/or achievement of goals has been observed. In response, the
OMHSAS Quality Management Team began work in 2025 on the development of annual comprehensive
report.
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I11. Validation of Performance Improvement Projects

Objectives

Title 42 CFR § 438.330(d) Performance Improvement Projects establishes that the state must require
contracted MCOs to conduct PIPs that focus on both clinical and nonclinical areas. According to the CMS, the
purpose of a PIP is to assess and improve the processes and outcomes of health care provided by an MCO.
Further, MCOs are required to design PIPs to achieve significant, sustained improvement in health outcomes.
Box 3 details the required PIP elements.

Box 3: Title 42 CFR § 438.330 PIP Required Elements

1. Measurement of performance using objective quality indicators,

2. implementation of interventions to achieve improvement in access to and quality of care,
3. evaluation of the effectiveness of interventions based on the performance measures, and
4. planning and initiation of activities for increasing or sustaining improvement.

CFR: Code of Federal Regulations; §: section; PIP: performance improvement project.

Title 42 CFR § 438.356(a)(1) and Title 42 CFR § 438.358(b)(1) establish that state agencies must contract with an
EQRO to perform the annual validation of PIPs. To meet these federal regulations, PA contracted with IPRO to
validate the PIPs that were underway in 2024.

Technical Methods of Data Collection and Analysis

IPRO’s validation process begins at the PIP proposal phase and continues through the life of the PIP. During
the conduct of the PIPs, IPRO provides technical assistance to each MCO. Technical assistance includes
feedback.

CMS’s Protocol 1. Validation of Performance Improvement Projects was used as the framework to validate
each PIP. Figure 3 details the mandatory EQR Protocol 1 activities.

4{ Activity 1: Assess the PIP Methodology }

e Step 1: Review the selected PIP topic.

e Step 2: Review the PIP aim statement.

e Step 3: Review the identified PIP population.

e Step 4: Review the sampling method.

e Step 5: Review the selected PIP variables and performance measures.

e Step 6: Review the data collection procedures.

» Step 7: Review data analysis and interpretation of PIP results.

e Step 8: Assess the improvement strategies.

e Step 9: Assess the likelihood that significant and sustained improvement occurred.

{ Activity 2: Perform Overall Validation and Reporting of PIP Results }

e Step 1: Assign validation ratings.
e Step 2: Report findings and performance measure data.

Figure 3: EQR Protocol 1 Activities PIP: performance improvement project; EQR: external quality review.

In accordance with the EQR PIP validation protocol issued by CMS in February 2023, IPRO replaced the former
scoring with two qualitative assessments of the PIP, expressed in terms of levels of confidence (High,
Moderate, and Low or None): 1) EQRO’s Overall Confidence that the PIP Adhered to Acceptable Methodology
for All Phases; and 2) EQRO’s Overall Confidence that the PIP Produced Evidence of Significant Improvement.

The results for sustainable improvement were reported by the MCO and evaluated by the EQRO in the fall of
2025. Figure 4 displays the validation determinations and corresponding confidence levels.

Pennsylvania External Quality Review Annual Technical Report — FFY 2025 Page 18 of 161



High
confidence

Rating 1: EQRO’s Overall Confidence that the PIP Mod.erate
Adhered to Acceptable Methodology for All Phases confidence

Rating 2: EQRO’s Overall Confidence that the PIP

Produced Evidence of Significant Improvement

Figure 4: EQR Overall Validation Ratings EQRO: external quality review organization; PIP: performance
improvement project

Description of Data Obtained

The name of the PIP project in 2024 was “Prevention, Early Detection, Treatment, and Recovery (PEDTAR) for
Substance Use Disorders (SUD).” The aim statement for this PIP reads: “Significantly slow (and eventually stop)
the growth of SUD prevalence among HC members while improving outcomes for those individuals with SUD
and also addressing racial and ethnic health disparities through a systematic and person-centered approach.”

The PIP had three common clinical objectives (for all MCOs) and one nonclinical population health objective:

1. Increase access to appropriate screening, referral, and treatment for members with OUD and/or other
SUD.

2. Improve retention in treatment for members with an OUD and/or other SUD diagnosis.

Increase concurrent use of drug and alcohol counseling in conjunction with pharmacotherapy (MAT).

4. Develop a population-based prevention strategy with a minimum of at least two activities across the
MCO/HC BH contracting networks. The two “activities” may fall under a single intervention or may
compose two distinct interventions. Note that while the emphasis here is on population-based strategies,
this nonclinical objective should be interpreted within the PIP to potentially include interventions that
target or collaborate with providers and health care systems in support of a specific population (SUD)
health objective.

w

Additionally, OMHSAS identified the following core performance indicators for the PEDTAR PIP:

1. Follow-up After High-Intensity Care for SUD (FUI) — This is a HEDIS measure that measures “the
percentage of acute inpatient hospitalizations, residential treatment or detoxification visits for a diagnosis
of substance use disorder among members 13 years of age and older that result in a follow-up visit or
service for substance use disorder.”3 It contains two submeasures: continuity of care within 7 days and
continuity of care within 30 days of the index discharge or visit.

2. SUD-Related Avoidable Readmissions (SAR) — This is a PA-specific measure that measures avoidable
readmissions for HC members 13 years of age and older discharged from detox, inpatient rehab, or
residential services with a primary diagnosis of alcohol and other drug (AOD) dependence primary
diagnosis. The measure requires 30 days of continuous enrollment (from the index discharge date) in the
plan’s HC program. This measures discharges, not individuals (starting from Day 1 of the MY; if there are
multiple qualifying discharges within any 30-day period, only the earliest discharge is counted in the
denominator). The SAR submeasure is intended to complement FUI and recognizes that appropriate levels
of care for individuals with SUD will depend on the particular circumstances and conditions of the
individual. Therefore, for this submeasure, “avoidable readmission” will include detox episodes only.

3. MH-Related Avoidable Readmissions (MHR) — This PA-specific measure will use the same denominator as
SAR. The measure recognizes the high comorbidity rates of MH conditions among SUD members and is
designed to assess screening, detection, early intervention, and treatment for MH conditions before they
reach a critical stage. For this measure, “readmission” will be defined as any acute inpatient admission
with a primary MH diagnosis occurring within 30 days of a qualifying discharge from AOD detox, inpatient
rehab, or residential services.

3 National Committee for Quality Assurance (NCQA). (2020). HEDIS Volume 2: Technical Specifications for
Health Plans. NCQA. NCQA > HEDIS 2020 Volume 2 (epub).
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4. MAT for OUD (MAT-OUD) — This PA-specific performance indicator measures the percentage of HC BH
beneficiaries with an active diagnosis of OUD in the measurement period who received both BH counseling
services and pharmacotherapy for their OUD during the measurement period. This PA-specific measure is
based on a CMS measure of “the percentage of Medicaid beneficiaries ages 18—-64 with an OUD who filled
a prescription for or were administered or dispensed an FDA-approved medication for the disorder during
the measure year.”* This measure will be adapted to include members ages 16 years and older. BH
counseling is not necessarily limited to addiction counseling.

5. MAT for Alcohol Use Disorder (MAT-AUD) — This PA-specific performance indicator measures the
percentage of HC BH beneficiaries with an active diagnosis of moderate to severe alcohol use disorder
(AUD) in the measurement period who received BH counseling services, as well as pharmacotherapy for
their AUD during the measurement period. This PA-specific measure mirrors the logic of MAT-OUD, except
for members ages 16 years and older with severe or moderate AUD. BH counseling is not necessarily
limited to addiction counseling.

Each year, MCOs were expected to submit results and findings to IPRO in an annual report. In addition to
running annual measures, quarterly reporting was used to enable measurement on a frequency that
supported continuous monitoring and adjustment by the MCOs and their primary contractors.

This PIP project ran from January 2021 through December 2024, including a 1-year extension, with initial PIP
proposals submitted in 2020 and a final report due in September 2025. With this PIP cycle, all MCOs/primary
contractors shared the same baseline period and timeline.

Information obtained throughout the reporting period included project rationale, aims and goals, target
population, performance indicator descriptions, performance indicator rates (baseline, interim, and final),
methods for performance measure calculations, targets, benchmarks, interventions (planned and executed),
tracking measures and rates, barriers, limitations, and next steps for continuous Ql. Results presented here are
based on validation of the year-4 report covering MY 2024.

Description of PIP Interventions
Table 4 enumerates the PIP interventions for each BH-MCO.

Table 4: BH-MCO PIP Interventions

Summary of Interventions

Carelon

Intervention #1a: Carelon will increase provider understanding of the clinical application of ASAM Criteria
during continued stay reviews as the standard of care for treating members with a Substance Use Disorder
by providing education to the network of contracted SUD providers.

Intervention #1b: Carelon will support provider application of the ASAM criteria by conducting annual
medical record abstraction reviews with five (5) pilot SUD treatment providers to determine fidelity to the
ASAM criteria. The record abstractions will be completed by a trained team of clinicians.

Intervention #1c: Carelon will conduct SUD specific high-utilizer clinical rounds every two weeks for
members who have had three (3) or more admissions to the same or higher level of care within a rolling 60
day period to ensure this high-risk population is receiving the most appropriate individualized treatment
and appropriate education and referrals (medical, social determinates, racial/ethnic disparities) for their
conditions.

Intervention #1d-1: Carelon will complete initial infrastructure reviews of assigned Level 3 providers in the
service area to increase provider understanding of the ASAM criteria.

Intervention #1d-2: Carelon will complete initial record reviews with assigned Level 3 providers in the
service area to increase provider application of the ASAM criteria.

Intervention #1d-3: Carelon will distribute individual summary reports to providers following completion of
both the initial infrastructure review and record reviews. The reports will highlight opportunities for
improvement and outline technical assistance resources.

Intervention #1d-4: Carelon will offer and provide Technical Assistance to ASAM Level 3 providers to
support providers’ understanding and application of the ASAM Criteria.

Intervention #1d-5: Carelon will complete follow-up ASAM monitoring reviews for Level 3 providers within
timeframes determined by previous review results. The follow-up reviews are a continuous quality
improvement activity geared toward improving providers’ alignment to the ASAM Criteria.

Intervention #1e-1: Carelon will request and host presentations from all COEs in the Carelon Network.
These initial meetings will be structured for the COEs to review their Service Descriptions for providing COE
services.

4 Partnership for Quality Measurement (PQM). 3400: Use of Pharmacotherapy for Opioid Use Disorder (OUD).
Use of Pharmacotherapy for Opioid Use Disorder (OUD) | Partnership for Quality Measurement (p4gm.org).
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Summary of Interventions

Intervention #le-2: Carelon will complete a COE Program expectations guide to accompany the DHS COE
program guide in order to help shape the service delivery of the COEs.

Intervention #1e-3: Carelon will conduct training on the COE Program expectations/DHS COE expectations
for the COE providers in their network.

Intervention #1e-4: Carelon will create a monthly provider survey on COE expectations to gather data that
will help shape COE strategic plans.

Intervention #1e-5: Carelon Provider Quality Managers will create strategic plans for all their SUD COEs.

Intervention #2a: Carelon will conduct an annual provider webinar, facilitated by the Carelon medical
director, on the topic of pharmacotherapy in combination with psychosocial treatment, as the standard of
care for treating opioid and alcohol use disorders.

Intervention #2b: Carelon will implement a value based payment arrangement to provide an opportunity
for providers to receive performance incentives to increase utilization of pharmacotherapy concurrent with
counseling for substance use disorder treatment, when clinically indicated. Carelon and primary contractors
will identify providers to agree to contract for the MAT VBP incentive arrangement.

Intervention #2c: Quarterly, Carelon will distribute member education on treatment choices available to
them on their treatment journey specifically related to substance use disorder through one or several of the
following mediums: educational forums for members, publishing education on the member’s section of the
Carelon website, distributing education to members via the Carelon Family Advisory Council.

Population Health Prevention Strategy

Intervention #3a: Carelon will facilitate an annual Community Listening Forum (Faces and Voices; SAMHSA,
2017), with a primary objective to eliminate the effects of stigma in the community by providing the
community with stories of lived-experience and resiliency of those in recovery from substance use
disorders.

Intervention #3b: Carelon will develop and launch an educational anti-stigma campaign. Materials to
accompany the Community Listening Forum and other educational forums hosted by Carelon and/or
primary contractors:

Intervention #3c: Carelon will offer community trainings in Mental Health First Aid (MHFA) biannually to
increase public awareness of identification of mental health and substance use disorders and reduce stigma.
Intervention #3d (formerly #1e): Carelon will develop a speaker’s bureau to offer quarterly training for SUD
providers on a variety of SUD Recovery topics.

Intervention #3e: Carelon and its County partners will hold community trainings on Narcan administration
and use of Deterra Pouches to increase public awareness of life-saving measures for overdose events and
reduce stigma.

Sub-population Health Prevention Strategy

Intervention #4a: Carelon will facilitate several Community Listening Forums with Faith Based
Organizations, with a primary objective to determine intervention strategies specific to the Black
membership which can be piloted in those organizations

Intervention #4b: Carelon and its County partners will offer community trainings in Mental Health First Aid
(MHFA) for Faith Based Organizations identified in areas of Black health disparity to increase public
awareness of identification of mental health and substance use disorders and reduce stigma.

Intervention #4c: Carelon and its County partners will hold community trainings on Narcan administration
and use of Deterra Pouches in communities identified in areas of Black health disparity to increase
awareness of life-saving measures for overdose events and reduce stigma.

Intervention #4d: Carelon and its County partners will install Harm Reduction Vending Machines in all 11
counties to increase access to life-saving measures for overdose events and reduce stigma.

CBH

Intervention #1.1: Identify Clinical best practices for initiation of Black, non-Hispanic members with OUD in
treatment by training providers on QI methodology and tools while offering ongoing opportunities for
provider collaboration in a joint Ql Learning Collaborative (QILC) for Outpatient Substance Use providers to
identify and implement interventions using a PDSA cycle framework beginning January 1, 2021, to improve
initiation rates.

PDSA Cycles were completed in Q2 and Q4 2021 for QILC intervention improvement opportunities. This
work included addressing the barriers to ongoing provider participation experienced as a decline in the rate
of eligible providers attending forum sessions and completing routine reporting. These are included in part
2 of Section 5, below. Barriers were understood from feedback collected in regular meeting review surveys
and during individualized provider coaching meetings. Additional barrier and driver analysis completed in
Q3 2022.

Modifications include:
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1) Creation of a Change Concepts and Measures Package document to support provider selection of change
concepts to implement from proven initiation-increasing ideas. This package also clearly defined the
method of calculating each measure for reporting and the schedule for reporting.

2) Coaching enhancements. 10 CBH staff who have the CPHQ credential were supported with additional
training and monthly plans for use during forum break-out sessions to structure provider interactions and
development of innovative change concepts for collaborative testing within tracks. Coaches participated in
individual meetings with providers and in the review of monthly reports to provide timely feedback.

3) Standardized review matrix developed to assess providers submitted reports and ensure consistency
across measures

4) Adjustment of reporting timeline and frequency of PDSA submissions, beginning Jan. 2023.

Intervention #1.2: Increase community awareness of treatment needs and resources by educating
community partners in first quarter of 2023, including faith-based organizations, in areas with a high rate of
Black, non-Hispanic members with OUD to increase initiation rates. The target audience for this event is
community leaders. However, all Philadelphia County community members will be welcomed to the event.
A specific population of community members will be selected by identifying zip code areas where treatment
rate is low for Black, non-Hispanic members with OUD and will receive a targeted invitation. A virtual or in-
person meeting will be held with the Chief Medical Officer from DBHIDS as an expert speaker with
PowerPoint, panel of community members with expertise in the Black, non-Hispanic population and
treating OUD, and member services director to share information on how to access treatment. As the
planning for this intervention takes shape, the use of virtual vs in-person event opportunities will continue
to be assessed to ensure inclusion of attendees. A weblink will be shared for printable toolkit including a
one-pager on OUD treatment and an access to treatment guide with list of providers.

Implementation of this intervention was delayed due to data availability and analysis to identify the zip
code areas of focus. The event occurred in late Q1 2023, followed by posting of the web materials as
described above.

Additional interventions are being developed to address this barrier.

Intervention #1.3: Intervention 1.3 To Increase community awareness of treatment needs and resources
CBH held a workshop at the Faith and Spiritual Affairs Conferences in Philadelphia in April of 2024. CBH
focused on creating partnerships opportunities for faith-based organizations and SUD treatment providers
by participating in the annual DBHIDS Faith & Spiritual Affairs Conference. The Chief Medical Officer from
DBHIDS served as an expert speaker for this in-person event (no virtual component) with a PowerPoint
presentation used to share educational material on the Opioid crisis, MAT OUD, and treatment utilization
disparities with regional faith leaders and provider staff. The session included an interactive component,
with attendees working in small groups to plan local efforts to meet community needs in reducing stigma
and encouraging the use of behavioral health supports, including MAT. Conference attendees shared their
perception of the Opioid crisis and MAT OUD before and following the education session.

Intervention #1.4: The QILC Spread is an extension of the QILC that was implemented previously in order to
improve utilization, sustainability, and spread of best practices for initiation of OUD treatment for Black,
non-Hispanic members, as identified through the QILC Spread Intervention for Outpatient Substance Use.
Provide an on-demand training resource for providers on Ql methodology and tools, while offering ongoing
opportunities for provider coaching and individualized support.

Intervention #1.5: Health Access Initiative for Recovery (HAIR) is an intervention to improve health
outcomes in the Black & African American community through culturally meaningful outreach. Barbers and
hairstylists are trained on how to talk to their clientele about substance use, anxiety, depression, suicide &
overdose prevention, and how to properly refer them to resources and help.

Intervention #2.1: Identify Clinical best practices for engagement of Black, non-Hispanic members with OUD
in treatment by training providers on QI methodology and tools while offering ongoing opportunities for
provider collaboration in a joint Ql Collaborative for Outpatient Substance Use providers to identify and
implement interventions using a PDSA cycle framework beginning January 1, 2022, to improve engagement
rates.

PDSA Cycles were completed in Q2 and Q4 2022 for QILC intervention improvement opportunities. This
work included addressing the barriers to ongoing provider participation experienced as a decline in the rate
of eligible providers attending forum sessions and completing routine reporting. These are included in part
2 of Section 5, below. Barriers were understood from feedback collected in regular meeting review surveys
and during individualized provider coaching meetings. Additional barrier and driver analysis completed in
Q3 2023. See Appendix G. Modifications include:

1) Creation of a Change Concepts and Measures Package document to support provider selection of change
concepts to implement from proven engagement-increasing ideas. This package also clearly defined the
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method of calculating each measure for reporting and the schedule for reporting.
2) Coaching enhancements, standardized review, and reporting timeline adjustments as described for
Barrier 1.1 above.

Additional interventions are being developed to address this barrier.

Intervention #2.2: Improve utilization, sustainability, and spread of best practices for engagement in OUD
treatment for Black, non-Hispanic members, as identified through QILC Spread Intervention for Outpatient
Substance Use. Provide an on-demand training resource for providers on QI methodology and tools, while
offering ongoing opportunities for provider coaching and individualized support. To be implemented in Q3
2024

Intervention #3.1: Increase provider implementation of best practices by developing, educating, and
monitoring Clinical Practice Guidelines for AUD by January 2022 to increase engagement rates. Conduct an
educational session via zoom with expert speaker on use of MAT for AUD, use and implementation of AUD
Clinical Practice Guidelines, and access to SUD treatment. Share weblink of printable toolkit of AUD Clinical
Practice Guidelines, one-pager AUD and MAT treatment, and AUD Access to Treatment with provider list.
Assess use of toolkit by attendees and gains of AUD MAT knowledge via an online feedback survey.

Multiple efforts were conducted to assess and address barriers to improvement with this intervention and
achievement of CO #3 and #9. Shortly following the webinar in Q1 2022, the PIP planning committee met to
understand the failure to engage PH provider participants and consider options for remedy. The group
determined that CBH lacks strong channels of communication with PH provider information and training
mechanisms. One available mechanism is the quarterly CBH Pharmacy Forum, and arrangements were
made to re-share the presentation and web links for the toolkit in Q4 2022.

A literature review was conducted to explore options for a member-facing intervention with no actionable
interventions identified. The PIP planning group completed a prioritization matrix re-considering potential
interventions from the driver diagram. Use of data to identify AUD-MAT provider champions and engage
their collective expertise to identify best practices and educational materials was selected for development.

Additional interventions are being developed to address this barrier.

Intervention #3.2: Increase network understanding of barriers to AUD MAT adoption and current frontline
efforts to address improvement through engagement of AUD Champions. The group will develop and
deliver a virtual Best Practices guide and 3-part webinar series to an audience of CBH SUD treatment
provider staff, and other interested stakeholders to begin by 3/31/2024. All materials and event recordings
will be available via the CBH website.

This model of peer-provider involvement in developing and delivering Best Practices is expected to increase
provider use of effective screening and comprehensive treatment for AUD and to increase system
knowledge on available resources and forms of MAT for AUD.

Intervention #3.3: Increase use of evidence-based treatment by aligning MAT expectations with CBH’s VBP
Programs by January of 2021 to increase MAT-AUD rates for all members with AUD. As part of the ASAM
transition and VBP program, Outpatient Substance Use providers will be monitored on MAT-AUD to ensure
that members are offered or referred for counseling and medication assisted treatment.

Intervention #3.4: Health Access Initiative for Recovery (HAIR) is an intervention to improve health
outcomes in the Black & African American community through culturally meaningful outreach. Barbers and
hairstylists are trained on how to talk to their clientele about substance use, anxiety, depression, suicide &
overdose prevention, and how to properly refer them to resources and help.

Intervention #3.5: MAT-OUD and MAT-AUD, although cited as best practices for the treatment of the
allotted substance use disorders, continue to be underutilized by CBH members. FQHC’s deliver primary
care to many members and are a prime site to offer MAT. CBH has developed a MAT-OUD and MAT-AUD
training that is available on the Learning Hub for FQHC providers to access.

Intervention #4.1: Support/incentivize warm hand-offs through development of provider performance
standards and pay for performance for Non-Hospital Residential Rehabilitation providers using 7- and 30-
day follow-up measures by January 1, 2021, to increase FUI rates for all members with SUD.

Intervention #4.2: Ensure substance use provider adherence to providing timely access to follow-up
appointments by implementing a Secret Shopper monitoring program beginning January 1, 2021, to
increase FUI rates for all members with SUD in outpatient programs.

PDSA Cycles were completed in Q3 and Q4 2021, and in Q2 2022 for Secret Shopper intervention
improvement opportunities. These are included in part 2 of Section 5, below. This work included the PIP
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planning group, the CBH QI Committee (CBH and provider agency staff) and feedback from providers who

had been requested to complete Secret Shopper RCAs. Modifications include:

1. Addition of a dedicated voicemail for collection of provider responses when a message must be left to
establish contact.

2. Areview process for ensuring that the Provider Directory (source for provider contact info) is updated
when needed, and the Provider Representatives are aware of access barriers.

3. Standardization of the RCA request, response tracking, and response review process.

Intervention #5.1: Increase use of evidence-based treatment by aligning MAT expectations with CBH’s VBP
Programs by January of 2021 to increase MAT-OUD rates for all members with OUD. As part of the ASAM
transition and VBP program, Outpatient Substance Use providers will be monitored on MAT-OUD to ensure
that members are offered or referred for counseling and medication assisted treatment.

Monitoring was completed during 2021, however, VBP implementation was delayed until April 1, 2022, as a
result of the continued Covid-19 Public Health Emergency. Relevant 2021 data was shared with providers
during Q2 2022, and initial payments for VBP will be completed during Q3 2022.

Additional interventions are being developed to address this barrier.

Intervention #5.2: Health Access Initiative for Recovery (HAIR) is an intervention to improve health
outcomes in the Black & African American community through culturally meaningful outreach. Barbers and
hairstylists are trained on how to talk to their clientele about substance use, anxiety, depression, suicide &
overdose prevention, and how to properly refer them to resources and help.

Intervention #5.3: Increase use of MAT-OUD by enrolling members who are identified as having OUD and
receiving Behavioral Health Counseling Only in a 2-way messaging intervention. The text messages will
provide real-time support with relevant resources related to SUD and MAT-OUD.

Intervention #5.4: MAT-OUD and MAT-AUD, for the treatment of the allotted substance use disorders,
continue to be underutilized by CBH members. FQHC's deliver primary care to many members and are a
prime site to offer MAT. CBH has developed a MAT-OUD and MAT-AUD training that is available on the
Learning Hub for FQHC providers to access.

Intervention #5.5: MAT-OUD, although cited as best practices for the treatment of the allotted substance
use disorders, continue to be underutilized by CBH members. CBH has partnered with Philly’s overdose
prevention programming to deliver educational resources around MAT-OUD. A CBH representative will
attend overdose prevention trainings run by a group called Philly Counts. MAT-OUD resources will be
distributed at this event.

Intervention #6.1: Increase Equitable Delivery of Evidence-Based MAT for OUD provided to Black, non-
Hispanic members, across the full provider network. Identify providers who are disproportionally offering
counseling only and request RCAs and QIPs to ensure providers are offering evidence-based MAT options.
Data was collected and analyzed during 2021, however, clarity on analysis of poor-performing providers was
not achieved until Q1 2021 data was completed in Q3 2021. The RCA request and review process was
further delayed into Q4 2021 and Q1 2022. During Q2 2022, remaining 2021 data analysis was completed,
along with RCA requests and reviews.

Additional interventions are being developed to address this barrier.

Intervention #6.2: To Increase community awareness of treatment needs and resources CBH held a
workshop at the Faith and Spiritual Affairs Conference in Philadelphia in April of 2023. CBH focused on
creating partnerships opportunities for faith-based organizations and SUD treatment providers by
participating in the annual DBHIDS Faith & Spiritual Affairs Conference. The Chief Medical Officer from
DBHIDS served as an expert speaker for this in-person event (no virtual component) with a PowerPoint
presentation used to share educational material on the Opioid crisis, MAT OUD, and treatment utilization
disparities with engaged regional faith leaders and provider staff. The session included an interactive
component, with attendees working in small groups to plan local efforts to meet community needs in
reducing stigma and encouraging the use of behavioral health supports, including MAT. Conference
attendees shared their perception of the Opioid crisis and MAT OUD before and following the education
session.

Intervention #7.1: Provide vaping education for providers, schools, and students by utilizing Single County
Authority (SCA) prevention program in Philadelphia public, parochial and charter middle and high schools by
February 2021 year to minimize use of vapor products in middle and high school students. Providers who
are contracted with SCA will be invited to an education session with an expert speaker from the
Philadelphia Department of Public Health on Vaping. The session will be conducted via zoom and a link to a
vaping toolkit developed by the SCA, will be provided.

Intervention was terminated as indicated in Q2 2022 Report.
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Intervention #7.2: Increase provider awareness of best practices to identify and treat vaping in Middle/High
School Age Population by providing education to CBH Behavioral Health Provider Network by March 2021.
BH providers will be invited to an educational session with an expert speaker from the Philadelphia
Department of Public Health on vaping and middle/high school age population. A provider notice will be
distributed with information on the importance of addressing vaping in this population and a link to
resources will be maintained on the CBH website, specifically for provider use, to reduce vaping.

Impact of this intervention activity has not been maintained over time. Difficulty in accessing web utilization
data and in linking it to the January 2021 webinar have been identified as barriers to this intervention’s
effectiveness.

Additional interventions are being developed to address this barrier.

Intervention #7.3: Provide vaping education for Philadelphia public, parochial and charter middle and high
school students by utilizing “Catch My Breath” (CMB) as a primary prevention program element during
2023. Providers who are contracted with SCA will enhance relationships with schools to ensure regular
curriculum delivery. SCA will monitor progress and opportunities for expansion.

Intervention #7.4: Provide vaping education in a community setting with subject matter experts as the
speakers.

Intervention #8.1: Maintain MHR at or below 2.5% for all members with SUD, thereby improving retention.
Monitor MHR rates quarterly and if rate rises above threshold, identify outlier OP SUD providers with
claims for members readmitted within 90 days. Request RCA/PIP as needed to support engagement and
retention.

UPDATE: Intervention terminated due to updated CY 2020 data demonstrating MHR rate under 1%. See
comments in next section.

CCBH

Intervention #PHa: MAT Toolkit: Address lack of SUD treatment engagement through education on SUD
Treatment options for members, families, and providers through development and dissemination of a MAT
Toolkit available beginning mid-year 2021 designed to increase rates of MAT prescribing

Intervention #PHb: Anti-Stigma Campaign: Reduce stigma for seeking help for SUD resulting in more
members engaging in SUD care via an anti-stigma campaign utilizing education, targeted media posts,
webinars, and community outreach launching mid-year 2021; focus on Black/African American racial
disparities; build upon recent SUD education efforts with community partners (e.g., Voice and Vision, Steel
Smiling, Inc.) and collaborations with community partners and others to expand educational anti-stigma
programs such as Mental Health First Aid

Intervention #1a: Warm Hand Off (WHO): Increase the percent of members when presenting at PH
hospitalization or ED who initiate SUD treatment including MAUD and MOUD over 36 months, by bridging
the gap between PH and SUD systems through a WHO by peers and case managers of SCAs, COEs, or other
contracted providers. (Note: WHOs in counties with a larger percentage of members that identify as Spanish
speaking have bilingual staff or offer translation services for non-English speaking members).

Intervention #1b: Telehealth Bridge Clinic: Over 36 months, increase the rate of billed telehealth claims for
prescribing MAUD/MOUD for members with OUD and AUD during or immediately following an inpatient PH
hospitalization or ED through untapped prescribing services via telehealth designed to engage individuals
into SUD treatment. (Note: translation services are available for members that are non-English speaking).

Intervention #1c: FQHC Learning Community: Increase the percent of individuals seeking primary care in
FQHCs with screening and initiation of SUD treatment including MAUD/MOUD through support, education,
and consultation in a 12-month learning community.

Intervention #2a: High Risk Care Management Interview (HRCM): Over 36 months, increase follow up (FUI)
and decrease readmission (MHR/SAR) through engagement by a Community Care manager before BH
discharge to address factors associated with inpatient SUD utilization or detox and facilitate referral and
connection to BH service or other community supports. Embedded within this intervention is a mandatory
cultural awareness training for all HR CMs. (Note: the HR interview is available in Spanish. Additionally,
translation services are available for members that are non-English speaking).

Intervention #2b: Community Health Worker Outreach (CHW): Over 36 months, increase follow up (FUI)
and decrease readmission (MHR/SAR) through outreach by a Community Care CHW following inpatient SUD
or detox within 30 days to educate member on care options, facilitate referral and connection to BH service
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or other community supports. Embedded within this intervention is a mandatory cultural awareness
training for all CHWs. (Note: translation services are available for members that are non-English speaking).

Intervention #2c: Taper to Induction: Over 36 months, provide education and training through a Taper to
Induction protocol to increase the number of providers who offer education, referral, or direct access to all
MATSs supported through an alternative payment arrangement to support need for increased medical
monitoring with MAT,; record reviews with SUD providers to confirm MAT education/access is being
completed. (Note: translation services are available for members that are non-English speaking).

Intervention #3a: Family/Social Support: Over 24 months, provide education, trainings, and toolkits
including racial and ethnic cultural competencies, to members and their families to increase rates at which
members include their families in SUD outpatient treatment as evidenced by increased rates for billed
family therapy sessions delivered to fidelity to best practice standards in family therapy. (Note: translation
services are available for members that are non-English speaking).

Intervention #3b: Recovery Management Checklist (RMC): Over 24 months, implement ongoing
monitoring by CRS to improve retention in care, provide education in relapse prevention, racial and ethnic
cultural competencies, connection to community-based resources, with payment reform to support long-
term monitoring of members in SUD treatment. (Note: the RMC is available in Spanish. Additionally, in
counties with a larger percentage of members that identify as Spanish speaking providers have bilingual
staff; translation services are available for non-English speaking members).

MBH

Intervention #1a: Discharge Planning Initiative: Improve discharge planning practices among 24-hr SUD
providers (What?) by educating them about MBH’s discharge planning best practices which are informed by
Project RED, incorporating these discussions into the care management process, and ensuring that this has
been documented by requiring the documentation of 10 separate components (How?). A sample of
discharges will be audited each month to measure and ensure improvement in adherence to the best
practices, and providers will receive ongoing feedback on their performance during the calendar year
(When?) This is expected to impact the Inadequate Discharge Planning barrier bundle and in turn have a
positive effect on follow-up and readmission rates (Why?).

Intervention #1b: Component of Discharge Planning Initiative: Addressing Cultural Factors: Improve
discharge planning practices among 24-hr SUD providers (What?) by requiring attention to and discussion
about the individual’s cultural factors that could impact follow-up and recovery by incorporating this
discussion into the care management process and ensuring this has been documented (How?). In the
monthly audits described for Intervention 1a, a separate score for “cultural factors” will be calculated and
reported monthly during the year (When?). This is expected to impact the Cultural Competency barrier
bundle, and in turn have a positive effect on follow-up and readmission rates (Why?)

Intervention #1c: Component of Discharge Planning Initiative: Addressing Transportation Barriers:
Improve discharge planning practices among 24-hr SUD providers (What?) by requiring attention to and
discussion about the individual’s transportation barriers and resources that could impact follow-up and
recovery by incorporating this discussion into the care management process and ensuring this has been
documented (How?). In the monthly audits described for Intervention 1a, a separate score for
“transportation” will be calculated and reported monthly during the year (When?). This is expected to
impact the Transportation barrier bundle, and in turn have a positive effect on follow-up and readmission
rates (Why?)

Intervention #1d: Component of Discharge Planning Initiative: Addressing Relapse Prevention Planning:
Improve discharge planning practices among 24-hr SUD providers (What?) by requiring attention to and
discussion about the individual’s relapse prevention plan by incorporating this discussion into the care
management process and ensuring this has been documented (How?). In the monthly audits described for
Intervention 1a, a separate score for “relapse prevention planning” will be calculated and reported monthly
during the year (When?). This is expected to impact the Inadequate Relapse Prevention Planning barrier
bundle, and in turn have a positive effect on follow-up and readmission rates (Why?)

Intervention #2a: CRS Provider Collaboratives: Enhance the knowledge, competency, and confidence
among CRS providers (What?), by engaging them in educational and supportive online collaboratives.
Special attention is to be paid to working with people with co-occurring disorders. Certified Peer Specialists
(CPSs) who work with MH consumers will also be invited, so that CRS and CPS providers can learn from and
support each other. Magellan will pursue continuing education accreditation from the Pennsylvania
Certification Board. (How?). Collaboratives will occur on a quarterly basis (When?), to help CRS providers to
best serve members and thereby increase engagement and retention, and ultimately improve follow-up and
readmission rates (Why?)
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Intervention #2b: CRS Provider Collaboratives: Enhance the cultural competency among CRS providers and
their ability to convey this to members who are different from them (What?), by engaging them in
educational and supportive online collaboratives as described above (How?), on an quarterly basis (When?),
so that they can best serve members of different races and ethnicities and thereby increase the numbers of
members who are Black/African American and Hispanic in CRS services and their retention in services
(Why?).

Intervention #3: Incentivizing Co-Occurring Competence Effort: Improve co-occurring competence among
dually licensed (MH/SUD) outpatient providers (What?) by developing and applying an assessment
instrument containing objective standards, measuring outcomes, and scoring providers on performance.
This will eventually lead to assigning providers to tiers based on their data and setting reimbursement rates
for providing integrated care to members with COD (How?). In Year 1, Magellan will engage providers and
educate them, providers will complete a self-assessment, Magellan will review and score providers
according to evidence submitted and assign baseline scores. Then the value-based implementation will
begin in 2022. (When?). This will primarily address the barrier of the separation of MH and SUD services
(Why?).

Intervention #4: Motivational Interviewing Training Series: Improve therapeutic alliance between
members and providers (What?) by educating providers about specific applications of Motivational
Interviewing principles, specifically addressing interventions with Pre-Contemplation, relapse, and leaving
services. Subject matter experts will be contracted to provide the trainings and continuing education
accreditation will be pursued with the Licensing Board and PCB. Pre-test and follow-up post-test surveys will
be conducted to assess knowledge gained and the application of it. (How?) Online training seminars will
begin April 2021 and occur 3 times per year through 2023. (When?) This is anticipated to increase provider
ability to intervene effectively with members who are at various stages of change, and especially those at
Pre-Contemplation and Relapse/Recurrence stages, in order to improve rates of engagement, retention,
follow-up and readmission (Why?).

Intervention #5: Communication with Freestanding (non-behavioral health) MAT Providers: Increase the
rates of members on MAT who also participate in some form of counseling (What?). Identify the existing
non-contracted MAT prescribers (“freestanding” MAT providers who prescribe buprenorphine) in each
Magellan contracted county and send them information about behavioral health resources to which they
may refer their MAT patients. Also request that they contact Magellan via e-mail in order to receive
electronic communication (How?) Magellan will gather updated information on these providers and their
contact information twice per year and send out information via mail and e-mail twice per year, beginning
in 2021 and continuing through 2023 (When?). It is hoped that this intervention will have some degree of
positive impact on MAT-OUD and MAT-AUD rates (Why?)

Intervention #6: Prevention of AMA Discharges Effort: Improve retention in SUD treatment by reducing
AMA/AWOL discharges from 24hr SUD services. (What?) Magellan will establish a new measure—
"AMA/AWOL discharge rate” for high-intensity SUD providers (levels 3.5/3.7/4.0) and track this monthly by
provider. At the same time, Magellan will gather information on what interventions providers are using to
prevent AMAs/AWOLs and provide resources on “AMA blocking” to providers. Minimum standards for
discharge planning with AMA discharges will be established and included in the discharge audits mentioned
in Intervention 1. (How?) A new report is being designed in Q3 of 2020, to be tracked regularly beginning Q1
2021 that will identify AMA/AWOL rates overall and by provider. Education with providers on minimum
expectations around discharge planning with AMA discharges and on AMA blocking will begin March 2021.
The audits of AMA discharges for minimum adherence to best practices will begin as stated in
Interventionl, in Q2 2021 (When?). This is anticipated to result in decreased AMA/AWOL rates, meaning
increased retention, and also in improved follow-up rates and readmission rates (Why?)

Intervention #7: Prevention Activities: Magellan will aim to prevent SUDs and progression of SUD severity
(what?) by engaging in 4 information dissemination prevention activities targeting populations identified by
contractors and Magellan (How?). Magellan plans to have articles on these topics, along with how to seek
help, published in Pennsylvania based newspapers, and share this information in electronic/virtual/online
platforms during calendar year (When?) This is anticipated to impact prevention and early detection of
SUDs, which are primary goals of the PIP (Why?)

PerformCare

Intervention #1a: Clinical Care Managers (CCM) and Member Services will utilize the SU Evidence-Based
Treatment Internal Resource guide listing evidence-based treatments and trauma informed care offered by
SUD Non-Hospital Rehab providers. This will support & guide Members and referral sources seeking
treatment to link to the services providing the evidence-based treatment and trauma informed care that
best meet the Member needs and ensure Members receive the services that will better enable them to
make clear and informed treatment decisions and improve participation in treatment post discharge.
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Intervention #1b: PerformCare Quality Performance Specialist will ensure the above SU Evidence-Based
Treatment Internal Resource guide is posted to the PerformCare website. This will allow Members receiving
SU treatment and referral sources to link to the services providing the evidence-based treatment and
trauma informed care that best meets the Member needs and ensures Members receive the services that
will better enable them to make clear and informed treatment decisions and improve participation in
treatment post discharge.

Intervention #1c: PerformCare will expand the number of in-network substance use provider sites that offer
induction of Medication Assisted Treatment to increase access to Medication-Assisted Treatment (MAT) for
PerformCare Members who are diagnosed with an OUD or AUD diagnosis. Providers targeted for this
intervention include substance use residential providers serving 30 or more Members and substance use
outpatient, intensive outpatient providers and partial hospitalization providers serving 100 or more
Members. PerformCare will collaborate with CABHC to utilize reinvestment funding to for expansion and
SCAs will outreach to provider sites where MAT is not provided to educate the providers on the availability
of reinvestment dollars to support expansion.

Intervention #2a: The Certified Recovery Specialist (CRS) level of care is uniquely qualified to support
Members in addressing multiple life demands, SDOH needs and ongoing support of Member’s recovery. In
order to increase Member engagement in CRS Services, PerformCare Clinical Department will hold an
educational provider meeting to discuss PerformCare’s expectation that providers complete referrals to
Certified Recovery Specialists (CRS) for each Member with SDOH needs and multiple life 'demands'. This
educational provider meeting will focus on engaging SU Non-Hospital Rehab facilities to support Members
in the transition to the community following discharge.

Intervention #2b: PerformCare Network Operations will strongly encourage ALL providers to complete Z-
codes on all claims submissions via provider Memo and AE notifications. PerformCare will offer a webinar
for providers addressing how to submit z-codes. Obtaining only 9.5% of claims with z-code data limits
PerformCare’s ability to identify, trend and address the SDOH needs of the larger Member population.
Based on collected data, PerformCare will develop interventions and Care Management strategies to
address Member social determinant needs.

Intervention #3a: PerformCare Network Providers will utilize a toolbox of resources provided by
PerformCare when screening, treating and referring Members to appropriate treatment. This toolbox of
resources includes the Clinical Practice Guidelines, screening and assessment tools for specific diagnoses
and available evidence-based programming and trauma informed care programs. The Provider will ensure
that the Member is connected to MH or SU treatment as identified through the use of the screening and
assessment toolbox.

Intervention #3b2: Percentage of all PerformCare Member Services staff and Utilization Management staff
who identify at using the substance use internal resource guide at least monthly.

Intervention #4a: The PerformCare, CABHC, and TMCA PIP workgroup will develop a Provider Advisory
Board chaired by the PerformCare Medical Director or Psychologist Advisor to gather information regarding
the precipitators of the identified disparities. The Provider Advisory Board will have representation from
each SU level of care provided by PerformCare Network Providers, MH Outpatient Network Providers,
Individuals in Recovery, PerformCare Inter-department associates and primary contractors. PerformCare
and the primary contractors will identify the goal of the Provider Advisory Board. The Provider Advisory
Board will meet twice yearly to analyze Race and Ethnicity data including specific Member feedback from
survey responses, develop and implement opportunities and activities to support reducing racial and ethnic
disparities.

Intervention #4b: The PerformCare, CABHC and TMCA PIP workgroup will develop a Provider Cultural
Humility and Awareness Survey to gather information regarding the precipitators of the identified
disparities and provider current practices to address racial and ethnic disparities. The Survey will be
dispersed to PerformCare Network Providers and used for development of Intervention 4c.

Intervention #4c: PerformCare Psychologist Advisor and PerformCare Manager of Consumer and Family
Affairs will develop and implement a Provider Cultural Humility and Awareness Training. The training will be
provided to PerformCare Network Providers. PerformCare will measure the impact through a Training
Evaluation Survey and Individual Member feedback.

Intervention #5a: PerformCare Network Operations will identify Outpatient Providers willing to expand
programming to treat Members with both SU and MH needs through a Provider Survey to better meet
Members co-occurring needs.

Intervention #5b: PerformCare Provider Network Operations will develop and make available on the
PerformCare website a provider listing of Outpatient Providers offering both MH and SU treatment for
Members seeking treatments to best meet their co-occurring needs.
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Intervention #6a: PerformCare Network Operations will complete a survey of HWH providers to assess
readiness for transition to acceptance of FDA approved MAT that aligns with ASAM/DDAP expectations that
Members with MAT can access all DDAP levels of care to determine barriers to implementation.
PerformCare will offer support to providers to overcome those barriers.

Intervention #6b: PerformCare Clinical Administrative Support will outreach to HWH providers in
September 2021 to collect data regarding the acceptance of FDA approved MAT that aligns with
ASAM/DDAP expectations that Members with MAT can access all DDAP levels of care. PerformCare will
update the resource available to Members.

Intervention #7a: PerformCare Network Operations will develop a Best Practice Discharge Planning landing
page on the PerformCare website. PerformCare Network Operations will send an iContact communication
that directs Network Providers to the PerformCare website for information about the Teach Back and
Discharge Management Planning (DMP) postings to increase provider utilization of Best Practice Discharge
Planning and Member involvement in the Best Practice Discharge Planning process.

Intervention #8a: PerformCare Quality Department will complete a mailing to all parents/guardians of
Members ages 6-10 with a depressive disorder diagnosis notifying the parent/guardian of Prevention
Resources including risk of SUD for children with a depressive disorder diagnosis, SUD screening for
children, Social Developmental Strategies and available Prevention Programs within each PerformCare
county. PerformCare will complete an annual survey of parents/guardians measuring awareness of SUD risk
factors and available Prevention programs.

Intervention #8b: PerformCare Quality Department will develop an SUD Prevention landing page on the
PerformCare website. PerformCare Network Operations will send an iContact communication that directs
Network Providers to the PerformCare website for information about SUD screening for children ages 6-10,
Social Development Strategies and available Prevention Programs within each PerformCare county.

Intervention #8c: PerformCare Quality Department will provide an educational brochure and SUD checklist
to FQHC providers outlining the increased risk of SUD for children with a depressive disorder diagnosis and
directing the providers to access the SUD Prevention landing page on the PerformCare website for SUD
checklist options for children, Social Developmental Strategies and available Prevention Programs.
PerformCare will collaborate with FQHC providers to distribute these materials to all applicable FQHC
patients. PerformCare will track distribution of the educational brochure.

Intervention #8d: PerformCare Quality Department will collaborate with FQHC providers to develop
educational social media posts outlining the increased risk of SUD for children with a depressive disorder
diagnosis and directing the social media users to access the SUD Prevention landing page on the
PerformCare website for SUD options for children, Social Developmental Strategies and available Prevention
Programs. PerformCare will work together with FQHC providers to distribute these materials through social
media to the wider community. PerformCare will track unique views of the social media educational posts.

Intervention #9a: PerformCare will connect a current SU OP provider that has embedded CRS with engaged
SU IP providers. The CRS will meet Members admitted to SU IP and support the Member through the
transition from SU IP to SU OP.

BH-MCO: behavioral health managed care organization; PIP: performance improvement project; MAT:
medication-assisted treatment; FDA: Food and Drug Administration; ASAM: American Society of Addiction
Medicine; DDAP: Department of Drug and Alcohol Programs; SU: substance use; MH: mental health; OP:
outpatient; IP: inpatient; HWH: halfway house; CRS: certified recovery specialist; FQHC: federally qualified
health center; SUD: substance use disorder.

PIP Performance Indicator Result for Current Review Year
Table 5 presents the PIP performance indicator results through the current RY.

Table 5: Performance Measures and Results by MCO

Sustainable Sustainable Demonstrated

Baseline Baseline Improvement Improvement Improvement
Performance Measure Year Rate Year Rate (Yes/No)
Carelon — (HEDIS) FUI 7-day 2020 66.3% 2024 70.2% Yes
Carelon — (HEDIS) FUI 30-day 2020 80.5% 2024 83.0% Yes
Carelon — SAR 2020 21.5% 2024 14.3% Yes
Carelon — MHR 2020 3.6% 2024 3.3% Yes
Carelon - MAT-OUD 2020 80.3% 2024 77.5% No
Carelon — MAT-AUD 2020 14.7% 2024 17.4% Yes
Carelon — (HEDIS) IET — 2020 50.6% 2024 47.3% No
Initiation
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Sustainable Sustainable Demonstrated

Baseline Baseline Improvement Improvement Improvement
Performance Measure Year Rate Year Rate (Yes/No)
Carelon — (HEDIS) IET - 2020 25.9% 2024 31.8% Yes
Engagement
CBH — (HEDIS) FUI 7-day 2020 62.5% 2024 63.6% Yes
CBH — (HEDIS) FUI 30-day 2020 76.0% 2024 78.6% Yes
CBH —SAR 2020 3.7% 2024 1.9% Yes
CBH — MHR 2020 0.8% 2024 0.5% Yes
CBH - MAT-OUD 2020 59.8% 2024 51.0% No
CBH — MAT-AUD 2020 6.9% 2024 7.8% Yes
CBH — (HEDIS) IET — Initiation 2020 58.5% 2024 64.1% Yes
(Opioid Use Disorder)
CBH — (HEDIS) IET — 2020 40.7% 2024 44.2% Yes
Engagement (Opioid Use
Disorder)
CBH — (HEDIS) IET - 2020 22.1% 2024 32.9% Yes
Engagement (Alcohol Use
Disorder)
CBH — Rate of Vaping Use 2020 18.3% 2024 18.5% No
among Youth in Philadelphia
County
CCBH — (HEDIS) FUI 7-day 2020 34.3% 2024 37.0% Yes
CCBH — (HEDIS) FUI 30-day 2020 55.4% 2024 59.3% Yes
CCBH - SAR 2020 8.8% 2024 8.4% Yes
CCBH - MHR 2020 3.3% 2024 3.0% Yes
CCBH - MAT-OUD 2020 48.5% 2024 47.3% No
CCBH - MAT-AUD 2020 13.1% 2024 12.7% No
MBH — (HEDIS) FUI 7-day 2020 27.9% 2024 64.8% Yes
MBH — (HEDIS) FUI 30-day 2020 45.8% 2024 73.4% Yes
MBH — SAR 2020 11.8% 2024 8.7% Yes
MBH — MHR 2020 4.5% 2024 4.5% No
MBH — MAT-OUD 2020 52.5% 2024 59.4% Yes
MBH — MAT-AUD 2020 11.7% 2024 12.9% Yes
PerformCare — (HEDIS) FUI 7- 2020 16.4% 2024 67.1% Yes
day
PerformCare — (HEDIS) FUI 2020 43.1% 2024 79.3% Yes
30-day
PerformCare — SAR 2020 7.5% 2024 5.2% Yes
PerformCare — MHR 2020 2.7% 2024 2.5% Yes
PerformCare — MAT-OUD 2020 38.5% 2024 42.0% Yes
PerformCare — MAT-AUD 2020 13.7% 2024 13.8% No
PerformCare — 2020 NR 2024 NR N/A
Parent/Guardian Prevention
Survey

MCO: managed care organization; HEDIS: Healthcare Effectiveness Data and Information Set; FUI: Follow-up
After High-Intensity Care for Substance Use Disorder; SAR: Substance Use Disorder-Related Avoidable
Readmissions; MHR: Mental Health-Related Avoidable Readmissions; MAT-OUD: Medication-Assisted
Treatment for Opioid Use Disorder; MAT-AUD: Medication-Assisted Treatment for Alcohol Use Disorder; IET:
Initiation & Engagement of Alcohol & Other Drug Dependence Treatment; NR: not reported; N/A: not
applicable.

Conclusions and Comparative Findings
Discussion of Findings

Carelon

In their year-4 report, Carelon provided a generally good discussion of the results and the potential factors
associated with the observed results. Discussion, however, did not adequately tie in ITM trends or lack thereof
to inform interpretation. According to the PIP's logic model of change, changes in performance indicators
should be preceded by changes in ITM rates, which occurred some period of time before the observed
changes in the indicator rates. For example, Carelon claims that the ASAM and COE alignment interventions
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positively impacted MAT-OUD performance, but this claim is not clearly supported by their corresponding
ITMs. Carelon's good drilldown analysis actually shows that the interventions cohort had lower MAT-OUD
rates. Occasionally, discussion misses opportunities to discuss the potential connection between utilization of
services and outcomes as reflected in indicator results. For example, regarding FUI, it is not necessarily good
that utilization for SUD rehabilitation dropped, and this might also be reflected in the (albeit slight) drop in
FUI. Finally, the narrative contained awkward phrasings that sometimes confused discussion.

Carelon conducted some good drilldown analyses to better understand the drivers behind observed changes
or lack thereof. Carelon also correctly pointed out the complications of trending for indicators whose
specifications change. Carelon also similarly cautioned in cases where the denominator was small. There were,
however, also some missed opportunities to rule out potentially confounding factors. For example, Carelon
found that members within COE facilities receiving the alignment intervention had higher FUI rates. However,
Carelon did not indicate that they tested whether this difference predated the intervention. More generally,
internal validation of findings would have been enhanced by tying in ITM trends or lack thereof (and their
timing) to inform interpretation.

Rating 1: EQRO’s Overall Confidence that the PIP Adhered to Acceptable Methodology for All Phases

There is moderate confidence that the PIP adhered to acceptable methodology for all phases of design and

data collection, as well as conducted accurate data analysis and interpretation of PIP results. The validation

findings generally indicate that the credibility of the PIP results is not at risk. Results must be interpreted with

some caution due to the following:

e |TMs were inconsistently measured. Some ITMs were discontinued without replacement or their
measurement validity was questionable.

e Discussion did not adequately tie in ITM trends or lack thereof to inform interpretation of results.

e There were also some missed opportunities to rule out potentially confounding factors.

Rating 2: EQRO’s Overall Confidence that the PIP Produced Evidence of Significant Improvement

IPRO determined that there was moderate confidence that the PIP produced evidence of improvement.

e Carelon's FUI 7- and 30-day rates show sustained improvement since baseline. IET initiation and
engagement rates, however, reversed the general trend and declined in PIP year 4. Year-4 results for
disparities in IET engagement rates were only reported for two counties, preventing an overall assessment
of progress, since baseline on these disparity measures for Black members. MAT-AUD reversed its general
improving trend, falling in year 4 but remaining significantly higher than its baseline rate. MAT-OUD also
declined in year 4 and ended below its baseline rate. SAR increased (worsened) somewhat in year 4. With
the exception of IET and SAR, these improvements have not been especially significant, however. MAT-
OUD and MHR have remained largely steady.

CBH

In their year-4 report, CBH provided an excellent discussion of ITM and indicator results, the extent to which
they were or were not correlated (taking into account time lags), and whether or not there was justification
for concluding whether interventions had their desired impacts on performance indicators. Discussion
included measurement validity concerns related to some of the ITMs (e.g., coding HAIR referrals) and
performance indicators, including re-runs from specification changes, changes in data sources (i.e., Vaping
Intervention), and inaccurately submitted diagnosis codes on claims, which impacted MAT-AUD and MAT-OUD
rates. CBH provided thorough discussion for each performance indicator related to internal validity. CBH
discussed lessons learned and next steps as, for example, the SUD Workgroup continuing to work to improve
access to MAT for OUD and to reduce the stigma associated with the pharmacotherapy component of MAT.

Sustained improvement was observed for FUIl and IET, but most measures were either relatively unchanged or
worse compared to baseline and, with some exceptions like MAT-AUD, fell short of their PIP goals. MAT-OUD
and IET rates improved from baseline for Black Non-Hispanic members, although only IET Initiation achieved
its PIP goal, while IET Engagement significantly fell in year 4.

Rating 1: EQRO’s Overall Confidence that the PIP Adhered to Acceptable Methodology for All Phases

IPRO determined that there was moderate confidence that the PIP adhered to acceptable methodology for all
phases of design and data collection, as well as conducted accurate data analysis and interpretation of PIP
results. The validation findings generally indicate that the credibility of the PIP results is not at risk. Results
must be interpreted with some caution due to the following:

e measurement validity concerns for several interventions and their ITMs,

e difficulty in attributing causality to observed improvements (e.g., cultural competency intervention), and
e measurement validity concerns for MAT-AUD and MAT-OUD.
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Rating 2: EQRO’s Overall Confidence that the PIP Produced Evidence of Significant Improvement

IPRO determined that there was moderate confidence that the PIP produced evidence of improvement.

e Most performance indicators continued to show improvement.

e MAT-OUD rates fell in year 3.

e MAT-AUD rates fell in year 3.

e Sustained improvement was observed for FUl and IET.

e Most measures were either relatively unchanged or worse compared to baseline and, with some
exceptions like MAT-AUD, fell short of their PIP goals.

e MAT-OUD and IET rates improved from baseline for Black Non-Hispanic members, although only IET
Initiation achieved its PIP goal, while IET Engagement significantly fell in year 4.

e There were measurement validity concerns for MAT-AUD and MAT-OUD.

CCBH

For their year-4 report, CCBH noted issues with measuring MAT, including capturing MAT services rendered,
especially at primary care and SUD Centers of Excellence (COE) settings. CCBH also speculated that changes in
the utilization in MAT may have been driven in part by the COVID-19 public health emergency, although no
discussion of member-level data comparing utilization of pre-existing and new enrollees, for instance, were
provided for any given year (e.g., MY 2023). An error in calculating FUl was discovered in 2025, although the
results presented in the final report use the old methodology. While an effort was made to preserve
comparability across years, this could have been accomplished by re-running with the correct FUI logic for all
years, including baseline. This way, any dependence of the effect of the logic/code fix on any other changes (in
the data) occurring over time could also have been accounted for.

CCBH provided a thoroughly written accounting of all aspects of the PIP, with solid documentation of findings,
from ITMs to analyses, including comparisons across strata, and building to conclusions that are well
supported. CCBH also improved on its discussion, tying in ITM trends with performance indicator trends,
where it was feasible. Overall, the report has become too large. Aside from the report length, however,
CCBH's report can serve as a model for other MCO reports.

Rating 1: EQRO’s Overall Confidence that the PIP Adhered to Acceptable Methodology for All Phases

IPRO determined there was high confidence that the PIP adhered to acceptable methodology for all phases of
design and data collection, as well as conducted accurate data analysis and interpretation of PIP results. There
were no validation findings that indicate that the credibility of the PIP results is at risk.

Rating 2: EQRO’s Overall Confidence that the PIP Produced Evidence of Significant Improvement

IPRO determined that there was moderate confidence that the PIP produced evidence of improvement in MY
2024. FUI 7- and 30-day showed progress from baseline, with the 30-day rate demonstrating sustained
improvement. The SAR, MHR, and MAT-OUD rates show little to no improvement overall, while MAT-AUD
declined somewhat relative to baseline, although it did improve from year 2, which may have been an
anomalous year, perhaps related to COVID-19—-driven changes in Medicaid enrollment and disenroliment.
Improvements related to the Population Health objectives were, however, observed. The Provider Satisfaction
Survey results of providers and stakeholders showed increases in awareness around psychosocial and
pharmacotherapy benefits related to MAT, although the 2024 Member Satisfaction Survey results reported
decreases in anti-stigma messages.

MBH

In their year-4 report, MBH provided generally good discussion of changes and comparisons to previous years,
analysis of trends, etc. There was also good discussion of factors contributing to success or lack of success. In
addition to some of the issues noted from previous years, MBH noted that certain interventions centered on
BH-PH integration surfaced some issues in 2024 related to challenges with assigning primary diagnosis to
encounters as well as meeting somewhat conflicting licensing and regulatory requirements in integrated care
settings. MBH also noted challenges with measuring assessments have caused some providers to disinvest
somewhat from the VBP model in their intervention 3.

However, some measurement issues seem unresolved, and last year's observations remain. For example, it is
not clear why PH data could not be leveraged to compare cohorts with SUD receiving treatment versus no
treatment with respect to CRS, when MBH acknowledged using both pharmacy and service history files.
Intervention #3 showed a 1-year lag between phases 1 and 2, but it was not discussed how this delay might
have impacted interpretation of trends in the indicators with respect to that intervention. MBH highlighted
some of the challenges with switching to a new EHR and impacts on some ITMs, and they acknowledged this
might have distorted not only some of the measurements but also actual implementation for some of the
months starting in June. These disruptions in turn might be expected to impact late Q4 2023 KPIs or more
likely 2024 KPIs. A limitation related to the ASAM changes on measuring FUI could have been summarized
more concisely, as the report is already quite long.
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MBH described how it is incorporating learning to inform future PIP work. Updates from last year's report
showed MBH was tracking lessons learned "on the ground" about providing care from crisis through recovery.
In many cases, interventions such as motivational interviewing and cultural competency training among CRSs
appear to be making a difference. MBH also documented some of the steps it took to address barriers as they
arise, including providing incentives to providers to address staff burnout and attrition. There were, however,
no substantive changes to the interventions in 2024.

As noted last year, the discussion would have benefitted somewhat from discussion of how much time
changes in ITMs were expected to translate downstream through the ITMs to changes in the performance
indicators (although MBH did do this in discussing progress on FUI objectives). For this reason, MBH's ability to
attribute success to specific interventions (for example, observed slight improvements in unmodified FUI rates
among African Americans) was more limited, and this limitation could have been more clearly discussed.

Most measures showed sustained improvement from baseline. MHR progress was uneven, while MAT-AUD's
improvement was slight, following a period of decreasing performance.

Rating 1: EQRO’s Overall Confidence that the PIP Adhered to Acceptable Methodology for All Phases

IPRO determined that there was moderate confidence that the PIP adhered to acceptable methodology for all
phases of design and data collection, as well as conducted accurate data analysis and interpretation of PIP
results. The validation findings generally indicate that the credibility of the PIP results is not at risk. However,
MBH was unable to successfully implement a performance indicator of its community prevention strategy
objectives, and it is not clear how ITMs 7a and 7b measured progress on the community SUD prevention
intervention. Helpful would have been some discussion of an analysis plan, for example, to examine the extent
to which members initiating MAT for the first time did or did not coincide with publication of op-ed articles,
ideally broken out by media market/county. MBH highlighted some of the challenges with switching to a new
EHR and how this impacted some ITMs, and they acknowledged this may have distorted not only some of the
measurements but also actual implementation for some of the months starting in June 2023.

On the whole, MBH’s final report provided a thoroughly written account of all aspects of the PIP, with solid
documentation of findings, from ITMs to analyses (e.g., trending of AWOL/AMA rates, trending of discharge
plan audit results, and of disparities), including ancillary data, and building to conclusions that are well
supported. Data and presentation were often nuanced, making for a rich discussion. Setting aside the lack of a
formalized population strategy performance indicator and the report length, MBH's report can serve as a
model for other MCO reports.

Rating 2: EQRO’s Overall Confidence that the PIP Produced Evidence of Significant Improvement

IPRO determined that there was moderate confidence that the PIP produced evidence of significant
improvement. Most measures showed sustained improvement from baseline. MHR progress was uneven,
while MAT-AUD's improvement was slight, following a period of decreasing performance.

PerformCare

In their year-4 report, PerformCare did some good drilldowns that compared intervention and non-
intervention cohorts, for example linking MAT utilization with readmissions. Interventions launched in MY
2024 meant that their efficacy could not be evaluated in the report. Still, there were missed opportunities to
use the available data to gain insights. For example, while PerformCare correctly pointed to a potential
disconnect between ASAM alignment activities and improvements in outcomes, it would have been good to
see a chart, for example tracking the two areas to see whether the ASAM alignment drove reductions in, for
instance, SAR. PerformCare was encouraged to continue to analyze their data, especially for those ITMs only
first measured in 2024, for trends.

More generally, a number of ITMs did not measure implementation of the intervention, but rather the
downstream impact, while many others showed relatively little movement through MY 2024, which made it
difficult to attribute changes in indicators to interventions.

Significant challenges were noted in previous reporting related to changes from in-house to vendor production
of FUl rates in 2022, MAT focus group participation, and the Parent/Guardian Prevention Survey, where low-
to-no responses severely limited the relevance of some of those interventions. PerformCare did a good job,
highlighting potential limits to conclusions that could be reached from results, but as mentioned above, there
were also missed opportunities to document limitations and potential threats to validity.

PerformCare described instances of learning, including improvements in provider self-reports on the

usefulness of MAT resource supports. New interventions were added or planned in 2024 in light of new
findings, including the disparity in MAT utilization among African American members compared to the general
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population. The modification of active care management (ACM) criteria provided a nice example of continuous
quality improvement.

FUI, SAR, and MHR all demonstrated sustained improvement over the course of the PIP. The MAT rates did not
achieve their goals, although MAT-OUD rates overall showed some improvement from baseline (with some
reductions in disparity among groups). The Parent/Guardian Survey measure of awareness of SUD risk factors
and available community-based prevention programs was ultimately not reportable.

Rating 1: EQRO’s Overall Confidence that the PIP Adhered to Acceptable Methodology for All Phases

IPRO determined that there was moderate confidence that the PIP adhered to acceptable methodology for all

phases of design and data collection, as well as conducted accurate data analysis and interpretation of PIP

results. The validation findings generally indicate that the credibility of the PIP results is not at risk. Results
must be interpreted with some caution due to:

e A number of ITMs did not measure implementation of intervention (but rather more downstream
impacts), while many others showed relatively little movement, which makes it difficult to attribute
changes in indicators to interventions. Also, occasionally, the discussion was speculative to the extent that
no empirical support was provided.

e Several interventions were one-off activities with limited duration, and therefore, are likely limited in their
impact.

e Significant challenges were noted in previous reporting related to FUI (changes from in-house to vendor
production in 2022), MAT focus group participation and the Parent/Guardian Prevention Survey, where
low-to-no responses severely limited the relevance of some of those interventions. PerformCare did a
good job highlighting potential limits to conclusions that could be reached from results, but there were
also missed opportunities to document limitations and potential threats to validity.

e Several new interventions launched in 2024 did not allow time for evaluating their effectiveness.

Rating 2: EQRO’s Overall Confidence that the PIP Produced Evidence of Significant Improvement

IPRO determined that there was moderate confidence that the PIP produced evidence of improvement. FUI,
SAR, and MHR all demonstrated sustained improvement over the PIP. The MAT rates did not achieve their
goals, although MAT-OUD rates overall showed some improvement from baseline, with some reductions in
disparity among groups. The Parent/Guardian Survey measure of awareness of SUD risk factors and available
community-based prevention programs was ultimately not reportable.

PIP PEDTAR Comparative Findings
A comparison of all MCO validation confidence ratings on the PEDTAR PIP topic is reported in Table 6.

Table 6: PEDTAR MCO Confidence Ratings

MCO Validation Rating 1 Validation Rating 2

Carelon Moderate confidence Moderate confidence
CBH Moderate confidence Moderate confidence
CCBH High confidence Moderate confidence
MBH Moderate confidence Moderate confidence
PerformCare Moderate confidence Moderate confidence

PEDTAR: Prevention, Early Detection, Treatment, and Recovery; MCO: managed care organization.

PIP Aggregate Summary

On the whole, the PEDTAR PIP has been successful in accomplishing the statewide aim of improving early
detection of unhealthy substance use and in increasing initiation engagement in specialty treatment. As of MY
2024, most of the plans had demonstrated improvement in most of the performance indicators related to
initiation and engagement in specialty treatments, including MAT. Certainly, some of this success stems from
other efforts and factors formally outside of the PIP, including the statewide implementation of new ASAM
standards, as well as a loosening of the Department Drug and Alcohol Programs (DDAP) regulations related to
data-sharing, which has likely facilitated better care coordination between PH and BH payers and providers.
The BH-MCOs have also been able to leverage these and similar initiatives to enhance PIP interventions,
working, for example, with Single County Authorities (SCAs) to expand the reach and impact of COEs in
addressing OUDs through the Collaborative Care Model. BH-MCOs have, in some cases, also been able to
incentivize PIP interventions through VBP arrangements, in most cases through P4P.

A focus of the PIP has been the reduction in health disparities with respect to SUD. Here, the results of the

PEDTAR PIP have been more mixed, although there have been some notable reductions in disparities,
particularly with respect to MAT for OUD.
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Less clear has been the extent to which the PEDTAR PIP has promoted long-term recovery through
community-based supports. While 30-day readmission rates for SUD and MH conditions have generally
declined, longer-term community tenure, especially for those in recovery, was not measured. A future
assessment should examine the rate at which those with inactive SUD diagnoses have new episodes. Such an
assessment that examines rates using different negative diagnosis histories or periods of remission would
furthermore help identify timeframes where there may be the greatest opportunities for improvement.
OMHSAS is currently considering ways to leverage its EQRO to assist with developing a methodology that
assesses longer-term community tenure.

Finally, the community prevention strategies component of the PIP presents a picture that is similarly less
clear. Much of this is due to challenges with measuring community attitudes and behaviors and with isolating
causes of changes. There are usually ongoing community health initiatives that have a measurement
component, which BH-MCOs could leverage. In the new PIP entitled “Improving Suicide Prevention and
Community Resiliency,” OMHSAS has made building community resiliency a stated goal. Recognizing the
importance of early detection to prevention, OMHSAS is helping to connect provider networks to training and
technical assistance in digital quality measurement of patient-reported outcomes, as it recently did at its semi-
annual QM and systems meeting.
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IV. Validation of Performance Measures

Objectives

PA selects quality metrics and performance targets by assessing gaps in care within the state’s Medicaid
population. DHS monitors and uses data that evaluate the MCOs’ strengths and opportunities for
improvement in serving the Medicaid population by specifying performance measures that the MCOs must
include in their Quality Assessment and Performance Improvement (QAPI) program. The selected performance
measures and performance targets are reasonable, based on industry standards, and consistent with the
CMS’s External Quality Review (EQR) Protocols. DHS conducts annual monitoring of the performance measures
to observe trends and to identify potential risks to meeting performance targets. Annually, the EQRO validates
the MCOs’ QAPI performance measure rates. The objective of this section is to provide, for the applicable MY,
an aggregate summary of the EQRO’s validation findings of QAPI performance measure performance for all
BH-MCOs.

Technical Methods of Data Collection and Analysis

CMS’s Protocol 2. Validation of Performance Measures was used as the framework to validate performance
measures specified by PA for inclusion in the MCOs’ quality assessment and performance improvement
programs. Figure 5 details the mandatory EQR Protocol 2 activities.

A[ Activity 1: Conduct Preliminary Activities J»

e Step 1: Define the scope of the validation.

e Step 2: Assess the integrity of the MCOs' information systems.
e Step 3: Conduct a detailed review of the measures.

e Step 4: Initiate review of medical record data collection.

e Step 5: Prepare for assessment activities.

{ Activity 2: Conduct Assessment Activities }

e Step 1: Review information systems underlying performance measurement.

e Step 2: Assess data integration and control for performance measure calculation.
e Step 3: Review performance measure production.

e Step 4: Complete the detailed review of the measures.

e Step 5: Assess the sampling process (if applicable).

e Step 6: Communicate preliminary findings and outstanding items.

{ Activity 3: Conduct Documentation and Reporting Activities }

e Step 1: Determine preliminary validation findings for each measure.
e Step 2: Assess and document the accuracy of performance measure reports.
¢ Step 3: Submit validation report.

Figure 5: EQR Protocol 2 Activities MCO: managed care organization; EQR: external quality review.

The MCOs are required to follow NCQA HEDIS, CMS Adult and Child Core Set, and Pennsylvania Performance
Measure (PAPM) technical specifications for reporting, as determined by each DHS program office. Validation
of NCQA HEDIS measure file submissions by the BH-MCOs, as with their PAPM validation, does not consist of
HEDIS audits but rather assesses data sources and validity of calculation and reporting. MY 2024 was the
measurement period for performance measure validation.

BH QAPI performance measures were validated through a series of steps, detailed in Figure 6.
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Source code, raw data, and rate sheets were submitted by the MCOs to
IPRO for review.

—|

IPRO conducted an initial validation of each measure including source
code review. IPRO provided each MCO with formal written feedback.

— |

N

The MCOs were then given the opportunity for resubmission, if
necessary, with a limit of four total submissions.

!
Pseudo code and raw data were reviewed for reasonability. IPRO ran /"

code against these data to validate the accuracy of the final reported
rates.

|
MCOs were provided with comparisons to the previous year’s rates N

and were requested to provide explanations for highlighted
differences.

Figure 6: QAPI BH Performance Measure Validation Process MCO: managed care organization; QAPI: Quality
Assessment and Performance Improvement; BH: behavioral health.

In accordance with the EQR PM validation protocol issued by CMS in February 2023, IPRO adopted a
qualitative assessment of the PMs, expressed in terms of levels of confidence. Figure 7 displays the validation
determination and corresponding confidence levels.

High
confidence

Moderate
“Validation rating” refers to the EQRO’s overall confidence
confidence that the calculation of the performance
measure adhered to acceptable methodology.

Low confidence

> ) No confidence

Figure 7: Validation Determination and Confidence Levels

Description of Data Obtained

HEDIS

For MY 2024, MCOs worked with National Committee for Quality Assurance (NCQA) HEDIS-certified software
vendors to calculate and submit to IPRO member-level denominator files, with numerator status, for select
HEDIS measures comprising the MY 2024 BH QAPI measure set.

For each indicator, the criteria specified to identify the eligible population were: product line, age, enroliment,
anchor date, and event/diagnosis. To identify the administrative numerator positives, date of service and
diagnosis/procedure code criteria were outlined, as well as other specifications as needed. Indicator rates
were calculated using only the BH-MCQO’s data systems to identify numerator positives (i.e., administratively).

Pennsylvania-Specific Performance Measures

MCOs collect Pennsylvania-specific performance measures (PAPMs), “which are a set of state quality
measures that were developed focusing on specific areas of importance to the Commonwealth that are not
captured through other available datasets. PAPMs use statistically valid methodologies and allow program
offices to track program performance over time. MCOs are required to report specific data for measures
according to the requirements of the managed care program(s) in which they participate, and the most
current year’s measures selected. Data sources include, but are not limited to, encounter data, participant
interviews, patient experience surveys, on-site documents, electronic file reviews, quarterly, and annual
reports.”>

> PA DHS. (2023). Medical Assistance and Children’s Health Insurance Program Managed Care Quality Strategy.
40. 2023 Medical Assistance Quality Assistance Strategy for Pennsylvania (pa.gov).
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For MY 2024, the PAPMS were: PA-specific FUH 7- and 30-day measures and REA. PA-specific FUH is
conceptually similar to the HEDIS FUH measure but employs PA-specific criteria for determining measure
eligibility and numerator compliance. REA assesses the percentage of discharges for enrollees from inpatient
acute psychiatric care that were followed by an inpatient acute psychiatric care readmission within 30 days of
the previous discharge.

Table 7 shows the required MY 2024 performance measures, the measure type, and measure steward.

Table 7: MY 2024 Required QAPI Performance Measures

Measure Steward \ Measure Name \

Access to/Availability of BH Care

NCQA Follow-up (7 & and 30-day) After High Intensity Care for Substance Use Disorder (FUI)
NCQA Follow-up (7 & and 30-day) After Hospitalization for Mental lliness (FUH)
Pennsylvania PA-specific Follow-up (7 & and 30-day) After Hospitalization for Mental Iliness (PA-FUH)
Electronic Clinical Data Systems

NCQA ‘ Social Needs Screening and Intervention (SNS-E)

Prevalence of BH Conditions

NCQA Diagnosed Mental Health Disorders (DMH)

NCQA Diagnosed Substance Use Disorders (DSU)

Utilization

Pennsylvania ‘ Readmission Within 30 Days of Inpatient Psychiatric Discharge (REA)

MY: measurement year; NCQA: National Committee for Quality Assurance; HEDIS: Healthcare Effectiveness
Data and Information Set; PA: Pennsylvania.

Conclusions and Comparative Findings

The MCOs successfully implemented all the HEDIS FUH and PAPM measures for 2024 that were reported with
MCO-submitted data. The MCOs submitted all required source code and data for review. IPRO reviewed the
source code and validated raw data submitted by the MCOs. Due to data incompleteness of LOINC code data,
SNS-E was determined to be not reportable. All other rates submitted by the MCOs were reportable at a high
level of confidence.

The following tables present the MY 2024 results for age-cohort specific indicators. Each table presents
statewide rates, as well as rates for each BH-MCO and their respective primary contractors, along with their
95% confidence intervals (Cls). The MY 2024 statewide results presented here for HEDIS FUH may differ from
those reported to CMS through MCPAR due to differences in measure population eligibility criteria.

Pennsylvania External Quality Review Annual Technical Report — FFY 2025 Page 38 of 161



HEDIS Follow-up After Hospitalization for Mental Illness Indicators

(a) HEDIS FUH, Ages 6-17 Years

Table 8: HEDIS FUH 7-Day — Age Group: 6-17 Years

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) ((»)] % Cl Lower Cl Upper % to MY 2023 PPD  to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Statewide 4,480 8,129 55.1% 54.0% 56.2% 54.7% 0.4 NO Below 75th Percentile, Above 50th Percentile
Carelon 612 1,095 55.9% 52.9% 58.9% 53.8% 2.0 NO Below 75th Percentile, Above 50th Percentile
Beaver 65 121 53.7% 44.4% 63.0% 56.1% -2.4 NO Below 75th Percentile, Above 50th Percentile
Fayette 54 100 54.0% 43.7% 64.3% 55.1% -1.1 NO Below 75th Percentile, Above 50th Percentile
NWBHP 154 261 59.0% 52.8% 65.2% 56.0% 3.0 NO At or Above 75th Percentile

SWBHM 339 613 55.3% 51.3% 59.3% 52.4% 2.9 NO Below 75th Percentile, Above 50th Percentile
CBH 584 1,126 51.9% 48.9% 54.8% 54.6% -2.7 NO Below 75th Percentile, Above 50th Percentile
Philadelphia 584 1,126 51.9% 48.9% 54.8% 54.6% 2.7 NO Below 75th Percentile, Above 50th Percentile
CCBH 2,248 3,975 56.6% 55.0% 58.1% 56.7% -0.2 NO Below 75th Percentile, Above 50th Percentile
Allegheny 278 528 52.7% 48.3% 57.0% 55.2% -2.5 NO Below 75th Percentile, Above 50th Percentile
Bedford-Somerset 30 52 57.7% N/A N/A 54.7% 3.0 N/A At or Above 75th Percentile

Berks 128 250 51.2% 44.8% 57.6% 54.7% -3.5 NO Below 75th Percentile, Above 50th Percentile
BHARP 642 1,110 57.8% 54.9% 60.8% 58.2% -0.4 NO At or Above 75th Percentile

Blair 46 93 49.5% N/A N/A 47.3% 2.2 N/A Below 75th Percentile, Above 50th Percentile
Chester 90 153 58.8% 50.7% 66.9% 52.4% 6.4 NO At or Above 75th Percentile

CMP 131 234 56.0% 49.4% 62.6% 49.5% 6.4 NO Below 75th Percentile, Above 50th Percentile
Delaware 161 336 47.9% 42.4% 53.4% 50.2% -2.2 NO Below 50th Percentile, Above 25th Percentile
Erie 143 218 65.6% 59.1% 72.1% 70.7% -5.1 NO At or Above 75th Percentile

Lycoming-Clinton 46 100 46.0% 35.7% 56.3% 50.0% -4.0 NO Below 50th Percentile, Above 25th Percentile
NBHCC 355 532 66.7% 62.6% 70.8% 65.3% 1.5 NO At or Above 75th Percentile

York-Adams 198 369 53.7% 48.4% 58.9% 53.8% -0.1 NO Below 75th Percentile, Above 50th Percentile
MBH 633 1,131 56.0% 53.0% 58.9% 56.9% -1.0 NO Below 75th Percentile, Above 50th Percentile
Bucks 142 226 62.8% 56.3% 69.4% 61.9% 1.0 NO At or Above 75th Percentile

Cambria 67 121 55.4% 46.1% 64.6% 52.2% 3.1 NO Below 75th Percentile, Above 50th Percentile
Lehigh 151 282 53.5% 47.5% 59.5% 51.7% 1.8 NO Below 75th Percentile, Above 50th Percentile
Montgomery 160 295 54.2% 48.4% 60.1% 62.3% -8.1 NO Below 75th Percentile, Above 50th Percentile
Northampton 113 207 54.6% 47.6% 61.6% 55.0% -0.5 NO Below 75th Percentile, Above 50th Percentile
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MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate

MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) (D) % Cl Lower Cl Upper % to MY 2023 PPD  to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles
PerformCare 403 802 50.2% 46.7% 53.8% 44.8% 5.5 YES Below 75th Percentile, Above 50th Percentile
CABHC 368 728 50.5% 46.8% 54.3% 44.4% 6.1 YES Below 75th Percentile, Above 50th Percentile
Franklin-Fulton 35 74 47.3% N/A N/A 47.8% -0.5 N/A Below 50th Percentile, Above 25th Percentile

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.

MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD:
percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not
applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

Table 9: HEDIS FUH 30-Day — Age Group: 6-17 Years

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) (D) % Cl Lower Cl Upper % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Statewide 6,239 8,129 76.7% 75.8% 77.7% 76.0% 0.7 NO Below 75th Percentile, Above 50th Percentile
Carelon 883 1,095 80.6% 78.3% 83.0% 80.5% 0.2 NO At or Above 75th Percentile

Beaver 100 121 82.6% 75.5% 89.8% 79.1% 3.5 NO At or Above 75th Percentile

Fayette 79 100 79.0% 70.5% 87.5% 84.3% -5.3 NO Below 75th Percentile, Above 50th Percentile
NWBHP 205 261 78.5% 73.4% 83.7% 80.9% -2.3 NO Below 75th Percentile, Above 50th Percentile
SWBHM 499 613 81.4% 78.2% 84.6% 80.1% 1.3 NO At or Above 75th Percentile

CBH 784 1,126 69.6% 66.9% 72.4% 70.2% -0.6 NO Below 50th Percentile, Above 25th Percentile
Philadelphia 784 1,126 69.6% 66.9% 72.4% 70.2% -0.6 NO Below 50th Percentile, Above 25th Percentile
CCBH 3,115 3,975 78.4% 77.1% 79.7% 77.7% 0.6 NO Below 75th Percentile, Above 50th Percentile
Allegheny 375 528 71.0% 67.1% 75.0% 76.1% -5.1 NO Below 50th Percentile, Above 25th Percentile
Bedford-Somerset 45 52 86.5% N/A N/A 78.1% 8.4 N/A At or Above 75th Percentile

Berks 192 250 76.8% 71.4% 82.2% 74.3% 2.5 NO Below 75th Percentile, Above 50th Percentile
BHARP 904 1,110 81.4% 79.1% 83.8% 80.8% 0.6 NO At or Above 75th Percentile

Blair 70 93 75.3% N/A N/A 78.4% -3.1 N/A Below 75th Percentile, Above 50th Percentile
Chester 109 153 71.2% 63.7% 78.7% 67.0% 4.3 NO Below 50th Percentile, Above 25th Percentile
CMP 189 234 80.8% 75.5% 86.0% 75.7% 5.1 NO At or Above 75th Percentile

Delaware 217 336 64.6% 59.3% 69.8% 67.7% -3.1 NO Below 25th Percentile

Erie 184 218 84.4% 79.4% 89.4% 88.4% -4.0 NO At or Above 75th Percentile
Lycoming-Clinton 73 100 73.0% 63.8% 82.2% 77.9% -4.9 NO Below 50th Percentile, Above 25th Percentile
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MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate

MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) (D) % Cl Lower Cl Upper % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles
NBHCC 463 532 87.0% 84.1% 90.0% 85.5% 1.5 NO At or Above 75th Percentile
York-Adams 294 369 79.7% 75.4% 83.9% 73.5% 6.2 NO At or Above 75th Percentile
MBH 854 1,131 75.5% 73.0% 78.1% 76.6% -1.0 NO Below 75th Percentile, Above 50th Percentile
Bucks 187 226 82.7% 77.6% 87.9% 78.5% 4.3 NO At or Above 75th Percentile
Cambria 92 121 76.0% 68.0% 84.1% 80.0% -4.0 NO Below 75th Percentile, Above 50th Percentile
Lehigh 206 282 73.0% 67.7% 78.4% 74.0% -0.9 NO Below 50th Percentile, Above 25th Percentile
Montgomery 208 295 70.5% 65.1% 75.9% 78.8% -8.3 YES Below 50th Percentile, Above 25th Percentile
Northampton 161 207 77.8% 71.9% 83.7% 74.3% 3.5 NO Below 75th Percentile, Above 50th Percentile
PerformCare 603 802 75.2% 72.1% 78.2% 69.8% 5.4 YES Below 75th Percentile, Above 50th Percentile
CABHC 540 728 74.2% 70.9% 77.4% 68.8% 5.3 YES Below 75th Percentile, Above 50th Percentile
Franklin-Fulton 63 74 85.1% N/A N/A 78.3% 6.9 N/A At or Above 75th Percentile

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.

MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD:
percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not
applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

(b) HEDIS FUH, Ages 18-64 Years

Table 10: HEDIS FUH 7-Day — Age Group: 18-64 Years

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(\)] (D) % ClLower Cl Upper % to MY 2023 PPD  to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Statewide 9,586 27,743 34.6% 34.0% 35.1% 32.8% 1.7 YES Below 50th Percentile, Above 25th Percentile
Carelon 1,353 3,306 40.9% 39.2% 42.6% 36.2% 4.7 YES Below 75th Percentile, Above 50th Percentile
Beaver 151 370 40.8% 35.7% 46.0% 32.3% 8.5 YES Below 75th Percentile, Above 50th Percentile
Fayette 165 415 39.8% 34.9% 44.6% 30.5% 9.3 YES Below 75th Percentile, Above 50th Percentile
NWBHP 218 543 40.1% 35.9% 44.4% 35.8% 4.4 NO Below 75th Percentile, Above 50th Percentile
SWBHM 819 1,978 41.4% 39.2% 43.6% 38.2% 3.2 YES Below 75th Percentile, Above 50th Percentile
CBH 1,550 5,769 26.9% 25.7% 28.0% 25.0% 1.8 YES Below 25th Percentile

Philadelphia 1,550 5,769 26.9% 25.7% 28.0% 25.0% 1.8 YES Below 25th Percentile
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MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) (D) % Cl Lower Cl Upper % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

CCBH 4,466 12,294 36.3% 35.5% 37.2% 35.2% 1.2 NO Below 75th Percentile, Above 50th Percentile
Allegheny 763 2,162 35.3% 33.3% 37.3% 34.7% 0.6 NO Below 75th Percentile, Above 50th Percentile
Bedford-Somerset 85 203 41.9% 34.8% 48.9% 39.3% 2.6 NO Below 75th Percentile, Above 50th Percentile
Berks 322 1,043 30.9% 28.0% 33.7% 30.9% -0.1 NO Below 50th Percentile, Above 25th Percentile
BHARP 1,099 2,677 41.1% 39.2% 42.9% 39.4% 1.7 NO Below 75th Percentile, Above 50th Percentile
Blair 184 396 46.5% 41.4% 51.5% 40.2% 6.3 NO At or Above 75th Percentile

Chester 194 621 31.2% 27.5% 35.0% 33.5% -2.2 NO Below 50th Percentile, Above 25th Percentile
CMP 234 561 41.7% 37.5% 45.9% 39.9% 1.8 NO Below 75th Percentile, Above 50th Percentile
Delaware 243 1,030 23.6% 21.0% 26.2% 20.9% 2.6 NO Below 25th Percentile

Erie 219 669 32.7% 29.1% 36.4% 36.2% -3.5 NO Below 50th Percentile, Above 25th Percentile
Lycoming-Clinton 99 306 32.4% 26.9% 37.8% 27.1% 5.2 NO Below 50th Percentile, Above 25th Percentile
NBHCC 695 1,580 44.0% 41.5% 46.5% 39.8% 4.2 YES At or Above 75th Percentile

York-Adams 329 1,046 31.5% 28.6% 34.3% 34.3% -2.8 NO Below 50th Percentile, Above 25th Percentile
MBH 1,419 3,659 38.8% 37.2% 40.4% 36.5% 2.3 YES Below 75th Percentile, Above 50th Percentile
Bucks 312 709 44.0% 40.3% 47.7% 36.9% 7.1 YES At or Above 75th Percentile

Cambria 114 296 38.5% 32.8% 44.2% 38.7% -0.2 NO Below 75th Percentile, Above 50th Percentile
Lehigh 359 940 38.2% 35.0% 41.4% 35.4% 2.8 NO Below 75th Percentile, Above 50th Percentile
Montgomery 422 1,117 37.8% 34.9% 40.7% 37.4% 0.4 NO Below 75th Percentile, Above 50th Percentile
Northampton 212 597 35.5% 31.6% 39.4% 35.0% 0.6 NO Below 75th Percentile, Above 50th Percentile
PerformCare 798 2,715 29.4% 27.7% 31.1% 28.8% 0.6 NO Below 50th Percentile, Above 25th Percentile
CABHC 728 2,469 29.5% 27.7% 31.3% 28.6% 0.9 NO Below 50th Percentile, Above 25th Percentile
Franklin-Fulton 70 246 28.5% 22.6% 34.3% 30.7% -2.3 NO Below 25th Percentile

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.
MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD:

percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not
applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.
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Table 11: HEDIS FUH 30-Day — Age Group: 18-64 Years

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(\)] (»)] % ClLower Cl Upper % to MY 2023 PPD  to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Statewide 14,952 27,743 53.9% 53.3% 54.5% 52.0% 1.9 YES Below 50th Percentile, Above 25th Percentile
Carelon 2,132 3,306 64.5% 62.8% 66.1% 60.0% 4.5 YES Below 75th Percentile, Above 50th Percentile
Beaver 237 370 64.1% 59.0% 69.1% 59.1% 5.0 NO Below 75th Percentile, Above 50th Percentile
Fayette 256 415 61.7% 56.9% 66.5% 54.1% 7.5 YES Below 75th Percentile, Above 50th Percentile
NWBHP 334 543 61.5% 57.3% 65.7% 59.2% 2.3 NO Below 75th Percentile, Above 50th Percentile
SWBHM 1,305 1,978 66.0% 63.9% 68.1% 61.6% 4.4 YES At or Above 75th Percentile

CBH 2,604 5,769 45.1% 43.8% 46.4% 42.1% 3.1 YES Below 25th Percentile

Philadelphia 2,604 5,769 45.1% 43.8% 46.4% 42.1% 3.1 YES Below 25th Percentile

CCBH 6,896 12,294 56.1% 55.2% 57.0% 54.6% 1.5 YES Below 75th Percentile, Above 50th Percentile
Allegheny 1,204 2,162 55.7% 53.6% 57.8% 54.9% 0.8 NO Below 50th Percentile, Above 25th Percentile
Bedford-Somerset 143 203 70.4% 63.9% 77.0% 63.8% 6.7 NO At or Above 75th Percentile

Berks 529 1,043 50.7% 47.6% 53.8% 49.2% 1.5 NO Below 50th Percentile, Above 25th Percentile
BHARP 1,637 2,677 61.2% 59.3% 63.0% 60.5% 0.7 NO Below 75th Percentile, Above 50th Percentile
Blair 268 396 67.7% 62.9% 72.4% 65.1% 2.5 NO At or Above 75th Percentile

Chester 304 621 49.0% 44.9% 53.0% 48.4% 0.5 NO Below 50th Percentile, Above 25th Percentile
CMP 340 561 60.6% 56.5% 64.7% 62.9% -2.3 NO Below 75th Percentile, Above 50th Percentile
Delaware 410 1,030 39.8% 36.8% 42.8% 32.8% 7.0 YES Below 25th Percentile

Erie 330 669 49.3% 45.5% 53.2% 54.4% -5.1 NO Below 50th Percentile, Above 25th Percentile
Lycoming-Clinton 171 306 55.9% 50.2% 61.6% 47.1% 8.7 YES Below 75th Percentile, Above 50th Percentile
NBHCC 982 1,580 62.2% 59.7% 64.6% 59.8% 2.4 NO Below 75th Percentile, Above 50th Percentile
York-Adams 578 1,046 55.3% 52.2% 58.3% 54.1% 1.2 NO Below 50th Percentile, Above 25th Percentile
MBH 1,992 3,659 54.4% 52.8% 56.1% 54.1% 0.3 NO Below 50th Percentile, Above 25th Percentile
Bucks 407 709 57.4% 53.7% 61.1% 54.3% 3.1 NO Below 75th Percentile, Above 50th Percentile
Cambria 171 296 57.8% 52.0% 63.6% 58.5% -0.7 NO Below 75th Percentile, Above 50th Percentile
Lehigh 514 940 54.7% 51.4% 57.9% 53.8% 0.9 NO Below 50th Percentile, Above 25th Percentile
Montgomery 579 1,117 51.8% 48.9% 54.8% 52.6% -0.8 NO Below 50th Percentile, Above 25th Percentile
Northampton 321 597 53.8% 49.7% 57.9% 54.7% -1.0 NO Below 50th Percentile, Above 25th Percentile
PerformCare 1,328 2,715 48.9% 47.0% 50.8% 47.3% 1.6 NO Below 50th Percentile, Above 25th Percentile
CABHC 1,195 2,469 48.4% 46.4% 50.4% 45.9% 2.5 NO Below 25th Percentile

Franklin-Fulton 133 246 54.1% 47.6% 60.5% 60.7% -6.7 NO Below 50th Percentile, Above 25th Percentile

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.
MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD:
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percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not
applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

(c) HEDIS FUH, Ages 6+ Years Old (Overall)

Table 12: HEDIS FUH 7-Day — Age Group: Overall

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) (D) % Cl Lower Cl Upper % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Statewide 14,293 36,906 38.7% 38.2% 39.2% 37.1% 1.6 YES Below 50th Percentile, Above 25th Percentile
Carelon 1,997 4,523 44.2% 42.7% 45.6% 39.7% 4.5 YES Below 75th Percentile, Above 50th Percentile
Beaver 218 502 43.4% 39.0% 47.9% 37.3% 6.1 YES Below 75th Percentile, Above 50th Percentile
Fayette 220 529 41.6% 37.3% 45.9% 34.4% 7.2 YES Below 75th Percentile, Above 50th Percentile
NWBHP 381 826 46.1% 42.7% 49.6% 40.2% 5.9 YES Below 75th Percentile, Above 50th Percentile
SWBHM 1,178 2,666 44.2% 42.3% 46.1% 41.0% 3.2 YES Below 75th Percentile, Above 50th Percentile
CBH 2,182 7,137 30.6% 29.5% 31.6% 29.3% 1.2 NO Below 25th Percentile

Philadelphia 2,182 7,137 30.6% 29.5% 31.6% 29.3% 1.2 NO Below 25th Percentile

CCBH 6,808 16,689 40.8% 40.0% 41.5% 39.8% 1.0 NO Below 75th Percentile, Above 50th Percentile
Allegheny 1,068 2,791 38.3% 36.4% 40.1% 38.0% 0.3 NO Below 50th Percentile, Above 25th Percentile
Bedford-Somerset 117 260 45.0% 38.8% 51.2% 42.6% 2.4 NO Below 75th Percentile, Above 50th Percentile
Berks 454 1,330 34.1% 31.5% 36.7% 35.0% -0.9 NO Below 50th Percentile, Above 25th Percentile
BHARP 1,755 3,852 45.6% 44.0% 47.1% 44.4% 1.2 NO Below 75th Percentile, Above 50th Percentile
Blair 235 503 46.7% 42.3% 51.2% 41.3% 5.4 NO Below 75th Percentile, Above 50th Percentile
Chester 284 792 35.9% 32.5% 39.3% 37.6% -1.7 NO Below 50th Percentile, Above 25th Percentile
CMP 371 817 45.4% 41.9% 48.9% 42.8% 2.6 NO Below 75th Percentile, Above 50th Percentile
Delaware 409 1,398 29.3% 26.8% 31.7% 26.8% 2.5 NO Below 25th Percentile

Erie 370 933 39.7% 36.5% 42.8% 43.5% -3.9 NO Below 50th Percentile, Above 25th Percentile
Lycoming-Clinton 146 412 35.4% 30.7% 40.2% 31.3% 4.1 NO Below 50th Percentile, Above 25th Percentile
NBHCC 1,070 2,168 49.4% 47.2% 51.5% 44.8% 4.5 YES At or Above 75th Percentile

York-Adams 529 1,433 36.9% 34.4% 39.4% 39.3% -2.4 NO Below 50th Percentile, Above 25th Percentile
MBH 2,088 4,955 42.1% 40.8% 43.5% 40.2% 2.0 YES Below 75th Percentile, Above 50th Percentile
Bucks 458 973 47.1% 43.9% 50.3% 40.4% 6.6 YES Below 75th Percentile, Above 50th Percentile
Cambria 183 428 42.8% 38.0% 47.6% 41.1% 1.7 NO Below 75th Percentile, Above 50th Percentile
Lehigh 521 1,263 41.3% 38.5% 44.0% 38.6% 2.6 NO Below 75th Percentile, Above 50th Percentile
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MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate

MY 2024 MY 2024 MY 2024 95% 95% MY 2023 Comparison Comparison MY 2024 Rate Comparison
(N) (D) % Cl Lower Cl Upper % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles
Montgomery 600 1,473 40.7% 38.2% 43.3% 41.5% -0.7 NO Below 75th Percentile, Above 50th Percentile
Northampton 326 818 39.9% 36.4% 43.3% 39.5% 0.4 NO Below 50th Percentile, Above 25th Percentile
PerformCare 1,218 3,602 33.8% 32.3% 35.4% 32.5% 1.4 NO Below 50th Percentile, Above 25th Percentile
CABHC 1,110 3,273 33.9% 32.3% 35.6% 32.3% 1.7 NO Below 50th Percentile, Above 25th Percentile
Franklin-Fulton 108 329 32.8% 27.6% 38.1% 34.5% -1.7 NO Below 50th Percentile, Above 25th Percentile

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.

MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD:
percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not
applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

Table 13: HEDIS FUH 30-Day — Age Group: Overall

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 95% 95% Comparison Comparison MY 2024 Rate Comparison
(N) (D) MY 2024 % ClLower ClUpper MY 2023% to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Statewide 21,558 36,906 58.4% 57.9% 58.9% 56.6% 1.8 YES Below 50th Percentile, Above 25th Percentile
Carelon 3,075 4,523 68.0% 66.6% 69.4% 64.0% 3.9 YES Below 75th Percentile, Above 50th Percentile
Beaver 341 502 67.9% 63.7% 72.1% 63.6% 4.4 NO Below 75th Percentile, Above 50th Percentile
Fayette 342 529 64.7% 60.5% 68.8% 58.8% 5.9 NO Below 75th Percentile, Above 50th Percentile
NWBHP 557 826 67.4% 64.2% 70.7% 63.7% 3.7 NO Below 75th Percentile, Above 50th Percentile
SWBHM 1,835 2,666 68.8% 67.1% 70.6% 65.2% 3.6 YES Below 75th Percentile, Above 50th Percentile
CBH 3,458 7,137 48.5% 47.3% 49.6% 45.8% 2.6 YES Below 25th Percentile

Philadelphia 3,458 7,137 48.5% 47.3% 49.6% 45.8% 2.6 YES Below 25th Percentile

CCBH 10,173 16,689 61.0% 60.2% 61.7% 59.5% 1.4 YES Below 50th Percentile, Above 25th Percentile
Allegheny 1,625 2,791 58.2% 56.4% 60.1% 58.2% 0.0 NO Below 50th Percentile, Above 25th Percentile
Bedford-Somerset 190 260 73.1% 67.5% 78.7% 66.7% 6.4 NO At or Above 75th Percentile

Berks 729 1,330 54.8% 52.1% 57.5% 53.4% 1.5 NO Below 50th Percentile, Above 25th Percentile
BHARP 2,564 3,852 66.6% 65.1% 68.1% 65.9% 0.6 NO Below 75th Percentile, Above 50th Percentile
Blair 346 503 68.8% 64.6% 72.9% 67.3% 1.5 NO Below 75th Percentile, Above 50th Percentile
Chester 415 792 52.4% 48.9% 55.9% 52.2% 0.2 NO Below 25th Percentile

CMP 537 817 65.7% 62.4% 69.0% 66.2% -0.5 NO Below 75th Percentile, Above 50th Percentile
Delaware 634 1,398 45.4% 42.7% 48.0% 39.6% 5.7 YES Below 25th Percentile
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MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 95% 95% Comparison Comparison MY 2024 Rate Comparison
() (D) MY 2024 % ClLower ClUpper MY 2023% to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles

Erie 529 933 56.7% 53.5% 59.9% 61.6% -4.9 YES Below 50th Percentile, Above 25th Percentile
Lycoming-Clinton 245 412 59.5% 54.6% 64.3% 53.3% 6.2 NO Below 50th Percentile, Above 25th Percentile
NBHCC 1,482 2,168 68.4% 66.4% 70.3% 65.0% 34 YES Below 75th Percentile, Above 50th Percentile
York-Adams 877 1,433 61.2% 58.6% 63.8% 59.1% 2.1 NO Below 50th Percentile, Above 25th Percentile
MBH 2,891 4,955 58.3% 57.0% 59.7% 57.9% 0.4 NO Below 50th Percentile, Above 25th Percentile
Bucks 599 973 61.6% 58.5% 64.7% 57.3% 4.3 NO Below 50th Percentile, Above 25th Percentile
Cambria 266 428 62.1% 57.4% 66.9% 62.9% -0.7 NO Below 75th Percentile, Above 50th Percentile
Lehigh 734 1,263 58.1% 55.4% 60.9% 57.6% 0.5 NO Below 50th Percentile, Above 25th Percentile
Montgomery 807 1,473 54.8% 52.2% 57.4% 56.7% -1.9 NO Below 25th Percentile

Northampton 485 818 59.3% 55.9% 62.7% 58.9% 0.4 NO Below 50th Percentile, Above 25th Percentile
PerformCare 1,961 3,602 54.4% 52.8% 56.1% 52.4% 2.0 NO Below 25th Percentile

CABHC 1,761 3,273 53.8% 52.1% 55.5% 51.2% 2.6 YES Below 25th Percentile

Franklin-Fulton 200 329 60.8% 55.4% 66.2% 64.4% -3.6 NO Below 50th Percentile, Above 25th Percentile

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.
MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD:

percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not
applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

(d) HEDIS FUI, Ages 13+ Years Old (Overall)

Table 14: HEDIS FUI 7-Day - Age Group: Overall

MY 2024 Rate
Comparison

MY 2024 MY 2024
MY 2024 95% 95%

MY 2024 Rate
Comparison

MY 2024 Rate Comparison

MY 2024

(N) (D) MY 2024 % Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles
Statewide 14,620 21,110 69.3% 68.6% 69.9% N/A N/A N/A At or Above 75th Percentile
Carelon 2,354 3,284 71.7% 70.1% 73.2% N/A N/A N/A At or Above 75th Percentile
Beaver 295 352 83.8% 79.8% 87.8% N/A N/A N/A At or Above 75th Percentile
Fayette 265 337 78.6% 74.1% 83.2% N/A N/A N/A At or Above 75th Percentile
NWBHP 247 379 65.2% 60.2% 70.1% N/A N/A N/A At or Above 75th Percentile
SWBHM 1,547 2,216 69.8% 67.9% 71.7% N/A N/A N/A At or Above 75th Percentile
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MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate

MY 2024 MY 2024 95% 95% Comparison Comparison MY 2024 Rate Comparison
(N) (D) MY 2024 % ClLower ClUpper MY 2023 % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles
CBH 2,407 3,508 68.6% 67.1% 70.2% N/A N/A N/A At or Above 75th Percentile
Philadelphia 2,407 3,508 68.6% 67.1% 70.2% N/A N/A N/A At or Above 75th Percentile
CCBH 6,532 9,542 68.5% 67.5% 69.4% N/A N/A N/A At or Above 75th Percentile
Allegheny 2,146 3,268 65.7% 64.0% 67.3% N/A N/A N/A At or Above 75th Percentile
Bedford-Somerset 76 104 73.1% 64.1% 82.1% N/A N/A N/A At or Above 75th Percentile
Berks 328 445 73.7% 69.5% 77.9% N/A N/A N/A At or Above 75th Percentile
BHARP 684 1,009 67.8% 64.9% 70.7% N/A N/A N/A At or Above 75th Percentile
Blair 198 304 65.1% 59.6% 70.7% N/A N/A N/A At or Above 75th Percentile
Chester 271 385 70.4% 65.7% 75.1% N/A N/A N/A At or Above 75th Percentile
CMP 203 290 70.0% 64.6% 75.4% N/A N/A N/A At or Above 75th Percentile
Delaware 758 1,022 74.2% 71.4% 76.9% N/A N/A N/A At or Above 75th Percentile
Erie 338 650 52.0% 48.1% 55.9% N/A N/A N/A At or Above 75th Percentile
Lycoming-Clinton 137 177 77.4% 71.0% 83.8% N/A N/A N/A At or Above 75th Percentile
NBHCC 911 1,220 74.7% 72.2% 77.2% N/A N/A N/A At or Above 75th Percentile
York-Adams 482 668 72.2% 68.7% 75.6% N/A N/A N/A At or Above 75th Percentile
MBH 2,138 3,015 70.9% 69.3% 72.5% N/A N/A N/A At or Above 75th Percentile
Bucks 658 947 69.5% 66.5% 72.5% N/A N/A N/A At or Above 75th Percentile
Cambria 128 177 72.3% 65.4% 79.2% N/A N/A N/A At or Above 75th Percentile
Lehigh 426 599 71.1% 67.4% 74.8% N/A N/A N/A At or Above 75th Percentile
Montgomery 688 941 73.1% 70.2% 76.0% N/A N/A N/A At or Above 75th Percentile
Northampton 238 351 67.8% 62.8% 72.8% N/A N/A N/A At or Above 75th Percentile
PerformCare 1,189 1,761 67.5% 65.3% 69.7% N/A N/A N/A At or Above 75th Percentile
CABHC 1,115 1,645 67.8% 65.5% 70.1% N/A N/A N/A At or Above 75th Percentile
Franklin-Fulton 74 116 63.8% 54.6% 73.0% N/A N/A N/A At or Above 75th Percentile

MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUI: Follow-up After High-Intensity Care for Substance Use Disorder; Cl: confidence interval; N: numerator;
D: denominator; PPD: percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health
Management, Inc.; BHARP: Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral
Health Collaborative; N/A: not applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.
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Table 15: HEDIS FUI 30-Day — Age Group: Overall
MY 2024 MY 2024
MY 2024 95% 95%

MY 2024 Rate
Comparison

MY 2024 Rate

MY 2024 Comparison

MY 2024 Rate Comparison

(N) (D) MY 2024 % Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD to MY 2024 HEDIS Medicaid Percentiles
Statewide 17,363 21,110 82.3% 81.7% 82.8% N/A N/A N/A At or Above 75th Percentile
Carelon 2,754 3,284 83.9% 82.6% 85.1% N/A N/A N/A At or Above 75th Percentile
Beaver 315 352 89.5% 86.1% 92.8% N/A N/A N/A At or Above 75th Percentile
Fayette 287 337 85.2% 81.2% 89.1% N/A N/A N/A At or Above 75th Percentile
NWBHP 303 379 79.9% 75.8% 84.1% N/A N/A N/A At or Above 75th Percentile
SWBHM 1,849 2,216 83.4% 81.9% 85.0% N/A N/A N/A At or Above 75th Percentile
CBH 2,874 3,508 81.9% 80.6% 83.2% N/A N/A N/A At or Above 75th Percentile
Philadelphia 2,874 3,508 81.9% 80.6% 83.2% N/A N/A N/A At or Above 75th Percentile
CCBH 7,699 9,542 80.7% 79.9% 81.5% N/A N/A N/A At or Above 75th Percentile
Allegheny 2,604 3,268 79.7% 78.3% 81.1% N/A N/A N/A At or Above 75th Percentile
Bedford-Somerset 92 104 88.5% 81.8% 95.1% N/A N/A N/A At or Above 75th Percentile
Berks 375 445 84.3% 80.8% 87.8% N/A N/A N/A At or Above 75th Percentile
BHARP 793 1,009 78.6% 76.0% 81.2% N/A N/A N/A At or Above 75th Percentile
Blair 242 304 79.6% 74.9% 84.3% N/A N/A N/A At or Above 75th Percentile
Chester 318 385 82.6% 78.7% 86.5% N/A N/A N/A At or Above 75th Percentile
CMP 244 290 84.1% 79.8% 88.5% N/A N/A N/A At or Above 75th Percentile
Delaware 859 1,022 84.1% 81.8% 86.3% N/A N/A N/A At or Above 75th Percentile
Erie 428 650 65.8% 62.1% 69.6% N/A N/A N/A At or Above 75th Percentile
Lycoming-Clinton 154 177 87.0% 81.8% 92.2% N/A N/A N/A At or Above 75th Percentile
NBHCC 1,025 1,220 84.0% 81.9% 86.1% N/A N/A N/A At or Above 75th Percentile
York-Adams 565 668 84.6% 81.8% 87.4% N/A N/A N/A At or Above 75th Percentile
MBH 2,637 3,015 87.5% 86.3% 88.7% N/A N/A N/A At or Above 75th Percentile
Bucks 828 947 87.4% 85.3% 89.6% N/A N/A N/A At or Above 75th Percentile
Cambria 152 177 85.9% 80.5% 91.3% N/A N/A N/A At or Above 75th Percentile
Lehigh 534 599 89.1% 86.6% 91.7% N/A N/A N/A At or Above 75th Percentile
Montgomery 817 941 86.8% 84.6% 89.0% N/A N/A N/A At or Above 75th Percentile
Northampton 306 351 87.2% 83.5% 90.8% N/A N/A N/A At or Above 75th Percentile
PerformCare 1,399 1,761 79.4% 77.5% 81.4% N/A N/A N/A At or Above 75th Percentile
CABHC 1,317 1,645 80.1% 78.1% 82.0% N/A N/A N/A At or Above 75th Percentile
Franklin-Fulton 82 116 70.7% 62.0% 79.4% N/A N/A N/A At or Above 75th Percentile

MY: measurement year; HEDIS: Healthcare Effectiveness Data and Information Set; FUI: Follow-up After High-Intensity Care for Substance Use Disorder; Cl: confidence interval; N: numerator;
D: denominator; PPD: percentage point difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health
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Management, Inc.; BHARP: Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral
Health Collaborative; N/A: not applicable, confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

(e) HEDIS DMH, Ages 1+ (Overall)

Table 16: HEDIS DMH, Ages 1+ (Overall)

MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 95% 95% Comparison Comparison
(N) (D) MY 2024 % ClLower ClUpper MY 2023% to MY 2023 PPD to MY 2023 SSD Validation Rating
Statewide 642,406 1951763 32.9% 32.8% 33.0% N/A N/A N/A High Confidence
Carelon 61,634 252,109 24.4% 24.3% 24.6% N/A N/A N/A High Confidence
Beaver 6,912 27,483 25.2% 24.6% 25.7% N/A N/A N/A High Confidence
Fayette 7,332 31,767 23.1% 22.6% 23.5% N/A N/A N/A High Confidence
NWBHP 11,352 45,986 24.7% 24.3% 25.1% N/A N/A N/A High Confidence
SWBHM 36,038 146,873 24.5% 24.3% 24.8% N/A N/A N/A High Confidence
CBH 72,094 189,111 38.1% 37.9% 38.3% N/A N/A N/A High Confidence
Philadelphia 72,094 189,111 38.1% 37.9% 38.3% N/A N/A N/A High Confidence
CCBH 371,262 988,125 37.6% 37.5% 37.7% N/A N/A N/A High Confidence
Allegheny 71,054 190,666 37.3% 37.0% 37.5% N/A N/A N/A High Confidence
Bedford-Somerset 8,151 19,589 41.6% 40.9% 42.3% N/A N/A N/A High Confidence
Berks 26,721 75,901 35.2% 34.9% 35.5% N/A N/A N/A High Confidence
BHARP 77,907 181,060 43.0% 42.8% 43.3% N/A N/A N/A High Confidence
Blair 11,381 25,806 44.1% 43.5% 44.7% N/A N/A N/A High Confidence
Chester 15,568 45,447 34.3% 33.8% 34.7% N/A N/A N/A High Confidence
CMP 17,513 47,830 36.6% 36.2% 37.0% N/A N/A N/A High Confidence
Delaware 26,749 99,948 26.8% 26.5% 27.0% N/A N/A N/A High Confidence
Erie 22,704 59,451 38.2% 37.8% 38.6% N/A N/A N/A High Confidence
Lycoming-Clinton 12,572 27,344 46.0% 45.4% 46.6% N/A N/A N/A High Confidence
NBHCC 48,253 133,567 36.1% 35.9% 36.4% N/A N/A N/A High Confidence
York-Adams 32,689 81,516 40.1% 39.8% 40.4% N/A N/A N/A High Confidence
MBH 54,269 301,959 18.0% 17.8% 18.1% N/A N/A N/A High Confidence
Bucks 11,514 67,500 17.1% 16.8% 17.3% N/A N/A N/A High Confidence
Cambria 5,869 27,501 21.3% 20.9% 21.8% N/A N/A N/A High Confidence
Lehigh 13,554 71,839 18.9% 18.6% 19.2% N/A N/A N/A High Confidence
Montgomery 14,907 94,983 15.7% 15.5% 15.9% N/A N/A N/A High Confidence
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MY 2024
(N)

MY 2024
(D)

MY 2024 %

MY 2024
95%
Cl Lower

MY 2024
95%
Cl Upper

MY 2023 %

MY 2024 Rate
Comparison
to MY 2023 PPD

MY 2024 Rate
Comparison
to MY 2023 SSD

Validation Rating

Northampton 8,425 40,136 21.0% 20.6% 21.4% N/A N/A N/A High Confidence
PerformCare 83,147 220,459 37.7% 37.5% 37.9% N/A N/A N/A High Confidence
CABHC 72,860 195,902 37.2% 37.0% 37.4% N/A N/A N/A High Confidence
Franklin-Fulton 10,287 24,557 41.9% 41.3% 42.5% N/A N/A N/A High Confidence

MY: measurement year; HEDIS: Healthcare Data and Information Set; DMH: Diagnosed Mental Health Disorders; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point
difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable,

confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

(f) HEDIS DSU, Ages 13+ Years 0ld (Overall)

Table 17: HEDIS DSU, Ages 13+ Years Old (Overall)

MY 2024

MY 2024

MY 2024
95%

MY 2024
95%

MY 2024 Rate
Comparison

MY 2024 Rate
Comparison

Entity (N) (D) MY 2024 % ClLower ClUpper MY 2023% to MY 2023 PPD to MY 2023 SSD Validation Rating
Statewide 104,725 1449100 7.2% 7.2% 7.3% N/A N/A N/A High Confidence
Carelon 12,255 187,862 6.5% 6.4% 6.6% N/A N/A N/A High Confidence
Beaver 1,376 20,328 6.8% 6.4% 7.1% N/A N/A N/A High Confidence
Fayette 1,703 24,155 7.1% 6.7% 7.4% N/A N/A N/A High Confidence
NWBHP 2,041 33,993 6.0% 5.8% 6.3% N/A N/A N/A High Confidence
SWBHM 7,135 109,386 6.5% 6.4% 6.7% N/A N/A N/A High Confidence
CBH 16,624 165,174 10.1% 9.9% 10.2% N/A N/A N/A High Confidence
Philadelphia 16,624 165,174 10.1% 9.9% 10.2% N/A N/A N/A High Confidence
CCBH 55,680 720,468 7.7% 7.7% 7.8% N/A N/A N/A High Confidence
Allegheny 13,152 141,767 9.3% 9.1% 9.4% N/A N/A N/A High Confidence
Bedford-Somerset 1,182 14,629 8.1% 7.6% 8.5% N/A N/A N/A High Confidence
Berks 2,976 53,756 5.5% 5.3% 5.7% N/A N/A N/A High Confidence
BHARP 10,266 134,365 7.6% 7.5% 7.8% N/A N/A N/A High Confidence
Blair 2,112 19,326 10.9% 10.5% 11.4% N/A N/A N/A High Confidence
Chester 1,782 31,575 5.6% 5.4% 5.9% N/A N/A N/A High Confidence
CMP 2,103 35,288 6.0% 5.7% 6.2% N/A N/A N/A High Confidence
Delaware 4,724 72,646 6.5% 6.3% 6.7% N/A N/A N/A High Confidence

Pennsylvania External Quality Review Annual Technical Report — FFY 2025

Page 50 of 161



MY 2024 MY 2024 MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 95% 95% Comparison Comparison
() (D) MY 2024 % ClLower ClUpper MY 2023% to MY 2023 PPD to MY 2023 SSD Validation Rating
Erie 3,149 43,347 7.3% 7.0% 7.5% N/A N/A N/A High Confidence
Lycoming-Clinton 2,099 20,145 10.4% 10.0% 10.8% N/A N/A N/A High Confidence
NBHCC 8,195 96,350 8.5% 8.3% 8.7% N/A N/A N/A High Confidence
York-Adams 3,940 57,274 6.9% 6.7% 7.1% N/A N/A N/A High Confidence
MBH 10,000 219,000 4.6% 4.5% 4.7% N/A N/A N/A High Confidence
Bucks 2,724 49,086 5.5% 5.3% 5.8% N/A N/A N/A High Confidence
Cambria 1,134 20,646 5.5% 5.2% 5.8% N/A N/A N/A High Confidence
Lehigh 1,992 51,566 3.9% 3.7% 4.0% N/A N/A N/A High Confidence
Montgomery 2,917 68,457 4.3% 4.1% 4.4% N/A N/A N/A High Confidence
Northampton 1,233 29,245 4.2% 4.0% 4.4% N/A N/A N/A High Confidence
PerformCare 10,166 156,596 6.5% 6.4% 6.6% N/A N/A N/A High Confidence
CABHC 9,064 139,526 6.5% 6.4% 6.6% N/A N/A N/A High Confidence
Franklin-Fulton 1,102 17,070 6.5% 6.1% 6.8% N/A N/A N/A High Confidence

MY: measurement year; HEDIS: Healthcare Data and Information Set; DSU: Diagnosed Substance Use Disorders; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point
difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable,

confidence intervals were not calculated if denominators of rates contained fewer than 100 members.

PA-Specific Follow-up Indicators

(a) PAFUH, Ages 6+ Years 0ld (Overall)

Table 18: PA-Specific FUH 7-Day — Age Group: Overall

MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% MY 2024 95% Comparison Comparison
(N) (D) MY 2024 % Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD
Statewide 16,522 34,583 47.8% 47.2% 48.3% 45.6% 2.1 YES
Carelon 2,407 4,552 52.9% 51.4% 54.3% 46.1% 6.8 YES
Beaver 271 502 54.0% 49.5% 58.4% 45.2% 8.8 YES
Fayette 239 530 45.1% 40.8% 49.4% 36.1% 9.0 YES
NWBHP 477 832 57.3% 53.9% 60.8% 48.0% 9.3 YES
SWBHM 1,420 2,688 52.8% 50.9% 54.7% 47.4% 54 YES
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MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% MY 2024 95% Comparison Comparison
(N) (D) MY 2024 % Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD
CBH 2,626 6,355 41.3% 40.1% 42.5% 38.7% 2.6 YES
Philadelphia 2,626 6,355 41.3% 40.1% 42.5% 38.7% 2.6 YES
CCBH 7,917 15,476 51.2% 50.4% 51.9% 50.5% 0.6 NO
Allegheny 1,361 2,595 52.4% 50.5% 54.4% 52.0% 0.5 NO
Bedford-Somerset 130 246 52.8% 46.4% 59.3% 52.5% 0.3 NO
Berks 604 1,232 49.0% 46.2% 51.9% 48.1% 0.9 NO
BHARP 1,979 3,610 54.8% 53.2% 56.5% 53.8% 1.0 NO
Blair 262 448 58.5% 53.8% 63.2% 52.4% 6.1 NO
Chester 317 724 43.8% 40.1% 47.5% 46.3% -2.5 NO
CMP 397 786 50.5% 46.9% 54.1% 49.3% 1.3 NO
Delaware 479 1,277 37.5% 34.8% 40.2% 35.5% 2.0 NO
Erie 431 868 49.7% 46.3% 53.0% 58.0% -8.4 YES
Lycoming-Clinton 199 386 51.6% 46.4% 56.7% 46.2% 5.3 NO
NBHCC 1,147 1,974 58.1% 55.9% 60.3% 52.3% 5.8 YES
York-Adams 611 1,330 45.9% 43.2% 48.7% 51.0% -5.0 YES
MBH 2,166 4,643 46.7% 45.2% 48.1% 43.5% 3.1 YES
Bucks 436 890 49.0% 45.6% 52.3% 41.9% 7.0 YES
Cambria 204 420 48.6% 43.7% 53.5% 47.2% 1.4 NO
Lehigh 537 1,183 45.4% 42.5% 48.3% 42.6% 2.8 NO
Montgomery 642 1,387 46.3% 43.6% 48.9% 45.1% 1.2 NO
Northampton 347 763 45.5% 41.9% 49.1% 42.2% 3.2 NO
PerformCare 1,406 3,557 39.5% 37.9% 41.1% 38.7% 0.8 NO
CABHC 1,268 3,223 39.3% 37.6% 41.0% 38.0% 1.3 NO
Franklin-Fulton 138 334 41.3% 35.9% 46.7% 45.0% -3.7 NO

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.
MY: measurement year; PA: Pennsylvania; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point difference; SSD: statistically
significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance of Rural

Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable, confidence intervals
were not calculated if denominators of rates contained fewer than 100 members.
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Table 19: PA-Specific FUH 30-Day — Age Group: Overall

MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% MY 2024 95% Comparison Comparison
(N) (D) MY 2024% Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD
Statewide 22,806 34,583 65.9% 65.4% 66.4% 63.4% 2.6 YES
Carelon 3,325 4,552 73.0% 71.7% 74.3% 68.7% 4.4 YES
Beaver 364 502 72.5% 68.5% 76.5% 68.4% 4.2 NO
Fayette 361 530 68.1% 64.1% 72.2% 60.5% 7.7 YES
NWBHP 618 832 74.3% 71.2% 77.3% 70.7% 35 NO
SWBHM 1,982 2,688 73.7% 72.1% 75.4% 69.6% 4.2 YES
CBH 3,666 6,355 57.7% 56.5% 58.9% 54.3% 3.4 YES
Philadelphia 3,666 6,355 57.7% 56.5% 58.9% 54.3% 3.4 YES
CCBH 10,765 15,476 69.6% 68.8% 70.3% 68.0% 1.5 YES
Allegheny 1,824 2,595 70.3% 68.5% 72.1% 69.2% 1.1 NO
Bedford-Somerset 185 246 75.2% 69.6% 80.8% 74.3% 0.9 NO
Berks 851 1,232 69.1% 66.5% 71.7% 63.7% 5.3 YES
BHARP 2,662 3,610 73.7% 72.3% 75.2% 72.4% 1.3 NO
Blair 347 448 77.5% 73.5% 81.4% 75.0% 2.5 NO
Chester 441 724 60.9% 57.3% 64.5% 61.4% -0.5 NO
CMP 547 786 69.6% 66.3% 72.9% 72.5% -2.9 NO
Delaware 680 1,277 53.2% 50.5% 56.0% 47.7% 5.5 YES
Erie 563 868 64.9% 61.6% 68.1% 71.7% -6.8 YES
Lycoming-Clinton 278 386 72.0% 67.4% 76.6% 64.5% 7.5 YES
NBHCC 1,471 1,974 74.5% 72.6% 76.5% 71.2% 3.3 YES
York-Adams 916 1,330 68.9% 66.3% 71.4% 68.4% 0.4 NO
MBH 2,989 4,643 64.4% 63.0% 65.8% 60.3% 4.0 YES
Bucks 586 890 65.8% 62.7% 69.0% 56.6% 9.3 YES
Cambria 283 420 67.4% 62.8% 72.0% 67.9% -0.5 NO
Lehigh 766 1,183 64.8% 62.0% 67.5% 61.8% 3.0 NO
Montgomery 845 1,387 60.9% 58.3% 63.5% 58.8% 2.1 NO
Northampton 509 763 66.7% 63.3% 70.1% 61.4% 5.3 YES
PerformCare 2,061 3,557 57.9% 56.3% 59.6% 56.2% 1.7 NO
CABHC 1,844 3,223 57.2% 55.5% 58.9% 54.8% 2.4 YES
Franklin-Fulton 217 334 65.0% 59.7% 70.2% 69.9% -4.9 NO

! Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.
MY: measurement year; PA: Pennsylvania; FUH: Follow-up After Hospitalization; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point difference; SSD: statistically
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significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance of Rural
Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable, confidence intervals
were not calculated if denominators of rates contained fewer than 100 members.

(b) REA, Ages 6+ Years Old (Overall)

Table 20: PA-Specific REA 30-Day — Age Group: Overall

MY 2024 Rate MY 2024 Rate
MY 2024 MY 2024 MY 2024 95% MY 2024 95% Comparison Comparison
(N) (D) MY 2024 % Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD
Statewide 6,808 44,856 15.2% 14.8% 15.5% 13.1% 2.1 YES
Carelon 661 5,193 12.7% 11.8% 13.6% 10.4% 2.3 YES
Beaver 60 520 11.5% 8.7% 14.4% 9.4% 2.1 NO
Fayette 79 625 12.6% 10.0% 15.3% 11.1% 1.5 NO
NWBHP 124 958 12.9% 10.8% 15.1% 8.5% 4.4 YES
SWBHM 398 3,090 12.9% 11.7% 14.1% 11.1% 1.8 YES
CBH 1,431 8,661 16.5% 15.7% 17.3% 15.5% 1.0 NO
Philadelphia 1,431 8,661 16.5% 15.7% 17.3% 15.5% 1.0 NO
CCBH 2,966 20,024 14.8% 14.3% 15.3% 12.8% 2.0 YES
Allegheny 405 3,189 12.7% 11.5% 13.9% 11.3% 1.4 NO
Bedford-Somerset 22 291 7.6% 4.4% 10.8% 8.1% -0.5 NO
Berks 303 1,665 18.2% 16.3% 20.1% 16.4% 1.8 NO
BHARP 616 4,587 13.4% 12.4% 14.4% 12.2% 1.2 NO
Blair 75 596 12.6% 9.8% 15.3% 13.0% -0.4 NO
Chester 169 985 17.2% 14.8% 19.6% 15.6% 1.5 NO
CMP 130 958 13.6% 11.3% 15.8% 13.3% 0.3 NO
Delaware 247 1,654 14.9% 13.2% 16.7% 15.2% -0.3 NO
Erie 158 1,117 14.1% 12.1% 16.2% 12.0% 2.2 NO
Lycoming-Clinton 49 479 10.2% 7.4% 13.0% 9.8% 0.4 NO
NBHCC 484 2,695 18.0% 16.5% 19.4% 13.7% 4.2 YES
York-Adams 308 1,808 17.0% 15.3% 18.8% 11.1% 5.9 YES
MBH 1,020 6,521 15.6% 14.8% 16.5% 13.7% 1.9 YES
Bucks 191 1,299 14.7% 12.7% 16.7% 15.0% -0.3 NO
Cambria 73 558 13.1% 10.2% 16.0% 12.2% 0.9 NO
Lehigh 302 1,681 18.0% 16.1% 19.8% 15.1% 2.9 YES
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MY 2024 Rate MY 2024 Rate

MY 2024 MY 2024 MY 2024 95% MY 2024 95% Comparison Comparison
Entity 12 (N) (D) MY 2024 % Cl Lower Cl Upper MY 2023 % to MY 2023 PPD to MY 2023 SSD
Montgomery 323 1,979 16.3% 14.7% 18.0% 12.7% 3.6 YES
Northampton 131 1,004 13.0% 10.9% 15.2% 12.5% 0.5 NO
PerformCare 730 4,457 16.4% 15.3% 17.5% 11.9% 4.5 YES
CABHC 677 4,050 16.7% 15.6% 17.9% 12.3% 4.4 YES
Franklin-Fulton 53 407 13.0% 9.6% 16.4% 7.8% 5.2 YES

1The OMHSAS-designated performance goal is a readmission rate at or below 11.75%.

2Due to rounding, a PPD value may slightly diverge from the difference between the MY 2023 and MY 2024 rates.

MY: measurement year; PA: Pennsylvania; REA: Readmission Within 30 Days of Inpatient Psychiatric Discharge; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point
difference; SSD: statistically significant difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable,
confidence intervals were not calculated if denominators of rates contained fewer than 100 members; OMHSAS: Office of Mental Health and Substance Abuse Services.
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Performance Measures Aggregate Summary

Statewide, PA BH HealthChoices HEDIS FUH 7- and 30-day follow-up rates for all ages in MY 2024 improved
somewhat from MY 2023 but still fell between the HEDIS Quality Compass 25th and 50th percentiles. While
most of the BH-MCOs’ MY 2024 rates fell between the HEDIS Quality Compass 50th and 75th percentiles, CBH,
which covers Philadelphia, consistently underperformed compared to its peers with respect to HEDIS FUH 7-
and 30-day rates, consistently falling below the 25th percentile benchmark. This points to a need for CBH,
working with BH HealthChoices, to identify and address member-, provider-, and network-level barriers to
providing MH follow-up services to CBH members following hospitalization for mental illness. To the extent
that Philadelphia has a large non-white population, addressing lagging CBH FUH rates will also help to narrow
and ultimately eliminate ethnic and racial disparities in access to MH services following discharge for mental
iliness. PerformCare also consistently fell below the HEDIS Quality Compass 50th percentile for the HEDIS FUH
measures.

MY 2024 was the first year HEDIS FUI was run and validated as part of PA BH QAPI, and the results show very
strong performance across all MCOs and primary contractors, with all entities performing at or above the
HEDIS 75th percentiles for both the 7- and 30-day rates. At least some of this success can be reasonably
attributed to the PEDTAR PIP which concluded in MY 2024.

MY 2024 was also the first year HEDIS Diagnosed Mental Health Disorders (DMH) and Diagnosed Substance
Use Disorders (DSU) were run and validated as a part of PA BH QAPI. PA is beginning to closely monitor these
BH prevalence measures to assess for changing characteristics of BH HealthChoices population as the program
evolves. While quality benchmarking is not directly applicable to DMH and DSU, they contribute context for
interpreting results changes in BH quality measure rates. As such, discussion of DMH and DSU will center on
changes in prevalence of mental iliness and substance use over time and will therefore be introduced in the
interpretation of PM trends in next year’s ATR once the second year of DMH and DSU QAPI measurement and
validation is completed.

PA BH HealthChoices did not achieve its goal for MY 2024 to reach below 11.75% in 30-day readmission rates
following hospitalization for mental iliness. Performance for all of the BH-MCOs worsened from MY 2023, and
none of the plans reached below the 11.75% benchmark. PerformCare’s 4.5 percentage point increase in
readmissions was the highest year-over-year increase among the BH-MCOs, while CBH had the REA rate in MY
2024 at 16.5%.

It can be expected that improving MH services and follow-up to members after discharge for mental illness
will also help reduce readmission rates, although other considerations should also inform efforts to improve
REA rates. Considering that most BH-MCOs still demonstrate relatively high readmission rates, efforts to
improve REA will need to be statewide while taking into account more local factors specific to each BH-MCO’s
population and network. While the improvement in FUH rates is a hopeful sign that REA rates may begin to
fall, clearly, readmissions are driven by more than the availability and quality of follow-up care within 30 days
of psychiatric discharge. The current RCA and QIP process for both HEDIS FUH and REA, which includes the
participation of primary contractors, is likely having positive impacts, but it also suggests a need to perhaps
complement this process with state of the science insights and EBPs, which might serve as resources to the
BH-MCOs and their primary contractors as they update their RCAs and QIPs. In doing so, every effort should be
made to leverage existing initiatives while building new partnerships, including collaboration with PH-MCOs to
address MH needs through case management of shared members who may not otherwise fall under the SPMI
conditions already being addressed by the ICP program.
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V. Review of Compliance with Medicaid Managed Care Regulations

Objectives

This section of the EQR report presents a review by IPRO of the BH-MCO’s compliance with the MMC structure
and operations standards. In RY 2024, 67 PA counties participated in this compliance evaluation. The review is
based on information derived from PA DHS reviews of the MCO conducted during the 2023-2025 3-year
review cycle.

Operational reviews are completed for each HC-OE. The primary contractor, whether contracting with an OE
arrangement or not, is responsible for their regulatory compliance with federal and state regulations and the
HC BH PS&R Agreement. The HC BH PS&R Agreement includes the primary contractor’s responsibility for the
oversight of the BH-MCO’s compliance.

Table 21 shows the name of the BH-MCO, the associated HC primary contractor(s), and the county/counties
encompassed by each primary contractor as of MY 2024.

Table 21: BH-MCOs, Primary Contractors, and Counties

BH-MCO Primary Contractor County
Carelon Beaver County Behavioral Health Beaver County
Carelon Northwest Behavioral Health Partnership, Inc. Crawford County

Mercer County
Venango County

Carelon Fayette County Behavioral Health Administration Fayette County
Carelon Southwest Behavioral Health Management, Inc. Armstrong County
(Southwest Six) Indiana County

Butler County
Lawrence County
Westmoreland County
Washington County

CBH Philadelphia County Philadelphia County
CCBH Allegheny County Allegheny County
CCBH Berks County Berks County
CCBH Behavioral Health Services of Somerset and Bedford Bedford County
Counties (otherwise known as Bedford-Somerset for Somerset County
review)
CCBH Blair HealthChoices Blair County
CCBH Carbon-Monroe-Pike Joinder Board Carbon County
Monroe County
Pike County
CCBH Chester County Chester County
CCBH Delaware County Delaware County
CCBH Erie County Erie County
CCBH Lycoming-Clinton Joinder Board Clinton County
Lycoming County
CCBH Northeast Behavioral Health Care Consortium Lackawanna County

Luzerne County
Susquehanna County
Wyoming County
CCBH Behavioral Health Alliance of Rural Pennsylvania Bradford County
Cameron County
Centre County
Clarion County
Clearfield County
Columbia County
Elk County

Forest County
Greene County
Huntingdon County
Jefferson County
Juniata County
McKean County
Mifflin County
Montour County
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BH-MCO

Primary Contractor

County
Northumberland County
Potter County
Schuylkill County
Snyder County
Sullivan County
Tioga County
Union County
Warren County
Wayne County

CCBH York-Adams HealthChoices Joinder Governing Board Adams County
York County
MBH Bucks County Department of Behavioral Health and Bucks County
Developmental Programs
MBH Behavioral Health of Cambria County (BHoCC) Cambria County
MBH Lehigh County HealthChoices Lehigh County
MBH Montgomery County of PA/Managed Care Solutions Montgomery County
MBH Northampton County HealthChoices Northampton County
PerformCare Capital Area Behavioral Health Collaborative Cumberland County
Dauphin County
Lancaster County
Lebanon County
Perry County
PerformCare Tuscarora Managed Care Alliance Franklin County

Fulton County

BH-MCO: behavioral health managed care organization.

Technical Methods of Data Collection and Analysis
CMS’s Protocol 3. Review of Compliance with Medicaid and CHIP Managed Care Regulations was used as the
framework to determine the extent to which Medicaid and CHIP managed care plans (MCPs) are in compliance

with federal standards. Figure 8 details the mandatory EQR Protocol 3 activities.

ﬂ Activity 1: Establish Compliance Thresholds

e Step 1: Collect information from the state.
e Step 2: Define benchmark for compliance.

—

—{ Activity 2: Perform the Preliminary Review

e Step 1: Establish early contact with the MCO.
e Step 2: Perform a document review.

«t Activity 3: Conduct Site Visit

e Step 1: Determine the site visit length and dates.
e Step 2: Identify the number and types of reviewers needed.
e Step 3: Develop a site visit agenda.

 Step 4: Provide preparation instructions and guidance to the MCO.

e Step 5: Conduct MCO interviews.
e Step 6: Conduct MCO exit interviews.

«{ Activity 4: Compile and Analyze Findings

e Step 1: Collect supplemental information.
e Step 2: Compile data and information.

ﬂ Activity 5: Report Results to the State

e Step 1: Submit a report outline to the state.
e Step 2: Submit a final determination to the state.
e Step 3: Submit other reports requested by the state.

— —

Figure 8: EQR Protocol 3 Activities MCO: managed care organization; EQR: external quality review.
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The findings in this section are based on IPRO’s assessment of data provided by OMHSAS resulting from the
compliance reviews conducted by OMHSAS monitoring staff within the past three RYs (RYs 2024, 2023, and
2022). These evaluations are performed at the BH-MCO and primary contractor levels, and the findings are
reported in the Systematic Monitoring Access Retrieval Technology (SMART) application for 2024. Outputs
from SMART are referred to in this report as Program Evaluation Performance Summary (PEPS). OMHSAS opts
to review compliance standards on a rotating basis due to the complexities of multi-county reviews. Some
standards are reviewed annually, while others are reviewed triennially. In addition to those standards
reviewed annually and triennially, some substandards are considered Readiness Review items only.
Substandards reviewed at the time of the Readiness Review upon initiation of the HC BH Program contract are
documented in the Readiness Assessment Instrument (RAI). If the Readiness Review occurred within the 3-
year timeframe under consideration, the RAl was provided to IPRO. For those primary contractors and BH-
MCOs that completed their Readiness Reviews outside of the current 3-year timeframe, the Readiness Review
substandards were deemed complete. As necessary, the HC BH PS&R Agreement is also used.

To evaluate primary contractor/BH-MCO compliance with individual provisions, IPRO grouped the required
and relevant PEPS substandards by provision (category) and evaluated the primary contractors’ and BH-MCQO’s
compliance status with regard to the PEPS substandards. Each substandard was assigned a value of
“compliant,” “partially compliant,” or “non-compliant” in the PEPS application submitted by PA. If a
substandard was not evaluated for a particular primary contractor/BH-MCO, it was assigned a value of “not
reviewed.” Compliance with the BBA provisions was then determined based on the aggregate results across
the 3-year period of the PEPS items linked to each provision. If all items were met, the primary contractor/BH-
MCO was evaluated as compliant; if some were met and some were partially met or not met, the primary
contractor/BH-MCO was evaluated as partially compliant. If all items were not met, the primary
contractor/BH-MCO was evaluated as non-compliant. A value of not applicable (N/A) was assigned to
provisions for which a compliance review was not required. A value of null was assigned to a provision when
none of the existing substandards directly covered the items contained within the provision, or if it was not
covered in any other documentation provided. Finally, all compliance results within a given category were
aggregated to arrive at a summary compliance status for the category. For example, compliance findings
relating to provider network mix and capacity are summarized under Assurances of Adequate Capacity and
Services, Title 42 CFR § 438.207.

The format for this section was developed to be consistent with the categories prescribed by BBA regulations.
This document groups the regulatory requirements under subject headings that are consistent with the three
sections set out in the BBA regulations and described in Protocol 3: Review of Compliance with Medicaid and
CHIP Managed Care Regulations. Under each general section heading are the individual regulatory categories
appropriate to those headings. IPRO’s findings are therefore organized under Standards, including Enrollee
Rights and Protections; QAPI Program; and Grievance System.

This format reflects the goal of the review, which is to gather sufficient foundation for IPRO’s required
assessment of the BH-MCO’s and their primary contractors’ compliance with BBA regulations as an element of
the analysis of their strengths and weaknesses. In addition, this level of analysis avoids any redundancy with
the detailed level of review found in the documents.

Description of Data Obtained

The documents informing the current report include the review of structure and operations standards
completed by OMHSAS by early 2025 and entered into the PEPS application in the summer and fall of 2025.
Information captured within the PEPS application informs this report. The PEPS application contains a
comprehensive set of monitoring standards that OMHSAS staff review on an ongoing basis for each BH-MCO.
Within each standard, the PEPS application specifies the substandards or items for review, the supporting
documents to be reviewed to determine compliance with each standard, the date of the review, the
reviewer’s initials, and an area to collect or capture additional reviewer comments. Based on the PEPS
application, a BH-MCO is evaluated against substandards that crosswalk to pertinent BBA regulations
(“categories”), as well as against related supplemental OMHSAS-specific PEPS substandards that are part of
OMHSAS’s more rigorous monitoring criteria.

The standards that are subject to EQR review are contained in Title 42 CFR § 438, Subparts D and E, as well as
specific requirements in Subparts A, B, C, and F to the extent that they interact with the relevant provisions in
Subparts D and E. Substandard tallies for each category and section roll-up were correspondingly updated.
From time to time, standards or substandards may be modified to reflect updates to the Final Rule and
corresponding BBA provisions or changes to state standards. As changes are made to EQR reporting
requirements, IPRO works with PA OMHSAS to update its crosswalk to the PS&R Agreement, PEPS data,
Information Systems Capabilities Assessments (ISCAs), external audit findings, and any other relevant data
that pertain to federal provisions or state standards. Standards or substandards that are introduced or retired
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are done so following the rotating 3-year schedule for all five BH-MCOs. This may, in turn, change the category
tally of standards from one reporting year to the next. A null value is indicated when no crosswalk was
available for a given provision for the RY period or no data for the applicable RY period were available for the
reviewed MCP. The CMS EQRO protocols released in 2023 included modifications to the BBA provisions that
are now required for reporting. These updates to reporting include the addition of three new federal
standards (Disenrollment, Enrollee Rights, and Emergency and Post-stabilization Services) with results
becoming available for MCPs following the aforementioned 3-year schedule.

As was done for prior ATRs, review findings pertaining to the required BBA regulations are presented in this
chapter. The review findings for selected OMHSAS-specific substandards are reported in Appendix C. The RY
2024 crosswalks of substandards to pertinent BBA regulations and to pertinent OMHSAS-specific substandards
can be found in Appendix A and Appendix B, respectively.

Because OMHSAS’s review of the primary contractors and their subcontracted BH-MCOs occurs over a 3-year
cycle, OMHSAS has the flexibility to assess compliance with the review standards on a staggered basis,
provided that all BBA categories are reviewed within that timeframe. The 3-year period is alternatively
referred to as the Active Review period. The substandards from RY 2024, RY 2023, and RY 2022 provided the
information necessary for the 2024 assessment. Those triennial standards not reviewed through the system in
RY 2024 were evaluated on their performance based on RY 2023 and/or RY 2022 determinations, or other
supporting documentation, if necessary. For those HC-OEs that completed their Readiness Reviews within the
3-year timeframe under consideration, RAl substandards were evaluated when none of the substandards
cross walked to a particular BBA category were reviewed.

For the BH-MCOs, a total of 88 unique substandards were applicable for the evaluation of BH-MCO
compliance with the BBA regulations for this review cycle or period (RYs 2024, 2023, 2022). In addition, 31
OMHSAS-specific substandards were identified as being related to, but are supplemental to, the BBA
regulation requirements. Some substandards crosswalk to more than one BBA category, while each BBA
category crosswalks to multiple substandards.

Conclusions and Comparative Findings

The following presents the results of the compliance review for all five BH-MCOs and their primary
contractors. Findings, organized by major federal grouping, are presented at the substandard level for each
BH-MCO and corresponding primary contractors, followed by a comparison across BH-MCOs with respect to
overall compliance with the 14 required federal standard areas.

Standards, Including Enrollee Rights and Protections

The general purpose of the regulations included in this section is to ensure that each primary contractor/BH-
MCO has written policies regarding enrollee rights, complies with applicable federal and state laws that
pertain to enrollee rights, and ensures that its staff and affiliated providers take into account those rights
when furnishing services to enrollees.

Table 22-Table 26 present substandard findings by categories for each BH-MCO and their respective primary
contractors.
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Federal Category and CFR Reference

Count

Table 22: Carelon Compliance with Standards, Including Enrollee Rights and Protections
Category

Substandard MCO Compliance

Status

Primary Contractor

Substandard Status
Fully Compliant

Substandard Status
Partially Compliant

Substandard Status

Not Compliant

Assurances of adequate capacity and |5 Compliant All Carelon primary 1.1,1.2,1.4,15,1.6 - -
services contractors
Title 42 CFR § 438.207
Availability of services 24 Partial All Carelon primary 1.1,1.2,1.3,1.4,1.5,1.6, |28.2 28.1
Title 42 CFR § 438.206 contractors 1.7,23.1,23.2,23.3, 23.4,

23.5,24.1,24.2,24.3,

24.4,245,24.6,93.1,

93.2,93.3,934
Confidentiality 4 Compliant All Carelon primary 120.1,142.1, 144.1,145.1|- -
Title 42 CFR § 438.224 contractors
Coordination and continuity of care 2 Partial All Carelon primary - 28.2 28.1
Title 42 CFR § 438.208 contractors
Coverage and authorization of services |4 Partial All Carelon primary 72.1,72.2 28.2 28.1
Title 42 CFR § 438.210(a—e), Title 42 contractors
CFR § 441, Subpart B, and § 438.114
Disenrollment requirements and 1 Compliant All Carelon primary 120.1 - -
limitations contractors
Title 42 CFR § 438.56
Emergency and post-stabilization 5 Compliant All Carelon primary 72.2,91.3,91.5,91.7, - -
services contractors 91.9
Title 42 CFR § 438.114
Enrollee rights requirements 6 Compliant All Carelon primary 11.2,24.3,24.4, 24.5, - -
Title 42 CFR § 438.100 contractors 24.6,72.2
Health information systems 6 Partial All Carelon primary 120.1, 142.1, 143.1, 141.1 -
Title 42 CFR § 438.242 contractors 144.1, 145.1
Practice guidelines 6 Partial All Carelon primary 93.1,93.2,93.3,93.4 28.2 28.1
Title 42 CFR § 438.236 contractors
Provider selection 3 Compliant All Carelon primary 10.1,10.2,10.3 - -
Title 42 CFR § 438.214 contractors

Pennsylvania External Quality Review Annual Technical Report — FFY 2025

Page 61 of 161



Category

Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Federal Category and CFR Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Subcontractual relationships and 8 Compliant All Carelon primary 99.1,99.2,99.3,99.4, - -
delegation contractors 99.5,99.6,99.7,99.8
Title 42 CFR § 438.230

CFR: Code of Federal Regulations; §: section; MCO: managed care organization.

Table 23: CBH Compliance with Standards, Including Enrollee Rights and Protections
Category

Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Federal Category and CFR Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Assurances of adequate capacity and |5 Compliant All CBH primary contractors |1.1,1.2,1.4,1.5,1.6 - -
services
Title 42 CFR § 438.207
Availability of services 24 Partial All CBH primary contractors 1.1, 1.2,1.3,1.4,1.5,1.6, |- 28.1
Title 42 CFR § 438.206 1.7,23.1, 23.2, 23.3, 23.4,

23.5,24.1,24.2,24.3,
244,245,246, 28.2,
93.1,93.2,93.3,934

Confidentiality 4 Compliant All CBH primary contractors |120.1, 142.1, 144.1, 145.1 |- -
Title 42 CFR § 438.224

Coordination and continuity of care 2 Partial All CBH primary contractors |28.2 - 28.1
Title 42 CFR § 438.208

Coverage and authorization of services |4 Partial All CBH primary contractors |28.2,72.1,72.2 - 28.1

Title 42 CFR § 438.210(a—e), Title 42
CFR § 441, Subpart B, and § 438.114

Disenrollment requirements and 1 Compliant All CBH primary contractors  |120.1 - -
limitations

Title 42 CFR § 438.56

Emergency and post-stabilization 5 Compliant All CBH primary contractors |72.2,91.3,91.5,91.7, - -
services 91.9

Title 42 CFR § 438.114
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Substandard

Category

Count

MCO Compliance
Status

Primary Contractor

Substandard Status
Fully Compliant

Substandard Status
Partially Compliant

Substandard Status

Not Compliant

Federal Category and CFR Reference

Enrollee rights requirements 6 Compliant All CBH primary contractors |11.2, 24.3, 24.4, 24.5, - -
Title 42 CFR § 438.100 24.6,72.2

Health information systems 6 Compliant All CBH primary contractors |120.1, 141.1, 142.1, - -
Title 42 CFR § 438.242 143.1,144.1,145.1

Practice guidelines 6 Partial All CBH primary contractors |28.2,93.1, 93.2, 93.3, - 28.1
Title 42 CFR § 438.236 93.4

Provider selection 3 Compliant All CBH primary contractors  |10.1, 10.2, 10.3 - -
Title 42 CFR § 438.214

Subcontractual relationships and 8 Compliant All CBH primary contractors |99.1, 99.2, 99.3, 99.4, - -
delegation 99.5,99.6,99.7,99.8

Title 42 CFR § 438.230

CFR: Code of Federal Regulations; §: section; MCO: managed care organization.

Federal Category and CFR Reference

Substandard

Category

Count

Table 24: CCBH Compliance with Standards, Including Enrollee Rights and Protections

MCO Compliance
Status

Primary Contractor

Substandard Status
Fully Compliant

Substandard Status
Partially Compliant

Substandard Status

Not Compliant

Assurances of adequate capacity and |5 Compliant All CCBH primary contractors |1.1,1.2,1.4,1.5,1.6 - -
services
Title 42 CFR § 438.207
Availability of services 24 Compliant All CCBH primary contractors |1.1,1.2,1.3,1.4,1.5,1.6, |- -
Title 42 CFR § 438.206 1.7,23.1,23.2,23.3,23.4,

23.5,24.1,24.2,24.3,

24.4,24.5,24.6,28.1,

28.2,93.1,93.2,93.3,

93.4
Confidentiality 4 Compliant All CCBH primary contractors |120.1, 142.1, 144.1, 145.1 |- -
Title 42 CFR § 438.224
Coordination and continuity of care 2 Compliant All CCBH primary contractors |28.1, 28.2 - -
Title 42 CFR § 438.208
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Category

Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Federal Category and CFR Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Coverage and authorization of services |4 Compliant All CCBH primary contractors |28.1, 28.2,72.1,72.2 - -
Title 42 CFR § 438.210(a—e), Title 42
CFR § 441, Subpart B, and § 438.114
Disenrollment requirements and 1 Compliant All CCBH primary contractors |120.1 - -
limitations
Title 42 CFR § 438.56
Emergency and post-stabilization 5 Compliant All CCBH primary contractors |72.2,91.3,91.5,91.7, - -
services 91.9
Title 42 CFR § 438.114
Enrollee rights requirements 6 Compliant All CCBH primary contractors |11.2, 24.3, 24.4, 24.5, - -
Title 42 CFR § 438.100 24.6,72.2
Health information systems 6 Partial All CCBH primary contractors |120.1, 142.1, 143.1, - 141.1
Title 42 CFR § 438.242 144.1,145.1
Practice guidelines 6 Compliant All CCBH primary contractors |28.1, 28.2,93.1, 93.2, - -
Title 42 CFR § 438.236 93.3,934
Provider selection 3 Compliant All CCBH primary contractors |10.1, 10.2, 10.3 - -
Title 42 CFR § 438.214
Subcontractual relationships and 8 Partial All CCBH primary contractors |99.1, 99.2, 99.4, 99.5, 99.3 -
delegation 99.6,99.7,99.8
Title 42 CFR § 438.230

CFR: Code of Federal Regulations; §: section; MCO: managed care organization.
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Table 25: MBH Compliance with Standards, Including Enrollee Rights and Protections
Category

Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Federal Category and CFR Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Assurances of adequate capacity and |5 Partial Bucks, Cambria, Montgomery (1.1,1.2,1.4,1.5, 1.6 - -
services
Title 42 CFR § 438.207
Assurances of adequate capacity and |5 Partial Lehigh, Northampton 1.1,1.2,14,1.6 - 1.5
services
Title 42 CFR § 438.207
Availability of services 24 Partial Bucks, Cambria, Montgomery (1.1, 1.2,1.3,1.4,1.5, 1.6, |- -
Title 42 CFR § 438.206 1.7,23.1, 23.2, 23.3, 23.4,

23.5,24.1,24.2,24.3,
244,245, 24.6, 28.1,
28.2,93.1,93.2,93.3,

93.4
Availability of services 24 Partial Lehigh, Northampton 1.1,1.2,1.3,14,1.6,1.7, |- 1.5
Title 42 CFR § 438.206 23.1, 23.2, 23.3, 23.4,

23.5,24.1,24.2,24.3,
244,245, 24.6, 28.1,
28.2,93.1,93.2,93.3,

93.4
Confidentiality 4 Compliant All MBH primary contractors [120.1, 142.1, 144.1, 145.1 |- -
Title 42 CFR § 438.224
Coordination and continuity of care 2 Compliant All MBH primary contractors |28.1, 28.2 - -
Title 42 CFR § 438.208
Coverage and authorization of services |4 Compliant All MBH primary contractors |28.1, 28.2,72.1,72.2 - -
Title 42 CFR § 438.210(a—e), Title 42
CFR § 441, Subpart B, and § 438.114
Disenrollment requirements and 1 Compliant All MBH primary contractors |120.1 - -
limitations
Title 42 CFR § 438.56
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Substandard

Category

Count

MCO Compliance
Status

Substandard Status

Substandard Status

Substandard Status

Federal Category and CFR Reference

Primary Contractor

Fully Compliant

Partially Compliant

Not Compliant

Emergency and post-stabilization 5 Compliant All MBH primary contractors |72.2,91.3,91.5,91.7, -
services 91.9

Title 42 CFR § 438.114

Enrollee rights requirements 6 Compliant All MBH primary contractors |11.2,24.3,24.4, 24.5, -
Title 42 CFR § 438.100 24.6,72.2

Health information systems 6 Compliant All MBH primary contractors |120.1, 141.1, 142.1, -
Title 42 CFR § 438.242 143.1,144.1, 145.1

Practice guidelines 6 Compliant All MBH primary contractors |28.1, 28.2,93.1, 93.2, -
Title 42 CFR § 438.236 93.3,93.4

Provider selection 3 Compliant All MBH primary contractors |10.1, 10.2, 10.3 -
Title 42 CFR § 438.214

Subcontractual relationships and 8 Compliant All MBH primary contractors |99.1, 99.2, 99.3, 99.4, -
delegation 99.5,99.6,99.7,99.8

Title 42 CFR § 438.230

CFR: Code of Federal Regulations; §: section; MCO: managed care organization.

Federal Category and CFR Reference

Substandard

Category

Count

Table 26: PerformCare Compliance with Standards, Including Enrollee Rights and Protections

MCO Compliance
Status

Primary Contractor

Substandard Status
Fully Compliant

Substandard Status
Partially Compliant

Substandard Status
Not Compliant

23.5,24.1,24.2,24.3,
244,245, 24.6, 28.1,
28.2,93.1,93.2,93.3,
93.4

Assurances of adequate capacity and |5 Compliant All PerformCare primary 1.1,1.2,1.4,1.5,1.6 -
services contractors

Title 42 CFR § 438.207

Availability of services 24 Compliant All PerformCare primary 1.1,1.2,1.3,1.4,15,1.6, |-
Title 42 CFR § 438.206 contractors 1.7, 23.1, 23.2, 23.3, 23 .4,
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Category

Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Federal Category and CFR Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Confidentiality 4 Compliant All PerformCare primary 120.1, 142.1, 144.1, 145.1 |- -
Title 42 CFR § 438.224 contractors
Coordination and continuity of care 2 Compliant All PerformCare primary 28.1,28.2 - -
Title 42 CFR § 438.208 contractors
Coverage and authorization of services |4 Compliant All PerformCare primary 28.1,28.2,72.1,72.2 - -
Title 42 CFR § 438.210(a—e), Title 42 contractors
CFR § 441, Subpart B, and § 438.114
Disenrollment requirements and 1 Compliant All PerformCare primary 120.1 - -
limitations contractors
Title 42 CFR § 438.56
Emergency and post-stabilization 5 Compliant All PerformCare primary 72.2,91.3,91.5,91.7, - -
services contractors 91.9
Title 42 CFR § 438.114
Enrollee rights requirements 6 Compliant All PerformCare primary 11.2,24.3,24.4,24.5, - -
Title 42 CFR § 438.100 contractors 24.6,72.2
Health information systems 6 Partial All PerformCare primary 120.1, 142.1,143.1, - 141.1
Title 42 CFR § 438.242 contractors 144.1, 145.1
Practice guidelines 6 Compliant All PerformCare primary 28.1, 28.2,93.1,93.2, - -
Title 42 CFR § 438.236 contractors 93.3,934
Provider selection 3 Compliant All PerformCare primary 10.1, 10.2,10.3 - -
Title 42 CFR § 438.214 contractors
Subcontractual relationships and 8 Compliant All PerformCare primary 99.1,99.2,99.3,99.4, - -
delegation contractors 99.5, 99.6,99.7,99.8
Title 42 CFR § 438.230

CFR: Code of Federal Regulations; §: section; MCO: managed care organization.
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Quality Assessment and Performance Improvement Program
The general purpose of the regulations included under this subpart is to ensure that all services available under PA’s MMC program, the HC Program, are available and accessible to MCO

enrollees. The documents include an assessment of the primary contractors/BH-MCQO’s compliance with regulations found in Subpart D.

Table 27-Table 31 present substandard findings by categories for each BH-MCO and their respective primary contractors.

Table 27: Carelon Compliance with Quality Assessment and Performance Improvement Program

Federal Category and CFR Category Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Quality assessment and 33 Compliant All Carelon primary 100.1, 104.1, 104.2, - -

performance improvement contractors 104.3,104.4, 108.10,

program 108.2, 108.5, 108.6,

Title 42 CFR § 438.330 108.7,108.8,91.1, 91.10,

91.11,91.12,91.13,
91.14,91.15,91.2,91.3,
91.4,91.5,91.6,91.7,
91.8,91.9,93.1,93.2,
93.3,93.4,98.1,98.2,
98.3

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.

Table 28: CBH Compliance with Quality Assessment and Performance Improvement Program

Federal Category and CFR Category Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Quality assessment and 33 Compliant All CBH primary contractors  |100.1, 104.1, 104.2, - -

performance improvement 104.3,104.4, 108.10,

program 108.2, 108.5, 108.6,

Title 42 CFR § 438.330 108.7, 108.8,91.1, 91.10,

91.11,91.12,91.13,
91.14,91.15,91.2,91.3,
91.4,91.5,91.6,91.7,
91.8,91.9,93.1,93.2,
93.3,93.4,98.1,98.2,
98.3

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.
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Table 29: CCBH Compliance with Quality Assessment and Performance Improvement Program

Federal Category and CFR Category Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Quality assessment and 33 Partial All CCBH primary contractors |100.1, 104.1, 104.2, 98.3 -

performance improvement 104.3,104.4, 108.10,

program 108.2, 108.5, 108.6,

Title 42 CFR § 438.330 108.7, 108.8,91.1, 91.10,

91.11,91.12, 91.13,
91.14,91.15,91.2,91.3,
91.4,91.5,91.6,91.7,
91.8,91.9,93.1,93.2,
93.3,93.4,98.1, 98.2

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.

Table 30: MBH Compliance with Quality Assessment and Performance Improvement Program

Federal Category and CFR Category Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Quality assessment and 33 Compliant All MBH primary contractors |100.1, 104.1, 104.2, - -

performance improvement 104.3,104.4, 108.10,

program 108.2, 108.5, 108.6,

Title 42 CFR § 438.330 108.7,108.8,91.1, 91.10,

91.11,91.12, 91.13,
91.14,91.15,91.2,91.3,
91.4,91.5,91.6,91.7,
91.8,91.9,93.1,93.2,
93.3,93.4,98.1,98.2,
98.3

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.
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Table 31: PerformCare Compliance with Quality Assessment and Performance Improvement Program

Federal Category and CFR Category Substandard MCO Compliance Substandard Status Substandard Status Substandard Status
Reference Count Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Quality assessment and 33 Partial CABHC 100.1, 104.1, 104.2, - -
performance improvement 104.3,104.4, 108.10,
program 108.2, 108.5, 108.6,
Title 42 CFR § 438.330 108.7, 108.8,91.1, 91.10,

91.11,91.12,91.13,

91.14,91.15,91.2,91.3,

91.4,91.5,91.6,91.7,

91.8,91.9,93.1,93.2,

93.3,93.4,98.1,98.2,

98.3
Quality assessment and 33 Partial TMCA 100.1, 104.1, 104.2, - 108.5
performance improvement 104.3,104.4, 108.10,
program 108.2, 108.6, 108.7,
Title 42 CFR § 438.330 108.8,91.1,91.10,91.11,

91.12,91.13,91.14,

91.15,91.2,91.3,91.4,

91.5,91.6,91.7,91.8,

91.9,93.1,93.2,93.3,

93.4,98.1,98.2,98.3

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.
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Grievance System
The general purpose of the regulations included under this subpart is to ensure that enrollees have the ability to pursue grievances. The documents include an assessment of the primary
contractor/BH-MCQ’s compliance with regulations found in Subpart F.

Table 32-Table 36 present substandard findings by categories for each BH-MCO and their respective primary contractors.

Table 32: Carelon Compliance with Grievance System

Federal Category and CFR  Category Substandard Substandard Status Substandard Status Substandard Status
Reference Count MCO Compliance Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Grievance and appeal 17 Compliant All Carelon primary 60.1, 60.2, 60.3, 68.1, - -
systems contractors 68.2, 68.3, 68.4, 68.7,
Title 42 CFR § 438.228 68.9,71.1,71.2,71.3,

71.4,71.7,71.9,72.1,

72.2

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.

Table 33: CBH Compliance with Grievance System

Federal Category and CFR  Category Substandard Substandard Status Substandard Status Substandard Status
Reference Count MCO Compliance Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Grievance and appeal 17 Partial All CBH primary contractors |60.1, 60.2, 68.1, 68.3, 60.3, 68.4 68.2,68.7,71.2,71.7
systems 68.9,71.1,71.3,71.4,

Title 42 CFR § 438.228 719,72.1,72.2

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.

Table 34: CCBH Compliance with Grievance System

Federal Category and CFR  Category Substandard Substandard Status Substandard Status Substandard Status
Reference Count MCO Compliance Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Grievance and appeal 17 Partial All CCBH primary contractors |60.1, 60.2, 60.3, 68.1, 68.9 68.7,71.7
systems 68.2,68.3,68.4,71.1,
Title 42 CFR § 438.228 71.2,71.3,71.4,71.9,

72.1,72.2

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.
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Table 35: MBH Compliance with Grievance System

Federal Category and CFR  Category Substandard Substandard Status Substandard Status Substandard Status
Reference Count MCO Compliance Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Grievance and appeal 17 Partial All MBH primary contractors |60.1, 60.2, 60.3, 71.2, 68.1,68.2,68.4,71.1, 68.3, 68.7, 68.9, 71.3,
systems 72.1,72.2 71.4,71.7 71.9

Title 42 CFR § 438.228

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.

Table 36: PerformCare Compliance with Grievance System

Federal Category and CFR  Category Substandard Substandard Status Substandard Status Substandard Status
Reference Count MCO Compliance Status Primary Contractor Fully Compliant Partially Compliant Not Compliant
Grievance and appeal 17 Compliant All PerformCare primary 60.1, 60.2, 60.3, 68.1, - -
systems contractors 68.2, 68.3, 68.4, 68.7,
Title 42 CFR § 438.228 68.9,71.1,71.2,71.3,

71.4,71.7,71.9,72.1,

72.2

CFR: Code of Federal Regulations; MCO: managed care organization; §: section.

Review of Compliance with Medicaid and CHIP Managed Care Regulations Aggregate Summary
Table 37-Table 39 summarize compliance assessments across MCOs. Green cells with the letter “C” indicate compliant, and orange cells with the letter “P” indicate partially compliant.

Table 37: BH-MCO Compliance with Standards, Including Enrollee Rights and Protections
Standards, Including Enrollee Rights and Protections'- PerformCare Total BH MMC
Assurances of Adequate Capacity and Services
Availability of Services

Confidentiality

Coordination and Continuity of Care

Coverage and Authorization of Services
Disenrollment

Emergency and Post-stabilization Services
Enrollee Rights and Protections

Health Information Systems
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Standards, Including Enrollee Rights and Protections'- PerformCare Total BH MMC

Practice Guidelines “

Provider Selection

Subcontractual Relationships and Delegation
! The BH-MCO compliance determination represents the aggregate status of multiple HealthChoices oversight entities/primary contractors (e.g., if seven primary contractors contract with a
BH-MCO, and a standard has 10 items, partial compliance on any one of the 70 items would generate an overall partial compliance status for the BH-MCO).

2 Green cells indicate compliant (C), and orange cells indicate partially compliant (P).

BH-MCO: behavioral health managed care organization.

Table 38: BH-MCO Compliance with QAPI Program
QAPI Program?'2 Carelon | CBH CCBH MBH PerformCare Total BH MMC
QAPI Program | P P P

! The BH-MCO compliance determination represents the aggregate status of multiple HealthChoices oversight entities/primary contractors (e.g., if seven primary contractors contract with a
BH-MCO and a standard has 10 items, partial compliance on any one of the 70 items would generate an overall partial compliance status for the BH-MCO).

2 Green cells indicate compliant (C), and orange cells indicate partially compliant (P).

BH-MCO: behavioral health managed care organization; QAPI: Quality Assessment and Performance Improvement.

Table 39: BH-MCO Compliance with Grievance System

Grievance System?'? Carelon CBH CCBH MBH PerformCare Total BH MMC
Grievance and Appeal Systems P P P P

! The BH-MCO compliance determination represents the aggregate status of multiple HealthChoices oversight entities/primary contractors (e.g., if seven primary contractors contract with a
BH-MCO and a standard has 10 items, partial compliance on any one of the 70 items would generate an overall partial compliance status for the BH-MCO).

2Green cells indicate compliant (C), and orange cells indicate partially compliant (P).

BH-MCO: behavioral health managed care organization.

e Qverall, MY 2024 PA’s BH program was partially compliant across all three CMS sections of MMC regulations.
e PA BH-MCOs were fully compliant with the following categories: Confidentiality, Disenrollment, Emergency and Post-stabilization Services, Enrollee Rights and Protections, and Provider
Selection.
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VI. Validation of Network Adequacy

Objectives

Title 42 CFR § 438.356(a)(1) and Title 42 CFR § 438.358(b)(1)(iv) establish that state agencies must contract
with an EQRO to perform the annual validation of network adequacy. To meet these federal regulations, PA
contracted with IPRO to perform the validation of network adequacy for PA MCOs.

Technical Methods of Data Collection and Analysis
CMS’s Protocol 4. Validation of Network Adequacy was used as the framework to validate each PIP. Figure 9
details the mandatory EQR Protocol 4 activities.

Activity 1: Define the Scope of the Validation of Quantitative
Network Adequacy Standards

-

e Step 1: Obtain needed information from the state.

e Step 2: Identify and define network adequacy indicators for validation.
e Step 3: Identify and define provider types.

e Step 4: Establish network adequacy validation activities and timeline.

~L Activity 2: Identify Data Sources for Validation }

e Step 1: Identify data sources.
e Step 2: Answer additional questions about data sources.

Activity 3: Review Information Systems Underlying Network
Adequacy Monitoring

e Step 1: Review the MCOs ISCA.
e Step 2: Assess processes for collecting network adequacy data not addressed in the ISCA.
e Step 3: Interview MCO or other personnel.

Activity 4: Validate Network Adequacy Monitoring Data, Methods,
and Results

e Step 1: Assess the reliability and validity of the MCO network adequacy data.
e Step 2: Assess the methods used by the MCOs to assess network adequacy.
e Step 3: Validate network adequacy results submitted by the MCOs.

e Step 4: Summarize network adequacy validation findings.

4{ Activity 5: Submit Findings to the State }

Figure 9: EQR Protocol 4 Activities MCO: managed care organization; ISCA: Information Systems Capabilities
Assessment; EQR: external quality review.

Description of Data Obtained
Box 4 details the data obtained from PA that were used to conduct the validation activities and their
definitions.

Box 4: Network Adequacy Data and Definitions

e Network adequacy standard: A quantitative parameter that states establish to set expectations for
contracted managed care plans’ provider networks.

e Network adequacy indicator: The metric(s) used to assess adherence to the quantitative network
adequacy standard

e Applicable provider types: All provider types to which the network adequacy standard applies.

e Applicable regions: All regions to which the network adequacy standard applies.

e Data and documentation submitted by MCPs: Data source, format, software, variables, and state
standards for data accuracy, timeliness, and completion.

MCP: managed care plan.
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IPRO conducted meetings with OMHSAS to discuss the network adequacy analysis process, the process
strengths, and opportunities for improvement. IPRO collected information from OMHSAS for the network
adequacy validation activities, including:

e adetailed list of the state’s quantitative network adequacy standards,

e adescription of network adequacy data and documentation,

e adescription of the information from the MCOs to PA, and

e MCO network adequacy rates.

IPRO used the information collected from OMHSAS to assess the network adequacy data sources applicable to
the primary contractor prepaid inpatient health plan (PIHPs) and determined a validation finding and rating for
each network adequacy indicator.

Table 40 shows the network adequacy standard and indicators.

Table 40: BH-MCO Network Adequacy Standard and Indicators

The primary contractor and its BH-MCO must Proportion of members living in an urban designated
maintain a provider network for all members that is | county who have access to each level of care within
geographically accessible to members. All levels of 30 minutes travel time from their residence;

care must be accessible in a timely manner. proportion of members living in a rural designated
Members must have a choice of at least two county who have access to each level of care within
providers except for Mental Health Crisis Services, 60 minutes travel time from their residence.

which requires that only one provider meet the
travel time standard for members.

Table 41 summarizes the state network adequacy standards that were applicable to BH-MCOs through their
primary contractor contracts in MY 2024, the frequencies of data reporting by the MCO, and corresponding
network adequacy indicators.

Table 41: BH-MCO Network Adequacy Standards and Indicators by Provider Type, MY 2024
Data and Documentation Submitted | Network Adequacy

Applicable Provider Type
Intensive Behavioral Health Services

by MCO (Frequency)
Provider network data files (weekly)

Indicators
Urban < 30 min
Rural < 60 min

Clozaril Support

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Medically Managed Intensive Inpatient
Services (ASAM Level 4)

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Medically Managed Intensive Inpatient
Withdrawal Management
(ASAM Level 4 WM)

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Drug and Alcohol Methadone Maintenance

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Drug and Alcohol Outpatient

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Family-based Mental Health Services

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Inpatient Psychiatric — Adult

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Inpatient Psychiatric — Child/Adolescent

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Mental Health Crisis Intervention

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Mental Health Outpatient (Psychiatric Clinic)

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Mental Health Partial Hospitalization

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Peer Support

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Residential Treatment Facility (RTF)

Provider network data files (weekly)

Urban < 30 min
Rural < 60 min

Targeted Case Management (TCM)

Provider network data files (weekly)

Urban < 30 min
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Data and Documentation Submitted | Network Adequacy

Applicable Provider Type by MCO (Frequency) Indicators
Rural < 60 min

Center of Excellence Provider network data files (weekly) | Urban <30 min

(OUD Treatment) Rural < 60 min

BH-MCO: behavioral health managed care organization; MY: measurement year; OUD: opioid use disorder;
min: minutes.

One network adequacy indicator per region type (urban or rural) for each applicable provider type was used
by OMHSAS to measure compliance by the MCO and its primary contractors on the network adequacy
standard that was in place in MY 2024. BH-MCOs process provider network data files on a weekly basis. IPRO’s
ISCA of the BH-MCOs in MY 2022 revealed that plans utilize various software to geo-map these data and
monitor for provider network adequacy by provider type across geographic areas. The ISCA showed that the
plans adequately met Information Systems utility requirements for reviewing provider network adequacy. The
provider network data files are submitted to PA’s MEMM and subsequently analyzed each year by OMHSAS to
calculate rates for the network adequacy indicator for each provider category. These results are then recorded
under primary contractor results for Substandard 1.2 in the PEPS application:

Standard 1: The Program must include a full array of in-plan services available to adults and children.
Provider contracts are in place.
Substandard 2: 100% of members given choice of two providers at each level of care within 30/60
urban/rural met.

Where geo-mapping data show that an MCO does not have the requisite number of providers in a network,
the primary contractor may submit a network exception request to OMHSAS. OMHSAS's review of the request
includes a review of the geo-access mapping data of the network providers for the service, the utilization of
the service, whether there have been any complaints concerning access to the service, and the efforts made
to bring new providers into the network. OMHSAS's responses to the exception request contains its analysis of
this review, and exceptions are specified by population (adult versus pediatric) covered by the standard.
Network adequacy is monitored on an ongoing basis, including during quality improvement/utilization
meetings and quarterly monitoring meetings.

Conclusions and Comparative Findings

IPRO’s network adequacy conclusions and comparative findings fall under two categories: the validation of
network adequacy data, processes, and methods and the analysis of network adequacy rates to evaluate
guality, timeliness, and access to BH services.

Network Adequacy Validation Findings
Box 5 describes IPRO’s network adequacy assessment process and outputs.

Box 5: Network Adequacy Validation Assessment Conclusions and Definitions

After assessing the reliability and validity of the state’s network adequacy data, processes, and methods

used to assess network adequacy and calculate each network adequacy indicator, IPRO generated a

network adequacy validation finding and rating for each standard.

e The finding answers the question, “Did the entity meet or exceed the standard?” The rating is based
on the following scale: met, partially met, not met. Exceptions where applicable are noted.

e The rating reflects IPRO’s overall confidence that the state used an acceptable methodology in the
design, data collection, analysis and interpretation of each network adequacy indicator. The rating is
based on the following scale: high, moderate, low, and no confidence.
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Table 42 details a summary of the network adequacy findings for each MCO based on the network adequacy standard and indicators detailed in Table 40, which means, “All members living in
an urban designated county must have access to each level of care within 30 minutes travel time from their residence. All members living in a rural designated county must have access to each
level of care within 60 minutes travel time from their residence.”

Network Adequacy
Indicators

Applicable
Provider Type

Table 42: Summary of Network Adequacy Validation Findings
Carelon:
Validation

Carelon:
Finding

Rating

CBH:

Finding

CBH:

Validation

Rating

CCBH:
Finding

CCBH:

Validation

Rating

MBH:
Finding

MBH:

Validation

Rating

PC:
Finding

PC:

Validation

Rating

Urban < 30 min Intensive Met High Met High Met High Met High Met High
Rural < 60 min Behavioral Health
Services
Urban < 30 min Clozaril Support Met; High Met High Met; High Met High Met; High
Rural < 60 min exception exception exception
granted in granted in granted in
certain certain certain
counties/ counties/ counties/
qguadrants quadrants quadrants
in counties in counties in counties
Urban < 30 min Medically Met; High Met; High Met; High Met; High Met; High
Rural < 60 min Managed exception exception exception exception exception
Intensive granted for granted for granted in granted for granted for
Inpatient Services | Child/ Child/ certain Adult and Child/
(ASAM Level 4) Adolescent Adolescent counties/ Child/ Adolescent
and Adult quadrants Adolescent and Adult
in counties:
Child/Adole
scent and
Adult
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Carelon: CBH: CCBH: MBH: PC:
Network Adequacy Applicable Carelon: Validation CBH: Validation CCBH: Validation MBH: Validation PC: Validation
Indicators Provider Type Finding Rating Finding Rating Finding Rating Finding Rating Finding Rating
Urban < 30 min Medically Met; High Met High Met; High Met; High Met; High
Rural < 60 min Managed exception exception exception exception
Intensive granted for granted in granted for granted for
Inpatient Child/ certain Child/ Child/
Withdrawal Adolescent counties/ Adolescent Adolescent
Management and Adult quadrants and Adult and Adult
(ASAM Level 4 in counties:
WM) Child/Adole
scent and
Adult
Urban < 30 min Drug and Alcohol | Met; High Met High Met High Met High Met; High
Rural < 60 min Methadone exception exception
Maintenance granted for granted for
Adult CCBH Adult
- exception
granted in
certain
counties/
qguadrants
in counties
for Adult
Urban < 30 min Drug and Alcohol | Met High Met High Met High Met High Met High
Rural < 60 min Outpatient
Urban < 30 min Family-based Met; High Met High Met High Met High Met High
Rural < 60 min Mental Health exception
Services granted
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Carelon: CBH: CCBH: MBH: PC:
Network Adequacy Applicable Carelon: Validation CBH: Validation CCBH: Validation MBH: Validation PC: Validation
Indicators Provider Type Finding Rating Finding Rating Finding Rating Finding Rating Finding Rating
Urban < 30 min Inpatient Met; High Met High Met; High Met High Met High
Rural < 60 min Psychiatric - exception exception
Adult granted for granted in
certain certain
counties/ counties/
guadrants guadrants
in counties: in counties:
Adult Adult
Urban < 30 min Inpatient Met; High Met High Met; High Met High Met High
Rural < 60 min Psychiatric - exception exception
Child/Adolescent | granted for granted in
Child certain
counties/
quadrants
in counties:
Child
Urban < 30 min Mental Health Met High Met High Met High Met High Met High
Rural < 60 min Crisis
Intervention
Urban < 30 min Mental Health Met High Met High Met High Met High Met High
Rural < 60 min Outpatient
(Psychiatric
Clinic)
Urban < 30 min Mental Health Met; High Met High Met; High Met; High Met; High
Rural < 60 min Partial exception exception exception exception
Hospitalization granted for granted in granted for granted for
Child/ certain Adult Child/
Adolescent counties/ Adolescent
and Adult guadrants and Adult
in counties:
Child/
Adolescent
and Adult
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Carelon: CBH: CCBH: MBH: PC:
Network Adequacy Applicable Carelon: Validation CBH: Validation CCBH: Validation MBH: Validation PC: Validation
Indicators Provider Type Finding Rating Finding Rating Finding Rating Finding Rating Finding Rating
Urban < 30 min Peer Support Met; High Met High Met; High Met; High Met; High
Rural < 60 min exception exception exception exception
granted for granted in granted for granted in
Young Adult certain Child/ certain
counties/ Adolescent counties/
guadrants guadrants
in counties in counties
for Child/ for Child/
Adolescent Adolescent
Urban < 30 min Residential Met; High Met High Met; High Met; High Met; High
Rural < 60 min Treatment exception exception exception exception
Facility (RTF) granted in granted in granted in granted for
certain certain certain Child/
counties/ counties/ counties/ Adolescent
guadrants guadrants quadrants
in counties in counties in counties
Child/ Child/ Child/
Adolescent Adolescent Adolescent
Urban < 30 min Targeted Case Met High Met High Met High Met High Met High
Rural < 60 min Management
(TCM™)
Urban < 30 min Center of Met; High Met High Met; High Met High Met High
Rural < 60 min Excellence exception exception
(OUD Treatment) | granted in granted in
counties/ certain
quadrants counties/
in counties guadrants
in counties
PC: PerformCare; OUD: opioid use disorder.
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MCO-Specific Network Adequacy Recommendations
Where applicable, all primary contractors and BH-MCOs were found to be compliant for both their adult and
pediatric populations, with the standards related to travel times to all applicable provider types.

State-Specific Network Adequacy Recommendations

Per the fiscal year 2025 (RY 2024) OMHSAS HC MCPAR submitted to CMS, “The Behavioral Health MCOs
experience challenges for the following Levels of Care for certain counties and quadrants within counties:
Medically Managed Intensive Inpatient Withdrawal Management (ASAM Level 4 WM) (adult and
child/adolescent), Medically Managed Intensive Inpatient Services (ASAM Level 4) (adult and
child/adolescent), Mental Health Inpatient, Mental Health Partial Hospitalization (adult and child/adolescent),
Residential Treatment Facility (child/adolescent), Peer Support Services (young adult), Clozaril Support, OUD
Centers of Excellence (COE) and Methadone Maintenance (adult). This challenge is most pronounced in rural
counties. For some levels of care, there may be several service locations/programs located within the region,
but travel time standards cannot be met due to the rural nature of the region. In addition, no or low utilization
of certain levels of care precludes the development of in-patient and residential levels of care, which are
found in more densely populated areas of the state. Staffing shortages contribute to the challenge in access
issues.”®

IPRO concurs with this summary assessment, which highlights the need to expand access to services in more
rural areas. For counties receiving exceptions to existing travel time standards, PA OMHSAS continues to
monitor, through quarterly meetings with MCPs, existing efforts by the primary contractors and their BH-
MCOs to expand access. Higher intensity inpatient, partial hospitalization, and residential services may not be
feasible to locate in certain areas in the foreseeable future, but out-of-network coverage and, if needed,
transportation services should be made adequately available to members. Appointment wait times and other
standards will help to measure access in this regard. Primary contractors should also work with their BH-MCOs
to expand telehealth, home health, and mobile clinic services where appropriate, incorporating VBP strategies
and other initiatives as needed to grow network capacity. To support these efforts, OMHSAS added psychiatric
rehabilitation as a State plan service in 2025. OMHSAS is considering adding additional state plan services as
the need addresses and to minimize reliance on in-lieu-of-services (ILOS). In addition, current controls and
processes exist to manage reinvestment dollars to expand network capacity through the Supplemental Service
Reinvestment Committee (SSRC).

In 2025, PA OMHSAS continued working with agency partners in consultation with third parties to consider
opportunities for expanding areas for network adequacy monitoring in accordance with the state quality
strategy. Wait time standards are now included in the PS&R effective for MY 2025, and members are informed
of the standards in the member handbook. In addition, BH-MCOs set goals around appointment wait times in
their annual QM workplan. OMHSAS monitors complaints that are directly made to OMHSAS via its Customer
Information Line, which includes complaints related to wait time standards. Some BH-MCOs have secret
shopper programs in place for internal oversight and monitoring of provider wait time standards. DHS is
currently working to roll out a formal Secret Shopper monitoring program for HealthChoices which will
provide a robust way to positively measure compliance rather than relying on the absence of complaints to
measure compliance.

Related to this, in 2025 and 2026, OMHSAS Operations is rolling out a network adequacy monitoring tool
within MEMM, a cloud-based platform to facilitate analytics and reporting. An additional network geography
tool is being built to map the geographic distribution of BH-MCO and non-BH-MCO providers relative to a
member's location to help identify opportunities for expanding network adequacy.

¢ Managed Care Program Annual Report (MCPAR) for Pennsylvania: The Office of Mental Health and Substance
Abuse Services 2025
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https://www.pa.gov/content/dam/copapwp-pagov/en/dhs/documents/healthchoices/documents/2024-mcpar-omhsas.pdf
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Network Adequacy Validation Aggregate Summary
Figure 10 provides an aggregated summary of network adequacy validation across all MCOs.

Strengths Opportunities

» Where applicable, all Primary Contractors and BH-MCOs were e OMHSAS will need to continue to work in concert with the other
found to be compliant for both their adult and pediatric program offices to develop measurable network adequacy
populations, with the standards related to travel times to all standards that support the three pillars of access, timeliness, and
applicable provider types. quality of care for its HealthChoices members.

e OMHSAS added psychiatric rehabilitation as a state plan service e PA DHS should continue to consider ways to update their SPA and
in 2025. related waivers to facilitate BH-MCO network expansion of services,

e OMHSAS codified appointment wait time standards which went particularly in more remote counties.
into effect MY 2025. DHS is currently working to roll out a formal
Secret Shopper monitoring program to measure for compliance.

* PA OMHSAS is implementing network adequacy monitoring tools
on a cloud-based platform to facilitate analytics and reporting.

Figure 10: Network Adequacy Aggregate Findings BH-MCO: behavioral health managed care organization; PA: Pennsylvania; OMHSAS: Office of Mental Health and Substance Abuse Services;
DHS: Department of Human Services; SPA: State Plan Amendment.
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VII. Quality Studies

Objectives
The purpose of this section is to describe quality studies performed in 2024 for the HC population. The studies
are included in this report as optional EQR activities that occurred during the RY.

Integrated Community Wellness Centers

In 2019, PA DHS made the decision to discontinue participation in the Certified Community Behavioral Health
Clinic (CCBHC) Demonstration but to continue and build on the CCBHC model in a PA DHS-administered
Integrated Community Well Center (ICWC) program under an MMC agreement with CMS. The purpose of the
CCBHC Demonstration was to develop and test an all-inclusive (and all-payer) prospective payment system
model for community clinics to integrate BH and PH care services in a more seamless manner.

The CCBHC and now ICWC model is centered on the provision of nine core services: crisis services, BH
screening, assessment and diagnosis, treatment planning, outpatient MH, and substance use services,
outpatient clinic primary care screening and monitoring, targeted case management, peer support, psychiatric
rehabilitation services, and intensive community-based MH care for members of the armed forces and
veterans. Any of the core services may be provided through a contract with a designated collaborating
organization (DCO) so long as the majority of the services are provided by the ICWC clinic. To receive the
original CCBHC certification, clinics also had to provide a minimum set of EBP, which was selected based on
community needs assessments and centered on recovery-oriented care and support for children, youth, and
adults.

Under ICWC, the same nine core services of the CCBHC model are provided under PA’s HC MMC program
using a similar bundled payment arrangement with clinics certified to participate as ICWC clinics. For the first
year of ICWC, 2020, the following original seven clinics were invited to participate in the new program: Berks
Counseling Center (located in Reading, PA), CenClear (with a clinic site in Clearfield, PA and in Punxsutawney,
PA), the Guidance Center (located in Bradford, PA), Northeast Treatment Centers (located in Philadelphia, PA),
Pittsburgh Mercy (located in Pittsburgh, PA), and Resources for Human Development (located in Bryn Mawr,
PA).

Description of Data Obtained

Like CCBHC, ICWC features a process measure dashboard, hosted by the EQRO. Clinics enter monthly,
qguarterly, and year-to-date (YTD) data into a Research Electronic Data Capture (REDCap®) project that feeds,
on a weekly basis, a server-based Tableau® workbook in which clinics are able to monitor progress on the
implementation of their ICWC model. Using the dashboard, clinics in 2024 tracked and reported on clinical
activities in a range of quality domains reflecting the priorities of the initiative: clinic membership, process,
access and availability, and engagement.. The Tableau workbook also featured a comparative display that
showed clinic and statewide results on each process measure.

Findings

In 2024, the number of individuals receiving at least one core service dropped to 13,098 from 13,415 in 2023,
continuing the decline observed in 2022 (data not shown). The unweighted average (across all the clinics) of
the number of days until initial evaluation improved to 6.6 days from 9.4 days in 2023 (data not shown). The
clinics counted 4,376 individuals within the ICWC program receiving drug and alcohol outpatient or intensive
outpatient treatment during the period, up over 68% from 2,600 in 2023 (data not shown).

Process measures reflect important progress in increasing both the access and quality of community-based
care for individuals with BH conditions, but the ICWC quality measures are designed to more meaningfully
measure the impact of these efforts. Under the CMS-approved ICWC preprint, a subset of the CCBHC
measures is reported to CMS on an annual calendar year (CY) basis, along with the HEDIS FUI measure. Table
43 summarizes how well the ICWC clinics performed on quality measures compared to applicable
performance targets and national benchmarks.
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Table 43: ICWC Quality Performance Compared to Targets and National Benchmarks

Measure

ICWC CY 2024

Weighted
Average

Comparison:

ICWC CY 2024

Performance
Target

Comparison:
Benchmark Performance

Schizophrenia or Bipolar Disorder
Who Are Using Antipsychotic Medications
(SSD)

Follow-up After High-Intensity Care for 69.6% 28.9% | Above the 50th percentile

Substance Use Disorder (FUI) — 7 days of the HEDIS 2024 Quality
Compass

Follow-up After High-Intensity Care for 83.8% 52.5% | Above the 50th percentile

Substance Use Disorder (FUI) — 30 days of the HEDIS 2024 Quality
Compass

Follow-up Care for Children Prescribed 54.1% 80.2% | Above the 50th percentile

ADHD Medication (ADD) - Initiation of the HEDIS 2024 Quality
Compass

Follow-up Care for Children Prescribed 52.0% 81.5% | Below the 50th percentile

ADHD Medication (ADD) — of the HEDIS 2024 Quality

Continuation and Maintenance Compass

Follow-up After Emergency Department 48.4% 44.0% | Above the 50th percentile

Visit for Alcohol and Other Drug Abuse or of the HEDIS 2024 Quality

Dependence (FUA) - 7 day Compass

Follow-up After Emergency Department 69.3% 67.0% | Above the 50th percentile

Visit for Alcohol and Other Drug Abuse or of the HEDIS 2024 Quality

Dependence (FUA) - 30 day Compass

Follow-up After Emergency Department 42.9% 100.0% | Above the 50th percentile

Visit for Mental lliness (FUM) - 7 day of the HEDIS 2024 Quality
Compass

Follow-up After Emergency Department 58.6% 100.0% | Above the 50th percentile

Visit for Mental lliness (FUM) - 30 day of the HEDIS 2024 Quality
Compass

Initiation and Engagement of Alcohol and 55.8% 43.8% | Above the 50th percentile

Other Drug Abuse or Dependence of the HEDIS 2024 Quality

Treatment (IET), ages 18—64 years — Compass

Initiation

Initiation and Engagement of Alcohol and 29.3% 17.0% | Above the 50th percentile

Other Drug Abuse or Dependence of the HEDIS 2024 Quality

Treatment (IET), ages 18—64 years — Compass

Engagement

Follow-up After Hospitalization for Mental 26.8% 30.2% | Below the 50th percentile

Iliness, ages 18—64 years of the HEDIS 2024 Quality

(FUH-A) - 7 day Compass

Follow-up After Hospitalization for Mental 41.6% 41.6% | Below the 50th percentile

Iliness, ages 18—64 years of the HEDIS 2024 Quality

(FUH-A) - 30 day Compass

Follow-up After Hospitalization for Mental 40.5% 43.8% | Below the 50th percentile

lliness, ages 6—-17 years of the HEDIS 2024 Quality

(FUH-C) - 7 day Compass

Follow-up After Hospitalization for Mental 59.5% 55.6% | Below the 50th percentile

Iliness, ages 6—17 years of the HEDIS 2024 Quality

(FUH-C) - 30 day Compass

Antidepressant Medication Management 53.3% 64.9% | Below the 50th percentile

(AMM) - Acute of the HEDIS 2024 Quality
Compass

Antidepressant Medication Management 35.0% 43.0% | Below the 50th percentile

(AMM) - Continuation of the HEDIS 2024 Quality
Compass

Adherence to Antipsychotic Medications 33.0% 62.1% | Below the 50th percentile

for Individuals with Schizophrenia (SAA) of the HEDIS 2024 Quality
Compass

Diabetes Screening for People with 78.6% 85.0% | Below the 50th percentile

of the HEDIS 2024 Quality
Compass
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Measure

ICWC CY 2024

Weighted
Average

Comparison:

ICWC CY 2024

Performance
Target

Comparison:
Benchmark Performance

Brief Counseling (ASC)

Plan All-Cause Readmissions Rate 8.7% 3.8% | N/A (HEDIS 2024 Quality
(PCR) — Observed Rate (lower is better) Compass observed rate
benchmarks not available)
Child and Adolescent Major Depressive 66.2% 100.0% | Above the 50th percentile
Disorder (MDD): Suicide Risk Assessment of the MIPS 2024 (eCQM)
(SRA-BH-C)
Adult Major Depressive Disorder (MDD): 25.7% 100.0% | N/A (MIPS 2024 [eCQM]
Suicide Risk Assessment (SRA-A) observed rate benchmarks
not available)
Screening for Depression and Follow-up 47.0% 80.0% | Below the 50th percentile
Plan (CDF-BH) of the MIPS 2024 (eCQM)
Depression Remission at Twelve Months 20.7% 12.2% | Above the 50th percentile
(DEP-REM-12) of the MIPS 2024 (eCQM)
Body Mass Index Screening and Follow-up 60.8% 62.5% | Below the 50th percentile
Plan (BMI) of the MIPS 2024 (eCQM)
Weight Assessment for 61.8% 80.0% | N/A (MIPS 2024 [eCQM]
Children/Adolescents: Body Mass Index observed rate benchmarks
Assessment for Children/Adolescents not available)
(WCC-BH)
Tobacco Use: Screening and Cessation 74.2% 90.0% | Below the 50th percentile
Intervention (TSC) of the MIPS 2024 (CQM)
Unhealthy Alcohol Use: Screening and 72.5% 70.0% | N/A (MIPS 2024 [eCQM]

observed rate benchmarks
not available)

ICWC: Integrated Community Wellness Center; CY: calendar year; HEDIS: Healthcare Effectiveness Data and
Information Set; ADHD: attention deficit/hyperactivity disorder; MIPS: Merit-Based Incentive Pay System;
eCQM: electronic clinical quality measure; CQM: clinical quality measure; N/A: not applicable, no performance

target was set for measurement year 2024.

Quality measures where the ICWC clinics did not meet targets were: ADD Continuation, FUH-A, FUH-C, AMM
Acute and Continuation, SAA, SSD, CDF, BMI, and TSC.

Pennsylvania External Quality Review Annual Technical Report — FFY 2024

Page 85 of 161



VIII. Calculation of Additional Performance Measures

Objectives

Federal regulations in Title 42 CFR § 438.358(c)(3) allow for the EQ to calculate performance measures in
addition to those specified by the state for inclusion in MCPs’ QAPI programs. Calculation of these additional
performance measures is an optional EQR-related activity.

Consistent with CMS recommendations, PA OMHSAS directed IPRO to report rates of primary contactors and
their BH-MCOs for the subset of BH measures within the MY 2024 CMS Child and Adult Core Set.

Technical Methods of Data Collection and Analysis

In 2025, in accordance with CMS guidance outlining the calculation of statewide CMS Core Set measures for
CHIP and Medicaid, IPRO collected member-level claims and enrollment data from MCOs across the PA
HealthChoices programs. Attribution was made to each BH-MCO and primary contractor based on member
enrollment on the measure’s index episode date or anchor date. The MCO- and primary contractor-specific
results reported here therefore reflect point-in-time attributions of members to MCPs who in some cases
would otherwise not be included in a given measure if that measure had been calculated by the MCP.
Furthermore, since these measures rely on a mix of BH and PH data, some of the differences in rates between
the BH MCPs reflect in part differences among partnering PH-MCOs, not only in performance but also in the
completeness of data submitted to IPRO.

These data were submitted using submission file layouts and instructions developed in advance. Files were
submitted to IPRO via a secure file transfer protocol (SFTP) process by July 1, 2025.

Description of Data Obtained

Claims data covered dates of service for CYs 2023 and 2024 and enrollment data spanning five years from CY
2019 through CY 2024 and processed as of May 31, 2025. Fee-for-service (FFS) data were exempted from
statewide reporting for MY 2024.

Conclusions and Comparative Findings

Table 44-Table 61 display the MY 2024 CMS Medicaid BH Adult and Child Core Set statewide, BH-MCO, and
respective primary contractor results of the all-ages cohorts. Statewide results presented in these tables may
differ from the CMS Quality Measure Reporting (QMR) reports for those Medicaid measures that required
only PH and/or pharmacy benefit. For such measures, under the CMS Core Set reporting guidelines, members
without BH coverage may still be included in statewide measurement but will not be attributable to a primary
contractor or its BH-MCO for reporting purposes.

Table 44: ADD - Initiation

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 4,579 9,406 48.7% 47.7% 49.7% 48.3% 0.4
Carelon 144 283 50.9% 44.9% 56.9% 50.6% 0.2
Beaver 14 22 63.6% N/A N/A 48.4% 15.2
Fayette 18 33 54.5% N/A N/A 64.2% -9.6
NWBHP 28 60 46.7% N/A N/A 47.5% -0.8
SWBHM 84 168 50.0% 42.1% 57.9% 49.5% 0.5
CBH 674 1,248 54.0% 51.2% 56.8% 51.4% 2.6
Philadelphia 674 1,248 54.0% 51.2% 56.8% 51.4% 2.6
CCBH 2,196 4,470 49.1% 47.7% 50.6% 47.6% 1.5
Allegheny 359 754 47.6% 44.0% 51.2% 52.0% -4.4
Bedford-Somerset 43 90 47.8% N/A N/A 46.3% 1.5
Berks 160 297 53.9% 48.0% 59.7% 51.1% 2.8
BHARP 504 980 51.4% 48.2% 54.6% 44.8% 6.6
Blair 63 113 55.8% 46.2% 65.4% 47.7% 8.1
Chester 94 226 41.6% 34.9% 48.2% 41.1% 0.5
CMP 139 220 63.2% 56.6% 69.8% 52.4% 10.8
Delaware 128 319 40.1% 34.6% 45.7% 36.6% 3.5
Erie 155 309 50.2% 44.4% 55.9% 41.7% 8.5
Lycoming-Clinton 85 174 48.9% 41.1% 56.6% 46.1% 2.8
NBHCC 294 480 61.3% 56.8% 65.7% 62.8% -1.5
York-Adams 172 508 33.9% 29.6% 38.1% 43.5% -9.6
MBH 539 1,175 45.9% 43.0% 48.8% 44.7% 1.2
Bucks 102 261 39.1% 33.0% 45.2% 40.2% -1.1
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Cambria 63 113 55.8% 46.2% 65.4% 56.6% -0.9
Lehigh 136 262 51.9% 45.7% 58.1% 44.8% 7.1
Montgomery 155 373 41.6% 36.4% 46.7% 37.2% 4.4
Northampton 83 166 50.0% 42.1% 57.9% 56.3% -6.3
PerformCare 447 1,070 41.8% 38.8% 44.8% 48.3% -6.5
CABHC 381 937 40.7% 37.5% 43.9% 48.5% -7.8
Franklin-Fulton 66 133 49.6% 40.8% 58.5% 47.3% 2.3

MY: measurement year; ADD: Follow-up Care for Children Prescribed ADHD Medication; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral
Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 45: ADD — Maintenance

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023

Entity (\)] ((»)] % Cl Lower Cl Upper % PPD

Statewide 3,658 6,753 54.2% 53.0% 55.4% 51.2% 2.9
Carelon 90 168 53.6% 45.7% 61.4% 56.4% -2.8
Beaver 6 12 50.0% N/A N/A 57.4% -7.4
Fayette 14 24 58.3% N/A N/A 70.4% -12.0
NWBHP 20 35 57.1% N/A N/A 50.6% 6.5
SWBHM 50 97 51.5% N/A N/A 55.3% -3.7
CBH 541 913 59.3% 56.0% 62.5% 53.3% 5.9
Philadelphia 541 913 59.3% 56.0% 62.5% 53.3% 5.9
CCBH 1,759 3,248 54.2% 52.4% 55.9% 51.0% 3.1
Allegheny 282 530 53.2% 48.9% 57.5% 55.9% -2.7
Bedford-Somerset 34 62 54.8% N/A N/A 52.9% 1.9
Berks 128 216 59.3% 52.5% 66.0% 55.0% 4.3
BHARP 408 730 55.9% 52.2% 59.6% 48.0% 7.9
Blair 54 85 63.5% N/A N/A 53.0% 10.5
Chester 72 162 44.4% 36.5% 52.4% 43.0% 1.4
CMP 110 175 62.9% 55.4% 70.3% 56.7% 6.2
Delaware 97 234 41.5% 34.9% 48.0% 39.4% 2.1
Erie 133 229 58.1% 51.5% 64.7% 44.7% 134
Lycoming-Clinton 65 125 52.0% 42.8% 61.2% 47.9% 4.1
NBHCC 239 370 64.6% 59.6% 69.6% 66.4% -1.8
York-Adams 137 330 41.5% 36.0% 47.0% 45.8% -4.3
MBH 420 851 49.4% 45.9% 52.8% 46.7% 2.6
Bucks 81 185 43.8% 36.4% 51.2% 43.8% 0.0
Cambria 51 79 64.6% N/A N/A 54.4% 10.2
Lehigh 100 183 54.6% 47.2% 62.1% 47.5% 7.2
Montgomery 125 289 43.3% 37.4% 49.1% 39.1% 4.2
Northampton 63 115 54.8% 45.3% 64.3% 59.1% -4.3
PerformCare 362 716 50.6% 46.8% 54.3% 49.8% 0.7
CABHC 310 620 50.0% 46.0% 54.0% 50.3% -0.3
Franklin-Fulton 52 96 54.2% N/A N/A 46.7% 7.5

MY: measurement year; ADD: Follow-up Care for Children Prescribed ADHD Medication; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral

Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.
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Table 46: AMM — Acute

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023

Entity (N) (D) % Cl Lower Cl Upper % PPD
Statewide 32,091 53,234 60.3% 59.9% 60.7% 53.5% 6.8
Carelon 1,560 2,539 61.4% 59.5% 63.4% 53.1% 8.3
Beaver 144 209 68.9% 62.4% 75.4% 57.3% 11.6
Fayette 175 317 55.2% 49.6% 60.8% 47.0% 8.2
NWBHP 348 571 60.9% 56.9% 65.0% 55.5% 5.5
SWBHM 893 1,442 61.9% 59.4% 64.5% 53.0% 8.9
CBH 5,220 9,773 53.4% 52.4% 54.4% 49.5% 4.0
Philadelphia 5,220 9,773 53.4% 52.4% 54.4% 49.5% 4.0
CCBH 15,669 25,485 61.5% 60.9% 62.1% 54.6% 6.9
Allegheny 2,796 4,469 62.6% 61.1% 64.0% 47.4% 15.2
Bedford-Somerset 330 516 64.0% 59.7% 68.2% 51.5% 12.4
Berks 962 1,609 59.8% 57.4% 62.2% 52.3% 7.5
BHARP 3,809 6,134 62.1% 60.9% 63.3% 58.4% 3.7
Blair 501 838 59.8% 56.4% 63.2% 42.3% 17.5
Chester 596 939 63.5% 60.3% 66.6% 56.2% 7.2
CMP 903 1,334 67.7% 65.1% 70.2% 65.9% 1.8
Delaware 865 1,447 59.8% 57.2% 62.3% 57.7% 2.1
Erie 1,151 1,907 60.4% 58.1% 62.6% 55.3% 5.0
Lycoming-Clinton 723 1,151 62.8% 60.0% 65.7% 57.8% 5.0
NBHCC 2,010 3,493 57.5% 55.9% 59.2% 56.1% 1.5
York-Adams 1,023 1,648 62.1% 59.7% 64.4% 48.6% 13.5
MBH 4,001 6,318 63.3% 62.1% 64.5% 56.7% 6.6
Bucks 867 1,380 62.8% 60.2% 65.4% 60.5% 2.3
Cambria 449 729 61.6% 58.0% 65.2% 46.4% 15.2
Lehigh 1,034 1,643 62.9% 60.6% 65.3% 55.3% 7.7
Montgomery 1,067 1,686 63.3% 61.0% 65.6% 58.0% 53
Northampton 584 880 66.4% 63.2% 69.5% 59.3% 7.1
PerformCare 2,718 4,479 60.7% 59.2% 62.1% 51.5% 9.2
CABHC 2,364 3,906 60.5% 59.0% 62.1% 49.6% 10.9
Franklin-Fulton 354 573 61.8% 57.7% 65.8% 62.3% -0.5

MY: measurement year; AMM: Antidepressant Medication Management; Cl: confidence interval; N:
numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral Health
Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance
of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC:
Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 47: AMM - Continuation and Maintenance

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 20,101 53,234 37.8% 37.3% 38.2% 32.1% 5.7
Carelon 992 2,539 39.1% 37.2% 41.0% 31.9% 7.1
Beaver 92 209 44.0% 37.0% 51.0% 33.7% 10.3
Fayette 102 317 32.2% 26.9% 37.5% 30.5% 1.7
NWBHP 217 571 38.0% 33.9% 42.1% 31.0% 7.0
SWBHM 581 1,442 40.3% 37.7% 42.9% 32.3% 7.9
CBH 3,064 9,773 31.4% 30.4% 32.3% 28.5% 2.9
Philadelphia 3,064 9,773 31.4% 30.4% 32.3% 28.5% 2.9
CCBH 9,860 25,485 38.7% 38.1% 39.3% 32.7% 6.0
Allegheny 1,720 4,469 38.5% 37.0% 39.9% 26.9% 11.6
Bedford-Somerset 198 516 38.4% 34.1% 42.7% 34.3% 4.0
Berks 644 1,609 40.0% 37.6% 42.4% 31.7% 8.3
BHARP 2,409 6,134 39.3% 38.0% 40.5% 36.0% 3.2
Blair 319 838 38.1% 34.7% 41.4% 21.7% 16.3
Chester 396 939 42.2% 39.0% 45.4% 33.9% 8.3
CmMP 588 1,334 44.1% 41.4% 46.8% 42.2% 1.9
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Delaware 552 1,447 38.1% 35.6% 40.7% 34.6% 3.6
Erie 711 1,907 37.3% 35.1% 39.5% 32.9% 4.4
Lycoming-Clinton 437 1,151 38.0% 35.1% 40.8% 32.8% 5.2
NBHCC 1,246 3,493 35.7% 34.1% 37.3% 33.9% 1.8
York-Adams 640 1,648 38.8% 36.5% 41.2% 27.6% 11.2
MBH 2,606 6,318 41.2% 40.0% 42.5% 35.0% 6.3
Bucks 570 1,380 41.3% 38.7% 43.9% 41.5% -0.2
Cambria 267 729 36.6% 33.1% 40.2% 26.3% 10.3
Lehigh 665 1,643 40.5% 38.1% 42.9% 30.9% 9.6
Montgomery 701 1,686 41.6% 39.2% 44.0% 37.9% 3.7
Northampton 403 880 45.8% 42.4% 49.1% 35.2% 10.6
PerformCare 1,687 4,479 37.7% 36.2% 39.1% 31.3% 6.4
CABHC 1,464 3,906 37.5% 35.9% 39.0% 29.7% 7.8
Franklin-Fulton 223 573 38.9% 34.8% 43.0% 40.5% -1.5

MY: measurement year; AMM: Antidepressant Medication Management; Cl: confidence interval; N:
numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral Health
Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance
of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC:
Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 48: APM
MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023

Entity (\)] (»)] % Cl Lower Cl Upper % PPD

Statewide 7,513 13,235 56.8% 55.9% 57.6% 43.5% 13.3
Carelon 362 560 64.6% 60.6% 68.7% 46.6% 18.0
Beaver 31 49 63.3% N/A N/A 66.7% -3.4
Fayette 36 54 66.7% N/A N/A 27.3% 394
NWBHP 74 125 59.2% 50.2% 68.2% 51.7% 7.5
SWBHM 221 332 66.6% 61.3% 71.8% 45.5% 21.1
CBH 345 958 36.0% 32.9% 39.1% 32.3% 3.8
Philadelphia 345 958 36.0% 32.9% 39.1% 32.3% 3.8
CCBH 4,199 6,749 62.2% 61.1% 63.4% 49.3% 12.9
Allegheny 459 754 60.9% 57.3% 64.4% 58.3% 2.5
Bedford-Somerset 72 92 78.3% N/A N/A 53.0% 25.3
Berks 335 503 66.6% 62.4% 70.8% 40.9% 25.7
BHARP 1,369 2,036 67.2% 65.2% 69.3% 49.3% 17.9
Blair 108 159 67.9% 60.4% 75.5% 63.9% 4.0
Chester 111 404 27.5% 23.0% 32.0% 20.0% 7.5
CmMP 222 343 64.7% 59.5% 69.9% 54.6% 10.1
Delaware 111 417 26.6% 22.3% 31.0% 20.8% 5.8
Erie 280 436 64.2% 59.6% 68.8% 49.8% 14.4
Lycoming-Clinton 175 234 74.8% 69.0% 80.6% 75.1% -0.3
NBHCC 572 823 69.5% 66.3% 72.7% 62.4% 7.1
York-Adams 385 548 70.3% 66.3% 74.2% 49.7% 20.6
MBH 710 1,991 35.7% 33.5% 37.8% 25.0% 10.7
Bucks 107 524 20.4% 16.9% 24.0% 15.2% 5.2
Cambria 107 153 69.9% 62.3% 77.5% 45.4% 24.5
Lehigh 206 367 56.1% 50.9% 61.3% 36.9% 19.2
Montgomery 120 641 18.7% 15.6% 21.8% 15.0% 3.7
Northampton 170 306 55.6% 49.8% 61.3% 35.9% 19.6
PerformCare 975 1,481 65.8% 63.4% 68.3% 49.0% 16.8
CABHC 807 1,241 65.0% 62.3% 67.7% 49.7% 15.4
Franklin-Fulton 168 240 70.0% 64.0% 76.0% 45.7% 24.3

MY: measurement year; APM: Metabolic Monitoring for Children and Adolescents on Antipsychotics; Cl:
confidence interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest
Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
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Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral
Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 49: APP
MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD
Statewide 1,924 3,141 61.3% 59.5% 63.0% 57.4% 3.9
Carelon 102 164 62.2% 54.5% 69.9% 61.3% 0.9
Beaver 7 12 58.3% N/A N/A 54.2% 4.2
Fayette 8 13 61.5% N/A N/A 75.0% -13.5
NWBHP 26 44 59.1% N/A N/A 52.7% 6.4
SWBHM 61 95 64.2% N/A N/A 63.0% 1.2
CBH 204 315 64.8% 59.3% 70.2% 67.2% -2.4
Philadelphia 204 315 64.8% 59.3% 70.2% 67.2% -2.4
CCBH 1,200 1,834 65.4% 63.2% 67.6% 61.8% 3.6
Allegheny 131 189 69.3% 62.5% 76.2% 66.0% 33
Bedford-Somerset 14 25 56.0% N/A N/A 57.6% -1.6
Berks 101 131 77.1% 69.5% 84.7% 75.5% 1.6
BHARP 393 585 67.2% 63.3% 71.1% 65.9% 1.3
Blair 32 58 55.2% N/A N/A 66.7% -11.5
Chester 55 114 48.2% 38.6% 57.9% 48.3% -0.1
CMP 53 81 65.4% N/A N/A 56.3% 9.1
Delaware 61 136 44.9% 36.1% 53.6% 41.9% 2.9
Erie 75 105 71.4% 62.3% 80.5% 69.6% 1.9
Lycoming-Clinton 37 55 67.3% N/A N/A 65.0% 2.3
NBHCC 167 233 71.7% 65.7% 77.7% 60.3% 114
York-Adams 81 122 66.4% 57.6% 75.2% 54.1% 12.3
MBH 243 479 50.7% 46.1% 55.3% 41.5% 9.2
Bucks 61 134 45.5% 36.7% 54.3% 41.8% 3.8
Cambria 29 38 76.3% N/A N/A 47.2% 29.1
Lehigh 44 82 53.7% N/A N/A 46.9% 6.8
Montgomery 75 165 45.5% 37.6% 53.4% 33.9% 11.6
Northampton 34 60 56.7% N/A N/A 45.5% 11.1
PerformCare 175 347 50.4% 45.0% 55.8% 48.4% 2.0
CABHC 153 297 51.5% 45.7% 57.4% 49.6% 1.9
Franklin-Fulton 22 50 44.0% N/A N/A 40.4% 3.6

MY: measurement year; APP: Use of First-Line Psychosocial Care for Children and Adolescents on
Antipsychotics; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point difference;
NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management,
Inc.; BHARP: Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast
Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 50: CDF — Ages 12-17

MY 2024 Rate

MY 2024 MY 2024 Comparison

MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023

(\)] (D) % Cl Lower Cl Upper % PPD

Statewide 31,854 265,710 12.0% 11.9% 12.1% 11.6% 0.4
Carelon 3,600 9,210 39.1% 38.1% 40.1% 40.2% -1.1
Beaver 341 915 37.3% 34.1% 40.5% 38.9% -1.7
Fayette 273 947 28.8% 25.9% 31.8% 31.5% -2.7
NWBHP 836 1,944 43.0% 40.8% 45.2% 40.0% 3.0
SWBHM 2,150 5,404 39.8% 38.5% 41.1% 42.1% -2.3
CBH 363 54,684 0.7% 0.6% 0.7% 0.1% 0.5
Philadelphia 363 54,684 0.7% 0.6% 0.7% 0.1% 0.5
CCBH 15,540, 120,028 12.9% 12.8% 13.1% 13.0% -0.0
Allegheny 6,597 17,834 37.0% 36.3% 37.7% 40.8% -3.8
Bedford-Somerset 1,241 2,349 52.8% 50.8% 54.9% 54.6% -1.7
Berks 547 9,184 6.0% 5.5% 6.4% 2.2% 3.8

Pennsylvania External Quality Review Annual Technical Report — FFY 2024 Page 90 of 161



MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(\)] (»)] % Cl Lower Cl Upper % PPD
BHARP 2,374 24,350 9.7% 9.4% 10.1% 7.0% 2.8
Blair 861 2,886 29.8% 28.1% 31.5% 32.2% -2.4
Chester 19 6,922 0.3% 0.1% 0.4% 0.1% 0.2
CMP 57 6,848 0.8% 0.6% 1.1% 0.1% 0.8
Delaware 43 11,711 0.4% 0.3% 0.5% 0.1% 0.3
Erie 2,513 7,791 32.3% 31.2% 33.3% 26.7% 5.6
Lycoming-Clinton 587 3,595 16.3% 15.1% 17.6% 8.5% 7.8
NBHCC 388 17,525 2.2% 2.0% 2.4% 0.4% 1.8
York-Adams 313 9,033 3.5% 3.1% 3.8% 1.6% 1.8
MBH 1,675 38,375 4.4% 4.2% 4.6% 4.9% -0.5
Bucks 21 9,547 0.2% 0.1% 0.3% 0.2% 0.1
Cambria 1,583 2,903 54.5% 52.7% 56.4% 53.5% 1.0
Lehigh 25 8,018 0.3% 0.2% 0.4% 1.3% -1.0
Montgomery 39 12,825 0.3% 0.2% 0.4% 0.2% 0.1
Northampton 7 5,082 0.1% 0.0% 0.2% 1.3% -1.1
PerformCare 1,986 22,597 8.8% 8.4% 9.2% 3.7% 5.1
CABHC 1,292 19,226 6.7% 6.4% 7.1% 3.2% 35
Franklin-Fulton 694 3,371 20.6% 19.2% 22.0% 8.0% 12.6

MY: measurement year; CDF: Screening for Depression and Follow-Up Plan; Cl: confidence interval; N:
numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral Health
Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance
of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC:
Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 51: CDF — Ages 18+

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 116,457| 1002881 11.6% 11.5% 11.7% 9.0% 2.6
Carelon 17,573 54,859 32.0% 31.6% 32.4% 27.5% 4.5
Beaver 1,480 4,872 30.4% 29.1% 31.7% 28.9% 1.5
Fayette 1,340 6,780 19.8% 18.8% 20.7% 18.8% 1.0
NWBHP 4,182 11,098 37.7% 36.8% 38.6% 26.8% 10.9
SWBHM 10,571 32,109 32.9% 32.4% 33.4% 29.3% 3.6
CBH 5,238 238,824 2.2% 2.1% 2.3% 1.0% 1.2
Philadelphia 5,238 238,824 2.2% 2.1% 2.3% 1.0% 1.2
CCBH 62,777 440,490 14.3% 14.1% 14.4% 10.2% 4.0
Allegheny 20,788 70,966 29.3% 29.0% 29.6% 24.2% 5.1
Bedford-Somerset 2,964 8,910 33.3% 32.3% 34.2% 29.3% 3.9
Berks 4,461 30,510 14.6% 14.2% 15.0% 1.3% 13.3
BHARP 14,379 90,374 15.9% 15.7% 16.1% 11.0% 4.9
Blair 1,573 10,782 14.6% 13.9% 15.3% 15.5% -0.9
Chester 270 18,739 1.4% 1.3% 1.6% 0.4% 1.1
CMP 1,054 25,930 4.1% 3.8% 4.3% 2.4% 1.7
Delaware 521 42,453 1.2% 1.1% 1.3% 0.3% 1.0
Erie 7,436 27,144 27.4% 26.9% 27.9% 20.2% 7.2
Lycoming-Clinton 3,416 14,533 23.5% 22.8% 24.2% 16.1% 7.4
NBHCC 4,179 68,531 6.1% 5.9% 6.3% 2.1% 4.0
York-Adams 1,736 31,618 5.5% 5.2% 5.7% 5.4% 0.1
MBH 4,521 127,455 3.5% 3.4% 3.6% 3.3% 0.2
Bucks 486 30,293 1.6% 1.5% 1.7% 1.4% 0.2
Cambria 3,689 11,738 31.4% 30.6% 32.3% 30.0% 1.4
Lehigh 27 29,353 0.1% 0.1% 0.1% 0.1% -0.0
Montgomery 301 39,327 0.8% 0.7% 0.9% 0.5% 0.2
Northampton 18 16,744 0.1% 0.1% 0.2% 0.1% -0.0
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD
PerformCare 5,927 85,896 6.9% 6.7% 7.1% 6.9% 0.0
CABHC 5,406 75,072 7.2% 7.0% 7.4% 7.4% -0.2
Franklin-Fulton 521 10,824 4.8% 4.4% 5.2% 2.0% 2.8

MY: measurement year; CDF: Screening for Depression and Follow-Up Plan; Cl: confidence interval; N:
numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral Health
Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance
of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC:
Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 52: FUA — 7 Days

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 13,043 20,627 63.2% 62.6% 63.9% 57.0% 6.3
Carelon 638 1,043 61.2% 58.2% 64.2% 61.8% -0.6
Beaver 57 97 58.8% N/A N/A 59.9% -1.1
Fayette 82 141 58.2% 49.7% 66.7% 62.2% -4.0
NWBHP 74 150 49.3% 41.0% 57.7% 55.5% -6.1
SWBHM 425 655 64.9% 61.2% 68.6% 63.7% 1.2
CBH 4,620 6,775 68.2% 67.1% 69.3% 60.0% 8.2
Philadelphia 4,620 6,775 68.2% 67.1% 69.3% 60.0% 8.2
CCBH 4,961 8,259 60.1% 59.0% 61.1% 53.7% 6.4
Allegheny 1,627 2,544 64.0% 62.1% 65.8% 57.1% 6.9
Bedford-Somerset 51 93 54.8% N/A N/A 58.9% -4.1
Berks 292 470 62.1% 57.6% 66.6% 51.9% 10.2
BHARP 578 1,008 57.3% 54.2% 60.4% 52.4% 4.9
Blair 152 251 60.6% 54.3% 66.8% 57.0% 3.6
Chester 221 364 60.7% 55.6% 65.9% 55.7% 5.0
CMP 170 294 57.8% 52.0% 63.6% 52.4% 5.4
Delaware 566 964 58.7% 55.6% 61.9% 50.2% 8.5
Erie 349 640 54.5% 50.6% 58.5% 44.6% 9.9
Lycoming-Clinton 122 224 54.5% 47.7% 61.2% 54.5% -0.0
NBHCC 522 908 57.5% 54.2% 60.8% 53.0% 4.4
York-Adams 311 499 62.3% 58.0% 66.7% 56.9% 5.4
MBH 1,895 2,885 65.7% 63.9% 67.4% 61.2% 4.5
Bucks 481 709 67.8% 64.3% 71.4% 65.4% 2.5
Cambria 65 117 55.6% 46.1% 65.0% 57.4% -1.8
Lehigh 532 770 69.1% 65.8% 72.4% 65.8% 3.3
Montgomery 599 930 64.4% 61.3% 67.5% 55.6% 8.8
Northampton 218 359 60.7% 55.5% 65.9% 58.6% 2.1
PerformCare 929 1,665 55.8% 53.4% 58.2% 50.3% 5.5
CABHC 849 1,514 56.1% 53.5% 58.6% 50.7% 5.4
Franklin-Fulton 80 151 53.0% 44.7% 61.3% 47.0% 6.0

MY: measurement year; FUA: Follow-up After Emergency Department Visit for Substance Use; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral

Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.
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Table 53: FUA — 30 Days

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023

Entity (N) (D) % Cl Lower Cl Upper % PPD
Statewide 14,388 20,627 69.8% 69.1% 70.4% 62.9% 6.8
Carelon 739 1,043 70.9% 68.0% 73.7% 68.7% 2.2
Beaver 69 97 71.1% N/A N/A 64.7% 6.5
Fayette 95 141 67.4% 59.3% 75.5% 66.7% 0.7
NWBHP 91 150 60.7% 52.5% 68.8% 61.5% -0.8
SWBHM 484 655 73.9% 70.5% 77.3% 71.8% 2.1
CBH 5,015 6,775 74.0% 73.0% 75.1% 65.2% 8.8
Philadelphia 5,015 6,775 74.0% 73.0% 75.1% 65.2% 8.8
CCBH 5,525 8,259 66.9% 65.9% 67.9% 59.5% 7.4
Allegheny 1,790 2,544 70.4% 68.6% 72.2% 61.7% 8.7
Bedford-Somerset 60 93 64.5% N/A N/A 64.4% 0.1
Berks 325 470 69.1% 64.9% 73.4% 59.0% 10.1
BHARP 665 1,008 66.0% 63.0% 68.9% 59.8% 6.2
Blair 179 251 71.3% 65.5% 77.1% 64.3% 7.1
Chester 239 364 65.7% 60.6% 70.7% 61.4% 4.3
CMP 193 294 65.6% 60.0% 71.2% 59.2% 6.4
Delaware 616 964 63.9% 60.8% 67.0% 54.3% 9.6
Erie 405 640 63.3% 59.5% 67.1% 51.7% 11.6
Lycoming-Clinton 135 224 60.3% 53.6% 66.9% 60.9% -0.6
NBHCC 577 908 63.5% 60.4% 66.7% 59.9% 3.7
York-Adams 341 499 68.3% 64.2% 72.5% 62.3% 6.0
MBH 2,058 2,885 71.3% 69.7% 73.0% 67.4% 4.0
Bucks 530 709 74.8% 71.5% 78.0% 71.2% 3.6
Cambria 71 117 60.7% 51.4% 70.0% 64.3% -3.7
Lehigh 573 770 74.4% 71.3% 77.6% 72.7% 1.7
Montgomery 640 930 68.8% 65.8% 71.8% 61.0% 7.8
Northampton 244 359 68.0% 63.0% 72.9% 65.5% 2.5
PerformCare 1,051 1,665 63.1% 60.8% 65.5% 58.2% 4.9
CABHC 959 1,514 63.3% 60.9% 65.8% 58.5% 4.9
Franklin-Fulton 92 151 60.9% 52.8% 69.0% 56.0% 5.0

MY: measurement year; FUA: Follow-up After Emergency Department Visit for Substance Use; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral
Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 54: FUM — 7 Days

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD
Statewide 4,646 11,128 41.8% 40.8% 42.7% 40.4% 1.4
Carelon 194 584 33.2% 29.3% 37.1% 31.0% 2.3
Beaver 17 43 39.5% N/A N/A 18.6% 21.0
Fayette 12 45 26.7% N/A N/A 27.8% -1.1
NWBHP 43 132 32.6% 24.2% 40.9% 40.3% -7.7
SWBHM 122 364 33.5% 28.5% 38.5% 30.2% 3.4
CBH 653 1,672 39.1% 36.7% 41.4% 35.9% 3.1
Philadelphia 653 1,672 39.1% 36.7% 41.4% 35.9% 3.1
CCBH 2,539 5,841 43.5% 42.2% 44.7% 44.5% -1.0
Allegheny 370 888 41.7% 38.4% 45.0% 41.8% -0.1
Bedford-Somerset 59 93 63.4% N/A N/A 62.3% 1.2
Berks 175 438 40.0% 35.3% 44.7% 33.3% 6.6
BHARP 456 1,084 42.1% 39.1% 45.1% 46.4% -4.3
Blair 97 200 48.5% 41.3% 55.7% 52.6% -4.1
Chester 66 209 31.6% 25.0% 38.1% 34.5% -2.9
CmMP 148 364 40.7% 35.5% 45.8% 45.7% -5.0
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(\)] (»)] % Cl Lower Cl Upper % PPD

Delaware 110 417 26.4% 22.0% 30.7% 26.4% 0.0
Erie 270 638 42.3% 38.4% 46.2% 37.7% 4.6
Lycoming-Clinton 84 240 35.0% 28.8% 41.2% 39.9% -4.9
NBHCC 472 888 53.2% 49.8% 56.5% 52.4% 0.8
York-Adams 232 382 60.7% 55.7% 65.8% 73.2% -12.5
MBH 674 1,815 37.1% 34.9% 39.4% 35.2% 1.9
Bucks 200 362 55.2% 50.0% 60.5% 50.3% 4.9
Cambria 88 180 48.9% 41.3% 56.5% 47.5% 14
Lehigh 161 561 28.7% 24.9% 32.5% 29.4% -0.7
Montgomery 103 366 28.1% 23.4% 32.9% 29.7% -1.6
Northampton 122 346 35.3% 30.1% 40.4% 26.1% 9.2
PerformCare 586 1,214 48.3% 45.4% 51.1% 54.6% -6.3
CABHC 496 1,071 46.3% 43.3% 49.3% 51.9% -5.6
Franklin-Fulton 90 143 62.9% 54.7% 71.2% 75.2% -12.2

MY: measurement year; FUM: Follow-up After Emergency Department Visit for Mental lliness; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral
Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 55: FUM - 30 Days

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023

Entity (\)] (»)] % Cl Lower Cl Upper % PPD

Statewide 6,359 11,128 57.1% 56.2% 58.1% 56.8% 0.4
Carelon 314 584 53.8% 49.6% 57.9% 59.0% -5.3
Beaver 20 43 46.5% N/A N/A 49.7% -3.2
Fayette 21 45 46.7% N/A N/A 53.8% -7.2
NWBHP 79 132 59.8% 51.1% 68.6% 65.1% -5.2
SWBHM 194 364 53.3% 48.0% 58.6% 59.4% -6.1
CBH 848 1,672 50.7% 48.3% 53.1% 45.5% 5.2
Philadelphia 848 1,672 50.7% 48.3% 53.1% 45.5% 5.2
CCBH 3,466 5,841 59.3% 58.1% 60.6% 59.1% 0.2
Allegheny 483 888 54.4% 51.1% 57.7% 56.2% -1.8
Bedford-Somerset 70 93 75.3% N/A N/A 70.9% 4.4
Berks 264 438 60.3% 55.6% 65.0% 48.5% 11.8
BHARP 656 1,084 60.5% 57.6% 63.5% 65.9% -5.4
Blair 132 200 66.0% 59.2% 72.8% 64.7% 1.3
Chester 96 209 45.9% 38.9% 52.9% 48.5% -2.6
CmMP 220 364 60.4% 55.3% 65.6% 59.6% 0.8
Delaware 158 417 37.9% 33.1% 42.7% 39.4% -1.5
Erie 399 638 62.5% 58.7% 66.4% 54.3% 8.3
Lycoming-Clinton 132 240 55.0% 48.5% 61.5% 55.2% -0.2
NBHCC 581 888 65.4% 62.2% 68.6% 65.8% -0.4
York-Adams 275 382 72.0% 67.4% 76.6% 79.8% -7.9
MBH 970 1,815 53.4% 51.1% 55.8% 51.6% 1.9
Bucks 242 362 66.9% 61.9% 71.8% 61.6% 5.3
Cambria 120 180 66.7% 59.5% 73.8% 63.7% 3.0
Lehigh 274 561 48.8% 44.6% 53.1% 50.7% -1.8
Montgomery 152 366 41.5% 36.3% 46.7% 40.9% 0.7
Northampton 182 346 52.6% 47.2% 58.0% 46.5% 6.1
PerformCare 760 1,214 62.6% 59.8% 65.4% 65.8% -3.2
CABHC 651 1,071 60.8% 57.8% 63.8% 63.9% -3.1
Franklin-Fulton 109 143 76.2% 68.9% 83.6% 80.3% -4.0

MY: measurement year; FUM: Follow-up After Emergency Department Visit for Mental lliness; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral
Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health

Pennsylvania External Quality Review Annual Technical Report — FFY 2024

Page 94 of 161



Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 56: HPCMI

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD
Statewide 3,684 5,978 61.6% 60.4% 62.9% 74.1% -12.4
Carelon 72 121 59.5% 50.3% 68.7% 68.2% -8.7
Beaver 5 11 45.5% N/A N/A 73.1% -27.7
Fayette 15 21 71.4% N/A N/A 83.0% -11.6
NWBHP 12 21 57.1% N/A N/A 56.0% 1.1
SWBHM 40 68 58.8% N/A N/A 66.9% -8.1
CBH 1,224 1,948 62.8% 60.7% 65.0% 77.9% -15.0
Philadelphia 1,224 1,948 62.8% 60.7% 65.0% 77.9% -15.0
CCBH 1,297 2,284 56.8% 54.7% 58.8% 72.4% -15.6
Allegheny 267 537 49.7% 45.4% 54.0% 56.5% -6.8
Bedford-Somerset 11 30 36.7% N/A N/A 69.4% -32.7
Berks 128 195 65.6% 58.7% 72.6% 69.3% -3.7
BHARP 213 409 52.1% 47.1% 57.0% 75.1% -23.0
Blair 26 53 49.1% N/A N/A 61.3% -12.3
Chester 75 99 75.8% N/A N/A 88.6% -12.9
CMP 61 105 58.1% 48.2% 68.0% 80.3% -22.2
Delaware 218 266 82.0% 77.1% 86.8% 87.5% -5.6
Erie 55 141 39.0% 30.6% 47.4% 59.7% -20.7
Lycoming-Clinton 25 64 39.1% N/A N/A 58.2% -19.1
NBHCC 118 254 46.5% 40.1% 52.8% 87.5% -41.0
York-Adams 100 131 76.3% 68.7% 84.0% 73.6% 2.7
MBH 516 721 71.6% 68.2% 74.9% 76.9% -5.3
Bucks 88 118 74.6% 66.3% 82.9% 76.3% -1.7
Cambria 19 46 41.3% N/A N/A 71.7% -30.4
Lehigh 134 192 69.8% 63.0% 76.5% 73.4% -3.6
Montgomery 195 258 75.6% 70.1% 81.0% 81.8% -6.2
Northampton 80 107 74.8% 66.1% 83.5% 79.6% -4.9
PerformCare 346 482 71.8% 67.7% 75.9% 79.4% -7.6
CABHC 321 444 72.3% 68.0% 76.6% 79.9% -7.6
Franklin-Fulton 25 38 65.8% N/A N/A 74.2% -8.4

MY: measurement year; HPCMI: Diabetes Care for People with Serious Mental lliness: Hemoglobin Alc Poor
Control > 9%,; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage point difference;
NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management,
Inc.; BHARP: Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast
Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 57: IET — Initiation

MY 2024 Rate

MY 2024 MY 2024 Comparison

MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023

(N) (D) % Cl Lower Cl Upper % PPD

Statewide 45,324 75,163 60.3% 60.0% 60.7% 51.5% 8.8
Carelon 2,200 3,524 62.4% 60.8% 64.0% 49.9% 12.5
Beaver 255 413 61.7% 56.9% 66.6% 53.2% 8.5
Fayette 335 477 70.2% 66.0% 74.4% 48.9% 21.4
NWBHP 422 641 65.8% 62.1% 69.6% 48.4% 17.4
SWBHM 1,188 1,993 59.6% 57.4% 61.8% 50.1% 9.5
CBH 10,999 19,244 57.2% 56.5% 57.9% 52.3% 4.8
Philadelphia 10,999 19,244 57.2% 56.5% 57.9% 52.3% 4.8
CCBH 23,171 36,910 62.8% 62.3% 63.3% 51.5% 11.3
Allegheny 5,427 8,823 61.5% 60.5% 62.5% 50.8% 10.7
Bedford-Somerset 410 648 63.3% 59.5% 67.1% 52.5% 10.8
Berks 1,358 2,192 62.0% 59.9% 64.0% 55.8% 6.2
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD
BHARP 3,686 5,956 61.9% 60.6% 63.1% 51.6% 10.3
Blair 853 1,191 71.6% 69.0% 74.2% 55.8% 15.8
Chester 980 1,502 65.2% 62.8% 67.7% 54.0% 11.3
CmMP 1,088 1,754 62.0% 59.7% 64.3% 43.7% 18.3
Delaware 2,357 3,681 64.0% 62.5% 65.6% 55.2% 8.9
Erie 1,306 2,246 58.1% 56.1% 60.2% 50.4% 7.7
Lycoming-Clinton 654 983 66.5% 63.5% 69.5% 45.3% 21.2
NBHCC 3,589 5,372 66.8% 65.5% 68.1% 51.7% 15.1
York-Adams 1,463 2,562 57.1% 55.2% 59.0% 49.5% 7.6
MBH 5,514 9,256 59.6% 58.6% 60.6% 51.0% 8.6
Bucks 1,546 2,442 63.3% 61.4% 65.2% 52.9% 104
Cambria 508 829 61.3% 57.9% 64.7% 55.1% 6.2
Lehigh 1,096 1,962 55.9% 53.6% 58.1% 44.9% 10.9
Montgomery 1,676 2,777 60.4% 58.5% 62.2% 54.4% 5.9
Northampton 688 1,246 55.2% 52.4% 58.0% 46.2% 9.0
PerformCare 3,440 6,229 55.2% 54.0% 56.5% 51.0% 4.2
CABHC 3,138 5,610 55.9% 54.6% 57.2% 51.2% 4.7
Franklin-Fulton 302 619 48.8% 44.8% 52.8% 49.4% -0.6

MY: measurement year; IET: Initiation and Engagement of Substance Use Disorder Treatment; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral
Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 58: IET — Engagement

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 32,523 75,163 43.3% 42.9% 43.6% 24.5% 18.8
Carelon 1,697 3,524 48.2% 46.5% 49.8% 28.6% 19.6
Beaver 214 413 51.8% 46.9% 56.8% 30.9% 20.9
Fayette 279 477 58.5% 54.0% 63.0% 28.0% 30.5
NWBHP 292 641 45.6% 41.6% 49.5% 28.3% 17.3
SWBHM 912 1,993 45.8% 43.5% 48.0% 28.4% 17.3
CBH 6,839 19,244 35.5% 34.9% 36.2% 19.9% 15.6
Philadelphia 6,839 19,244 35.5% 34.9% 36.2% 19.9% 15.6
CCBH 17,546 36,910 47.5% 47.0% 48.0% 26.0% 21.6
Allegheny 4,190 8,823 47.5% 46.4% 48.5% 23.7% 23.8
Bedford-Somerset 321 648 49.5% 45.6% 53.5% 29.1% 20.4
Berks 1,004 2,192 45.8% 43.7% 47.9% 29.7% 16.1
BHARP 2,646 5,956 44.4% 43.2% 45.7% 24.7% 19.7
Blair 648 1,191 54.4% 51.5% 57.3% 31.4% 23.0
Chester 787 1,502 52.4% 49.8% 55.0% 28.9% 23.5
CMP 748 1,754 42.6% 40.3% 45.0% 19.1% 23.6
Delaware 1,807 3,681 49.1% 47.5% 50.7% 30.0% 19.0
Erie 978 2,246 43.5% 41.5% 45.6% 21.8% 21.7
Lycoming-Clinton 448 983 45.6% 42.4% 48.7% 22.6% 23.0
NBHCC 2,852 5,372 53.1% 51.7% 54.4% 29.5% 23.6
York-Adams 1,117 2,562 43.6% 41.7% 45.5% 25.0% 18.6
MBH 3,971 9,256 42.9% 41.9% 43.9% 24.2% 18.7
Bucks 1,169 2,442 47.9% 45.9% 49.9% 24.5% 23.4
Cambria 386 829 46.6% 43.1% 50.0% 28.7% 17.9
Lehigh 761 1,962 38.8% 36.6% 41.0% 22.8% 16.0
Montgomery 1,174 2,777 42.3% 40.4% 44.1% 24.8% 17.5
Northampton 481 1,246 38.6% 35.9% 41.3% 21.9% 16.7
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD
PerformCare 2,470 6,229 39.7% 38.4% 40.9% 25.9% 13.7
CABHC 2,259 5,610 40.3% 39.0% 41.6% 26.2% 14.1
Franklin-Fulton 211 619 34.1% 30.3% 37.9% 23.9% 10.2

MY: measurement year; IET: Initiation and Engagement of Substance Use Disorder Treatment; Cl: confidence
interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral
Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health
Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium;
CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 59: OUD
MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 44,597 61,706 72.3% 71.9% 72.6% 69.4% 2.9
Carelon 2,422 3,562 68.0% 66.4% 69.5% 68.1% -0.1
Beaver 246 321 76.6% 71.9% 81.4% 80.4% -3.8
Fayette 368 580 63.4% 59.4% 67.5% 64.4% -1.0
NWBHP 385 541 71.2% 67.3% 75.1% 72.1% -0.9
SWBHM 1,423 2,120 67.1% 65.1% 69.1% 66.3% 0.9
CBH 11,639 16,151 72.1% 71.4% 72.8% 57.7% 14.4
Philadelphia 11,639 16,151 72.1% 71.4% 72.8% 57.7% 14.4
CCBH 21,968 30,263 72.6% 72.1% 73.1% 73.7% -1.1
Allegheny 4,966 6,549 75.8% 74.8% 76.9% 77.1% -1.2
Bedford-Somerset 560 693 80.8% 77.8% 83.8% 83.8% -3.0
Berks 879 1,317 66.7% 64.2% 69.3% 63.0% 3.7
BHARP 4,263 6,016 70.9% 69.7% 72.0% 73.4% -2.5
Blair 1,111 1,399 79.4% 77.3% 81.6% 80.8% -1.4
Chester 601 1,004 59.9% 56.8% 62.9% 59.1% 0.7
CMP 730 1,116 65.4% 62.6% 68.2% 70.0% -4.6
Delaware 1,989 2,661 74.7% 73.1% 76.4% 72.7% 2.0
Erie 1,141 1,554 73.4% 71.2% 75.7% 75.6% -2.2
Lycoming-Clinton 941 1,187 79.3% 76.9% 81.6% 79.4% -0.2
NBHCC 3,625 4,932 73.5% 72.3% 74.7% 74.4% -0.9
York-Adams 1,162 1,835 63.3% 61.1% 65.6% 66.8% -3.5
MBH 5,419 7,380 73.4% 72.4% 74.4% 73.3% 0.2
Bucks 1,753 2,400 73.0% 71.2% 74.8% 73.3% -0.3
Cambria 1,006 1,142 88.1% 86.2% 90.0% 87.9% 0.2
Lehigh 727 1,048 69.4% 66.5% 72.2% 67.3% 2.1
Montgomery 1,473 2,088 70.5% 68.6% 72.5% 70.3% 0.3
Northampton 460 702 65.5% 61.9% 69.1% 68.0% -2.4
PerformCare 3,149 4,350 72.4% 71.1% 73.7% 72.1% 0.3
CABHC 2,738 3,794 72.2% 70.7% 73.6% 71.7% 0.5
Franklin-Fulton 411 556 73.9% 70.2% 77.7% 74.5% -0.6

MY: measurement year; OUD: Use of Pharmacotherapy for Opioid Use Disorder; Cl: confidence interval; N:
numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest Behavioral Health
Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP: Behavioral Health Alliance
of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC:
Capital Area Behavioral Health Collaborative; N/A: not applicable.
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Table 60: SAA

MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023

Entity (N) (D) % Cl Lower Cl Upper % PPD
Statewide 12,342 17,611 70.1% 69.4% 70.8% 66.3% 3.8
Carelon 308 477 64.6% 60.2% 69.0% 63.5% 1.0
Beaver 32 47 68.1% N/A N/A 65.5% 2.6
Fayette 35 54 64.8% N/A N/A 71.0% -6.2
NWBHP 56 79 70.9% N/A N/A 57.1% 13.7
SWBHM 185 297 62.3% 56.6% 68.0% 63.7% -1.4
CBH 3,517 5,305 66.3% 65.0% 67.6% 62.4% 3.9
Philadelphia 3,517 5,305 66.3% 65.0% 67.6% 62.4% 3.9
CCBH 4,973 7,041 70.6% 69.6% 71.7% 66.8% 3.8
Allegheny 1,040 1,492 69.7% 67.3% 72.1% 67.7% 2.0
Bedford-Somerset 61 78 78.2% N/A N/A 67.4% 10.8
Berks 394 560 70.4% 66.5% 74.2% 66.5% 3.9
BHARP 921 1,287 71.6% 69.1% 74.1% 67.4% 4.2
Blair 117 179 65.4% 58.1% 72.6% 61.6% 3.8
Chester 224 303 73.9% 68.8% 79.0% 69.1% 4.9
CmMP 268 356 75.3% 70.7% 79.9% 72.7% 2.6
Delaware 605 836 72.4% 69.3% 75.5% 66.6% 5.8
Erie 296 452 65.5% 61.0% 70.0% 60.1% 5.4
Lycoming-Clinton 142 194 73.2% 66.7% 79.7% 67.0% 6.2
NBHCC 589 834 70.6% 67.5% 73.8% 66.6% 4.0
York-Adams 316 470 67.2% 62.9% 71.6% 65.5% 1.7
MBH 1,581 2,146 73.7% 71.8% 75.6% 69.2% 4.5
Bucks 319 411 77.6% 73.5% 81.8% 69.7% 8.0
Cambria 141 201 70.1% 63.6% 76.7% 65.7% 4.5
Lehigh 392 556 70.5% 66.6% 74.4% 66.1% 4.4
Montgomery 500 663 75.4% 72.1% 78.8% 72.4% 3.0
Northampton 229 315 72.7% 67.6% 77.8% 69.1% 3.6
PerformCare 1,006 1,426 70.5% 68.1% 72.9% 66.1% 4.4
CABHC 912 1,300 70.2% 67.6% 72.7% 65.6% 4.6
Franklin-Fulton 94 126 74.6% 66.6% 82.6% 71.7% 2.9

MY: measurement year; SAA: Adherence to Antipsychotic Medications for Individuals with Schizophrenia; Cl:
confidence interval; N: numerator; D: denominator; PPD: percentage point difference; NWBHP: Northwest
Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral Health Management, Inc.; BHARP:
Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe Pike; NBHCC: Northeast Behavioral
Health Consortium; CABHC: Capital Area Behavioral Health Collaborative; N/A: not applicable.

Table 61: SSD
MY 2024 Rate
MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023 to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Statewide 25,231 33,587 75.1% 74.7% 75.6% 62.4% 12.7
Carelon 1,302 1,611 80.8% 78.9% 82.8% 55.9% 25.0
Beaver 134 175 76.6% 70.0% 83.1% 54.0% 225
Fayette 146 177 82.5% 76.6% 88.4% 35.4% 47.1
NWBHP 195 251 77.7% 72.3% 83.0% 62.2% 15.5
SWBHM 827 1,008 82.0% 79.6% 84.5% 58.7% 23.4
CBH 4,745 6,886 68.9% 67.8% 70.0% 59.0% 9.9
Philadelphia 4,745 6,886 68.9% 67.8% 70.0% 59.0% 9.9
CCBH 11,579 14,968 77.4% 76.7% 78.0% 66.8% 10.5
Allegheny 1,939 2,531 76.6% 74.9% 78.3% 71.2% 5.5
Bedford-Somerset 192 242 79.3% 74.0% 84.6% 69.3% 10.0
Berks 859 1,037 82.8% 80.5% 85.2% 63.9% 18.9
BHARP 2,679 3,232 82.9% 81.6% 84.2% 63.6% 19.3
Blair 399 500 79.8% 76.2% 83.4% 72.2% 7.6
Chester 332 542 61.3% 57.1% 65.4% 49.5% 11.7
CmMP 671 863 77.8% 74.9% 80.6% 72.0% 5.8
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MY 2024 Rate

MY 2024 MY 2024 Comparison
MY 2024 MY 2024 MY 2024 95% 95% MY 2023  to MY 2023
(N) (D) % Cl Lower Cl Upper % PPD

Delaware 781 1,395 56.0% 53.3% 58.6% 47.0% 9.0
Erie 722 987 73.2% 70.3% 76.0% 66.8% 6.4
Lycoming-Clinton 387 465 83.2% 79.7% 86.7% 79.7% 35
NBHCC 1,745 2,111 82.7% 81.0% 84.3% 78.5% 4.2
York-Adams 873 1,063 82.1% 79.8% 84.5% 65.9% 16.2
MBH 3,145 4,494 70.0% 68.6% 71.3% 54.9% 15.0
Bucks 572 936 61.1% 57.9% 64.3% 49.0% 12.1
Cambria 417 527 79.1% 75.6% 82.7% 54.2% 24.9
Lehigh 894 1,122 79.7% 77.3% 82.1% 65.1% 14.5
Montgomery 675 1,179 57.3% 54.4% 60.1% 43.6% 13.7
Northampton 587 730 80.4% 77.5% 83.4% 63.8% 16.6
PerformCare 2,259 2,787 81.1% 79.6% 82.5% 70.7% 10.4
CABHC 2,024 2,486 81.4% 79.9% 83.0% 72.3% 9.1
Franklin-Fulton 235 301 78.1% 73.2% 82.9% 57.9% 20.1

MY: measurement year; SSD: Diabetes Screening for People With Schizophrenia or Bipolar Disorder Who Are

Using Antipsychotic Medications; Cl: confidence interval; N: numerator; D: denominator; PPD: percentage
point difference; NWBHP: Northwest Behavioral Health Partnership, Inc.; SWBHM: Southwest Behavioral

Health Management, Inc.; BHARP: Behavioral Health Alliance of Rural Pennsylvania; CMP: Carbon Monroe
Pike; NBHCC: Northeast Behavioral Health Consortium; CABHC: Capital Area Behavioral Health Collaborative;

N/A: not applicable.
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IX. Assessment of MCO Responses to Opportunities for Improvement

Objectives

Title 42 CFR § 438.364 External quality review results(a)(6) require each ATR include “an assessment of the
degree to which each MCO, PIHP, PAHP, or PCCM entity has effectively addressed the recommendations for Q|
made by the EQRO during the previous year’s EQR.” This section assesses the degree to which each BH-MCO
has addressed the opportunities for improvement made by IPRO in the 2024-2025 reporting cycle EQR ATRs.
Additionally, this section concludes with each MCOs RCA and action plan for underperforming P4P measures.

Technical Methods of Data Collection and Analysis

The BH-MCOs are required by OMHSAS to submit descriptions of current and proposed interventions using
Opportunities for Improvement forms developed by IPRO to ensure that responses are reported consistently
across the PA Medicaid BH-MCOs. The response process is divided into two areas: compliance with MMC
regulations and P4P performance measurement. BH-MCOs submit forms for each area. The forms provide a
standardized format for BH-MCOs to describe root causes of underperformance and propose a detailed plan
to address those factors, complete with a timeline of implementation, monitoring, and reporting activities.

Box 6 details the information captured by the Opportunities for Improvement forms.

Box 6: Opportunities for Improvement Form Elements

The Opportunities for Improvement form follows a longitudinal format and captures information
regarding:

e follow-up actions that the MCO has taken through June 30, 2025, to address each recommendation;
e future actions that are planned to address each recommendation;

e when and how future actions will be accomplished;

e the expected outcome or goals of the actions that were taken or will be taken; and

e the MCQ’s process(es) for monitoring the action to determine the effectiveness of the actions taken.

MCO: managed care organization.

Once responses are received, IPRO reviews the responses to assess the extent to which they address the
deficiencies and any recommendations noted in the previous EQR ATR. Figure 11 depicts the analysis criteria
used to assess the degree to which the MCOs’ response has effectively addressed the recommendations
during the previous year’s EQR.

=

e MCO'’s quality improvement (Ql) response resulted in demonstrated

Addressed .
improvement

N

-

e Either of the following 1) improvement was observed, but identified as an
Partially Addressed opportunity for current year; or 2) improvement not observed, but not
identified as an opportunity for current year

o
-
Remam§ . * MCO’s Ql response did not address the recommendation; improvement was
Opportunity for .
not observed or performance declined.
Improvement
\a

Figure 11: Assessment of MCO Response to the Previous ATR Recommendations MCO: managed care
organization; ATR: annual technical report.

In 2023, OMHSAS made a few important changes to the P4P remediation process. First, it added REA to P4P,
requiring BH-MCOs and primary contractors to submit QIPs for rates above (worse than) the statewide goal of
11.75%. BH-MCOs assigned a QIP are also required to complete an RCA that informs their QIP. Furthermore,
QIPs must address any racial or ethnic disparities in performance measure rates. Finally, OMHSAS extended
the timeframe of P4P RCAs and QIPs to every 2 years. This is designed to give interventions more time to work
while reducing the administrative burden.
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The request for MCO response to the opportunities for improvement related to MY 2023 compliance was
distributed in September 2025, and responses were received in November 2025. Findings related to MY 2023
underperformance in the HEDIS FUH All Ages and REA measures were distributed, along with the MY 2023
results, in January 2025. BH-MCOs submitted their responses by March 15, 2025, and the primary contractors
submitted their responses by March 29, 2025. Consistent with the new 2-year evaluation cycle for P4P
remediation, IPRO’s review of MCO responses was included in last year’s 2024 ATR and is re-presented here,
along with updates for MY 2024. The next request for MCO responses to PM opportunities, based on MY 2024
results, will be due at the end of June 2026. These responses will be reviewed in 2026 and reported in next
year’s (2026’s) ATR.
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Assessment of MCO Responses

Assessment Responses to Compliance Opportunities
Table 62 summarizes previous findings, MCO responses, and assessment of MCO responses to each of the major standards concerned with compliance.

Table 62: Assessment of MCO Responses to Compliance Opportunities

Standard Area

Assessment

Carelon

MY 2023 Finding

MCO Response

of Response

Availability of Services Address deficiencies noted by OMHSAS for 2023 PEPS Standard 28 / Substandard 1 - In May 2025, the primary contractors were notified by | Partially
related to Substandards 28.1 and 28.2 (appropriate | OMHSAS that Carelon successfully completed the CAP. PEPS Standard 28 / Substandard 2 - | Addressed
and consistent application of medical necessity The Carelon Quality and Clinical Department will update the QM/UM 2025 Workplan with
criteria that are well documented). each “next step” identified in the ACMR findings. The updated work plan will be presented

to the QM/UM Committees for review and approval.

Coordination and See Availability of Services See MCO response to Availability of Services Partially

Continuity of Care Addressed

Coverage and See Availability of Services See MCO response to Availability of Services Partially

Authorization of Services Addressed

Health Information Previous deficiency with Substandard 141.1 was Carelon responded to this item on the 2022 EQR Technical Report Opportunities for Addressed

Systems addressed. Improvement submitted 12/30/22 and resubmitted this response for the 2023 EQR.

The medical necessity decision made by the BH-MCO Physician/Psychologist Advisor is
supported by documentation in the denial record and reflects appropriate application of
medical necessity criteria.
Practice Guidelines See Availability of Services See MCO response to Availability of Services Partially
Addressed

CBH

Availability of Services Previous deficiency with Substandard 141.1 was Care managers were provided with an updated Clinical Reference Guide (See attached) in Addressed
addressed. January 2025 to address common definitions and MCO templates (See Definitions — MCO

Templates and Appendix B — MCO Templates and Definitions by Team). A Standard
Operating Procedure (SOP) is in development to address the specific details included in
prior authorization requests. As template changes are implemented, future SOPs will be
developed to reflect those changes.

An audit of completeness and appropriateness of decision-making for utilization review
decisions and medical necessity continues to be monitored through the monthly Quality
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Standard Area

MY 2023 Finding

MCO Response
Management Audit Tool (QMAT) process. [QMAT operational protocol and QMAT reporting
submitted].

Assessment
of Response

Coordination and See Availability of Services See MCO response to Availability of Services Addressed
Continuity of Care
Coverage and See Availability of Services See MCO response to Availability of Services Addressed
Authorization of Services
Practice Guidelines See Availability of Services See MCO response to Availability of Services Addressed
Grievance and Appeal CBH and Philadelphia were partially compliant with | Review of Member Rights with Complaint and Grievance Staff: The team continued to Addressed
Systems two triennial substandards centered on MCO focus on ensuring each member who files a complaint and/or grievance is aware of their
complaint and grievance policies and procedures rights as CBH members.
and denial letters. Prior recommendations for the
triennial substandard deficiencies remain until next | Group Supervision occurred on 4/13/2023, 1/11/2024, and 1/18/2024
review.
Creation of Member Rights Report:
Effective 1/1/2024, a monthly report is compiled by the Manager of Complaints and
Grievances to ensure member rights are reviewed. Prior to upcoming grievance or second
level complaint hearings, the member rights reports are reviewed. Additionally, the data is
reviewed weekly to monitor missed opportunities before being compiled into the monthly
report.
CCBH
Availability of Services Address deficiencies noted by OMHSAS for 2021 [In addition to previous ATR response, CCBH submitted the following update addressing the | Addressed

related to Substandard 28.1 (appropriate and

consistent application of medical necessity criteria).

related PEPS Substandard 23.4] CAP: CCBH must ensure that the documentation provided
includes the contract for each call.

1. Global Arena will add contract to Executive Summary Calls Report as reported
within the transfer of call from Community Care to Global Arena.

2. OMHSAS approved the plan as indicated.

3. Revised Global Arena and TTY Job Aid — the job aid was emailed to all Customer
Service Representatives (CSRs) and posted on the Care Management Internal
SharePoint site which is also accessible by CSRs.

4. Global Arena Interpreter will record, via their internal Intake Form, the
county/contract provided by the members in which they reside. The Global Arena
Executive Summary Calls Report will add an additional column that will show
county/contract.
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Standard Area

MY 2023 Finding

MCO Response
5. Evidence was reviewed.
6. Executive Summary Calls Report was submitted with county/contract information
included.
7. Evidence was reviewed and found to be adequate. No further action is needed.

Assessment
of Response

Coordination and
Continuity of Care

See Availability of Services

See MCO response to Availability of Services

Addressed

Coverage and
Authorization of Services

See Availability of Services

In addition to MCO response to Availability of Services, CCBH submitted this update on its
activities to address deficiencies related to PEPS Substandard 72.1:

1. Quality and IT revise the existing denial letter templates, allowing staff to choose the
correct prescriber type from a drop down. Options will include “physician,”
“psychologist,” and “prescriber”; prescriber will be used for all prescribers who are not
physicians or psychologists, such as Masters-level clinicians who can prescribe FBMHS.

2. The Denial & Grievance Team will discuss the selection of the most appropriate
professional prescribing during regular team meetings.

3. OMHSAS approves of the plan

4. Implement use of revised template.

5. Evidence was reviewed and found to be adequate. No further action is needed.

Addressed

Health Information

Address deficiency noted by OMHSAS for 2023
related to Substandard 141.1 (timely claims
processing).

CAP: CCBH must ensure that there is a process in place to meet the threshold of 100% clean

claims in 45 days.

1. Community Care will monitor retroactive rate increases processed by Community Care’s
TPA to ensure claim adjustments are completed within 45 days.

2. Community Care created a new inventory work list that prioritizes partially adjusted
claims. This work list will be worked as a priority daily and will prevent any claims held
with inaccurate data from rolling over to the next Accounts Payables check run.

3. An existing weekly aged claims monitoring report that captures claims 29 days and older
has been revised to include incomplete adjustments.

4. All reported claims are to be finalized no later than Friday of each week so that they will
be pulled into the following week’s check run cycle.

5. A Project Director from Community Care will run a weekly reconciliation report to
supplement the aged-claims report, ensuring any claims captured have been
appropriately finalized by EOB Friday.

Addressed
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Standard Area

MY 2023 Finding

MCO Response

Assessment
of Response

6. Claims processing reports will be run weekly to review the timeliness of claim
adjustments being processed.

7. OMHSAS approved of the plan

8. Evidence was reviewed and found to be adequate. No further action is needed.

Practice Guidelines See Availability of Services. See MCO response to Availability of Services Addressed
Compliance: Address deficiency noted by OMHSAS for 2023 1. Community Care staff processing Complaints and/or Grievances will complete a Provider | Addressed
Subcontractual related to Substandard 99.3 (BH-MCO reports Performance Issue (PPI) for Provider Did Not Cooperate with Complaint or Grievance
Relationships and monitoring results for collaboration and Process in the following situations
Delegation cooperation with member complaints, grievance, a. The provider refused to provide the requested information, citing confidentiality
and appeal procedures, as well as other medical constraints.
and human services programs). b. The provider refused to provide the requested information, citing an administrative
burden.
c. The provider sent information/correspondence after the requested deadline.
d. The provider did not respond at all or return any communications.

2. Quality staff working through the processing of a given Complaint or Grievance will work
in real time with the provider to get as much information/cooperation from the provider
as possible to achieve the best possible resolution. Providers who do not cooperate with
the process will get this feedback in a provider decision letter.

3. On a monthly basis, all incidents will be tracked.

4. All providers are trended. If the Provider trends (3 Cooperation PPIs in a rolling 6
months), a Quality Improvement Plan (QIP) will be requested. This QIP request may be
within a complaint trending letter, if relevant.

Quality Assessment and | Address deficiency noted by OMHSAS for 2023 Short Term plan Addressed
Performance related to Substandard 98.3 (the BH-MCO reports 1. In 2025 Community Care set a goal to define a methodology to establish measurable
Improvement Program monitoring results for: authorizations; complaint, baseline data related to clinical staff and care managers' Coordination of Care (COC)
(QAPI) grievance, and appeal processes; rates of denials; activities.
and rates of grievances upheld or overturned). 2. Until a long-term technical solution can be developed, Community Care will report whole
numbers of activities, as a denominator cannot currently be established.

3. Baseline short-term will be reported in November 2025 QCMCs.

a. Coordination with Schools: Care Managers will be asked to track this information
manually to be reported at QCMC.
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Standard Area

MY 2023 Finding

MCO Response
b. Coordination with Other Service Agencies: Care Management activities are captured
in Psych Consult. Although not inclusive of all Care Management COC activities, we
can accurately pull an estimated 85% of activities.

98.3 Long Term Plan

Development of a long-term technical solution will be developed to include clear definitions
of staff documentation and methodology for rate calculations. From there, a tool/method
for documenting activities related to non-contracted agencies will be devised.
Implementation, data collection, and monitoring reports will be subsequently established.
Coordination metrics will be included in the QM Work Plan and Annual Evaluation.

Assessment
of Response

Systems

Appeal Systems standard due to deficiencies
generally concerned with the complaint and
grievance processes. MBH was partially compliant
with five substandards and non-compliant with five
substandards. IPRO concurs with OMHSAS's
recommendations, some of which continue from
last year and include: ensure completed sign-in
sheets for 1st and 2nd level Complaint and
Grievance reviews for all reviews; ensure decision
letters are clear and concise; follow up with
members to ascertain satisfaction of process;
monitor case files for completeness and report
issues to primary contractors as needed; adhere to

Magellan redrafted the complaint documentation tools used by complaint investigators in
the 2024 calendar year. This was done in partnership with the primary contractor’s Quality
staff. The tools allow for ease of monitoring to assure that all necessary areas of
investigation are completed and provide space for free draft narrative for activities that
may not be applicable to the investigation. The Review Committee monitors complaint
materials for completeness and requests additional information needed at the time of the
panel meeting. At conclusion of the complaint investigation review, the Complaints &
Grievance Manager reviews files to prepare them for County quarterly reporting purposes.

In early 2025, Magellan and primary contractors conducted a review of the forms used to
document Compliant investigation activities. Substantive changes were made to Magellan’s

Grievance and Appeal Address deficiency noted by OMHSAS for 2023 1. Quality and IT revise the existing denial letter templates, allowing staff to choose the Addressed
Systems related to Substandard 72.1 (denial notices are correct prescriber type from a drop down. Options will include “physician,”
issued to members according to required “psychologist,” and “prescriber”; prescriber will be used for all prescribers who are not
timeframes and use the required template physicians or psychologists, such as Masters-level clinicians who can prescribe FBMHS.
language). All previous deficiencies related to this 2. The Denial & Grievance Team will discuss the selection of the most appropriate
category were addressed. professional prescribing during regular team meetings.
3. OMHSAS approves of the plan.
4. Implement use of revised template.
5. Evidence was reviewed and found to be adequate. No further action is needed.
MBH
Grievance and Appeal MBH was partially compliant with Grievance and [MBH provided the following update from last year’s response] Addressed
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Standard Area

MY 2023 Finding
Appendix H timelines; improve documentation in
case notes; and define explicit criteria to trigger
onsite provider reviews or other follow-up actions.

MCO Response
“Compliant Communications” Form to ease oversight agency review of member and
provider outreach attempts.

The Regional Q's meetings are the vehicle to discuss any identified issues. To date, there
have not been any concerns.

In 2025, the Member Complaint Investigation and Decision- Making Training was held on
5/14/2025.

In 2025, Magellan migrated the Customer Contact Form into TruCare, Magellan’s clinical
system. Notes were created to document the review of member rights with the caller and
capture any comments.

Magellan documents any follow-up activities that need to occur and/or outcomes of follow-
up activities conducted in the member record. Previously, activities for making referrals,
sharing treatment options with members, and utilization management after the grievance
proceedings concluded were included in the member records, but not in the grievance files
shared with OMHSAS for regulatory review. Grievance Case Files now include evidence of
authorization updates in accordance with the Grievance outcome.

Assessment
of Response

PerformCare

Health Information
Systems

Previous deficiency for Substandard 141.1
(timeliness of clean claims adjudication) was
addressed.

[PerformCare added the following update from last year’s response:]

In order to correct the deficiency noted in the CAP, PerformCare implemented a run time
payment report that is reviewed in concurrence with Report 8. This has now become our
standard operating procedure and will remain an ongoing remediation action.

PerformCare added an agenda item to the monthly reserve meetings to include any
planned system updates and potential for disruption to claims timeliness at the monthly
reserve meetings. This is a standing item and will be an ongoing remediation action.

PerformCare reviews contractual claims timeliness reports at our Quarterly Compliance
Meetings. This is a standing item and will be an ongoing remediation action.

Addressed

MY: measurement year; MCO: managed care organization; N/A: not applicable.
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Assessment of P4P Opportunities
Table 63 summarizes previous findings, MCO responses, and assessment of MCO responses to each of the major standards concerned with P4P.

Table 63: Assessment of MCO Responses to P4P Opportunities

Assessment

P4P Measure MY 2023 Finding MCO Response of Response
Carelon
HEDIS FUH Carelon’s HEDIS FUH MY 2022 rates were below the HEDIS IPRO concurs with Carelon’s findings of its RCA and proposed remediations in its QIP, Addressed

Quality Compass 75th percentiles. Most the MY 2022 FUH which center on addressing previously identified barriers while working with facilities to

rates (for most of the primary contractors for most age promote documentation of workflows, contacts, and other relevant shared knowledge

groups) decreased from the previous year. Carelon reports in | related to discharge planning and follow-up. Carelon’s excellent monitoring plan, including

its RCAs that, in addition to the factors identified last year, its comprehensive care coordination process measure, if successfully implemented, will

staff turnover, especially at inpatient facilities, have disrupted | continue to yield insights to inform ways to expand on some promising improvements and

workflows and processes, including for discharge planning and | finally increase its overall FUH rates.

follow-up. Carelon’s excellent empirical drilldowns on

available data suggest that the VBP arrangement, as well as This is demonstrated in Carelon’s improvement in its all ages 7- and 30-day follow up rates

specific interventions including use of peer support specialists | from MY 2023 and MY 2024.

at critical points in the workflow, are helping to improve FUH

rates.

For MY 2023, HEDIS FUH 7-day fell while the 30-day climbed.
REA Carelon’s REA rates improved (declined) and even surpassed N/A N/A

the statewide goal by falling under 11.75%. The improvement

was statistically significant at the MCO level, and importantly,

REA rates fell for most of the primary contractors (i.e., the

improvement was systemic).

REA continued to fall (improve) in MY 2023.
CBH
HEDIS FUH CBH’s HEDIS FUH MY 2022 rates were below the HEDIS Quality | CBH’s RCAs for HEDIS FUH reported no racial or ethnic disparities in MY 2022 rates but did | Addressed

Compass 75th percentiles. Nevertheless, MY 2022 was identify other disparities associated with age and gender. CBH also reports provider staff

notable for CBH, which reversed a general decade-long shortages and turnover as relevant barriers. IPRO largely agrees with CBH’s proposed

decline in FUH rates. For HEDIS FUH, the improvements were | remediations in its HEDIS FUH QIPs, which center on expanding discharge planning training

statistically significant for both the 7- and 30-day rates for all and supports through interventions such as Project RED and improving communication

measured age groups. Still, FUH rates remain unacceptably and coordination through provider participation in data exchanges and timely case

management coordination while members are still inpatient. Other member-level barriers
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P4P Measure

MY 2023 Finding
low; the relevant HEDIS FUH rates were below their HEDIS
Quality Compass 25th percentiles.

For MY 2023, HEDIS FUH 7-day climbed while the 30-day fell.

MCO Response
appear to be more entrenched and may require further drilldowns by diagnostic and
demographic stratifications to better identify leverage points for timely initiation and
engagement in treatment. CBH’s remarkable improvement in MY 2022 over previous years
in FUH rates should spur CBH and its primary contractor, Philadelphia, to identify the
changes in the network, care delivery, data management, and other factors that may have
contributed to the increase in follow-up rates.

CBH continued its improvement in both rates between MY 2023 and MY 2024.

Assessment
of Response

REA

CBH’s REA MY 2022 rate was above (worse than) the
statewide goal of 11.75%. CBH’s REA rate worsened
(increased) in MY 2022, and this change was statistically
significant. The Philadelphia REA rate was also statistically
significantly higher than the statewide average.

REA continued to fall (improve) in MY 2023.

Following highlights the remediation activities currently underway (this list is not
exhaustive). However, REA rates continued to climb (worsen) in MY 2024:

To address disengagement, CBH will do the following:
e CBH will implement Acute Inpatient (AIP) Performance Standards which will
recommend to providers that members are included in the discharge planning process.

To address discharges without a follow-up appointment, CBH will do the following:

e Project RED (an intervention found on 12 discrete, mutually reinforcing components
and has been proven to reduce rehospitalization and yields high rates of patient
satisfaction) will be implemented to ensure that a standardized discharge process is
followed.

e CBH will implement AIP Performance Standards which will require the first
appointment with the next provider to be scheduled for a date no more than seven
days after discharge.

To address needed resources and/or supports, CBH will do the following:

e Implement a Case Management intervention which will serve as a “fast track” for
members with serious mental iliness (SMI) who are not already connected to case
management.

e Implement a Peer Specialist intervention which will expand capacity for peer
specialists within the network.

To address outdated contact information, CBH will do the following:

Partially
Addressed
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P4P Measure

MY 2023 Finding

MCO Response
e Re-train care managers on collection of updated contact information during utilization
review calls with AIP providers to have the most up-to-date information at the time of
discharge.

To address staffing concerns, CBH is implementing the following:

e Secret Shopper—CBH staff make a minimum of one attempt per quarter to reach
provider staff at each OP facility to assess timely access.

e Open Network—CBH will maintain an Open Network, allowing providers to apply and
enter the network at any time during the year.

e Staffing Surveys—CBH will continue monitoring staffing by conducting regular staffing
surveys to understand vacancies and capacities.

To address long waitlists and appointment availability, CBH is implementing the following:

e Secret Shopper—CBH staff make a minimum of one attempt per quarter to reach
provider staff at each OP facility to assess timely access.

e Open Network—CBH will maintain an Open Network, allowing providers to apply and
enter the network at any time during the year.

To address notification to OP providers, CBH will implement the following:
e Support providers to join and utilize the Health Share Exchange (HSX) to receive
Admission, Discharge, and Transfer (ADT) alerts from AIP units.

To address AIP unit communication with OP providers,

e AIP units will HSX to share continuity of care documents with OP providers.

e OP providers will utilize HSX to be notified of inpatient admissions for those members
who have consented.

Assessment
of Response

CCBH

HEDIS FUH

CCBH’s HEDIS FUH MY 2022 rates were below the HEDIS
Quality Compass 75th percentiles. In MY 2022, FUH rates
continued their decline for most of CCBH’s primary
contractors for most of the age cohorts measured. CCBH’s
decline was statistically significant for the HEDIS FUH ages
18-64 years and overall (all ages) categories but not for
children ages 6-17 years.

In 2022, CCBH reported that care managers conducted over 4,300 FUH admission
interviews with members, along with almost 3,000 aftercare outreach interviews that
focused on understanding the drivers to psychiatric admission and, for those members not
following up after discharge, why they did not follow up even when appointments were
made. They have combined this analysis with ongoing monitoring and Tableau
dashboarding of their own to identify different barriers and trends by various stratification
of interest. Other efforts include (but are not limited to): aftercare outreach , Care

Addressed
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P4P Measure

MY 2023 Finding

For MY 2023, HEDIS FUH 7-day climbed while the 30-day fell.

MCO Response
Management Optimization Initiatives, coordinating with the DHS’s Centers of Excellence,
contracting with 43 Centers of Excellence providers across 82 locations, implementing the
Collaborative Care model at participating Federally Qualified Healthcare Centers (FQHCs),
Community Based Care Management centered on whole-person healthcare, leveraging
community care workers to partner with Community Based Organizations (CBOs) around
SDoH, CCBH’s Health Equity Program, including its HAIR (Health Access Initiative for
Recovery) Initiative, a campaign that partners with salons on education and outreach to
African-American communities, Co-Occurring Disorder Initiative, Enhanced Discharge
Planning, High-Risk Care Management interventions, Inpatient Mental Health Provider
Quality Improvement, coordinating with PH MCOs on integrated care planning (ICP),
Inpatient Mental Health & Ambulatory Provider Value-Based Payment Arrangement, and
expanding its network of providers to enhance accessibility and cultural and therapeutic
alignment.

HEDIS FUH All ages 7- and 30-day rates continued to climb slightly in MY 2024.

Assessment
of Response

REA CCBH’s REA MY 2022 was above (worse than) the statewide CCBH’s comprehensive root cause analysis of its REA underperformance identified a host Partially
goal of 11.75%. Readmission rates also worsened (increased) of factors driving readmissions. As mentioned, in admissions interviews conducted in Addressed
in MY 2022, but the change was not statistically significant. 2022, the majority of interviewees (55%) cited SDoH, or lack thereof, as an important
Four of CCBH’s primary contractors were statistically factor contributing to their admission. Interviews with inpatient psychiatric facilities and
significantly below (better than) the statewide REA average, CCBH care managers also point to provider staff shortages, burnout, and turnover,
including stand-outs Bedford-Somerset and Blair, both of particularly in the wake of the COVID-19 pandemic, as critical causes of poor discharge
which were well under the statewide benchmark of 11.75%. planning and follow-through. CCBH’s assessment and proposed interventions in its REA

guality improvement plan center on expanding timely access to appropriate treatment
REA climbed (worsened) in MY 2023. that addresses the whole person. This includes training and supporting care management

in motivational interviewing as part of its admissions and aftercare outreach interviews
with members, as preliminary results from CCBH suggest that members engaging in these
interviews have lower readmission rates. Many of the efforts to address FUH
underperformance are being applied to address REA as well.
Rates increased (worsened) in MY 2024.

MBH

HEDIS FUH Overall, MY 2022 saw mixed results for MBH and its primary MBH’s proposed remediations outlined in its QIPs provide a multipronged response. These | Addressed

contractors with respect to FUH rates. MBH’s HEDIS FUH
overall (all ages) 7-day rate increased, led by Cambria County,

include innovative VBP arrangements ranging in scope from inpatient facilities to peer and
recovery support providers, automation of CM workflows with trigger points for SDoH-
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P4P Measure

MY 2023 Finding
and the improvement was statistically significant, while the
HEDIS FUH 30-day rate significantly improved for the ages
18-64 years group. The most striking improvement, however,
was in the ages 6-17 years group, which saw a 12.6
percentage point jump, led by Cambria, Lehigh, and
Montgomery counties. Still, MBH’s HEDIS FUH all ages rates
were below the HEDIS Quality Compass 75th percentiles. MBH
and its primary contractors reported that the Hispanic
population had higher FUH rates than the non-Hispanic
population, while no racial disparities between White
members and non-White members were detected in MY
2022.

For MY 2023, both the HEDIS FUH 7-day and 30-day climbed.

MCO Response
positive screens or other adverse results, expansion of Project RED, internal and external
audits ranging from record reviews to reviews of trauma-informed care, and enhanced
telehealth supports.

HEDIS FUH All ages 7- and 30-day rates continued to climb slightly in MY 2024.

Assessment
of Response

REA MBH’s REA rates improved, led by Bucks and Northampton MBH’s RCA and QIP for its REA addresses many of the factors identified for low FUH rates | Partially
counties, and the decrease in rates was statistically significant. | while also addressing factors specific to readmissions. For example, in results seen Addressed
MBH fell just short (above) the statewide goal of 11.75%. elsewhere, MBH identified a relatively small cohort of members contributing a large share
of the psychiatric readmissions. MBH notes that this group may respond well to peer
For MY 2022, MBH found that African American/Black support and/or enhanced case management services, provided they are successfully
members were less likely to obtain follow-up care, as engaged. MBH’s ongoing and planned interventions overlap with those concerned with
measured by FUH, compared to White members, and this FUH while also addressing readmission-specific issues, such as cultural education and
disparity appeared to be most pronounced in males. MBH training for member-facing staff and eventually providers.
speculates this may be related to cultural factors such as
stigma, as well as a lack of practitioners in the network who Rates increased (worsened) in MY 2024.
are African American/Black, compounded by poor prior
experiences with the health care system in general. MBH did
not find any ethnic health disparities in MY 2022 REA rates.
REA climbed (worsened) in MY 2023.
PerformCare
HEDIS FUH MY 2022 FUH rates continued their long decline for Unfortunately, PerformCare’s RCA and QIP in response to the MY 2022 FUH Partially
PerformCare and its primary contractors for all of the age underperformance was inadequate. While the RCA listed factors, there was little evidence | Addressed

cohorts measured except for Franklin-Fulton’s 30-day FUH for
the ages 6-17 years group. Most of the drops were

of data drilldowns and analysis to inform a logic model of change or even a general
understanding of how the factors operate and interact in the context of PerformCare’s
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Assessment
P4P Measure MY 2023 Finding MCO Response of Response
statistically significant. PerformCare’s HEDIS FUH All Ages network. As a result, the QIP correspondingly lists mostly vague actions with no clear
rates were below the HEDIS Quality Compass 25th percentiles. | delineation of how those actions will address specific barriers (many of the lists repeat
from barrier to barrier) to improving FUH, who will perform what roles, how progress and
For MY 2023, both the HEDIS FUH 7-day and 30-day climbed. ultimately success will be measured, and when downstream impacts are expected to occur
(and why the timeframes are hypothesized).

PerformCare’s RCA and QIP for the HEDIS FUH all ages MY 2022 results reports finding no
racial or ethnic disparities in rates, but this assessment seems based on superficial
comparison of rates between groups as opposed to statistical analysis. In fact, the 2023
(MY 2022) Tableau FUH Rates Report shows that there were in fact racial disparities at the
MCO level. For example, Asian members had significantly higher rates than White
members for the 7-day rates, while White members had significantly higher rates than
Black/African American members for the 30-day rates.

HEDIS FUH All ages 7- and 30-day rates continued to climb slightly in MY 2024.

REA PerformCare’s REA rate improved (declined), although the Unfortunately, PerformCare’s RCA and QIP in response to the MY 2022 REA Not
change was not statistically significant. PerformCare’s REA was | underperformance was inadequate. The RCA listed “findings” with little specifics provided | Addressed
also above (worse than) the statewide goal of 11.75%. The on quantitative results or statistical significance tests. As with HEDIS FUH, the RCA listed
fact that follow-up rates worsened suggest that the factors with little evidence of data drilldowns and analysis to inform a logic model of
improvement in readmission rates was driven by factors other | change or even a general understanding of how the factors operate and interact in the
than those related to follow-up services. context of PerformCare’s network. The REA QIP was even thinner than the QIP response to

the HEDIS FUH; the same list of vague actions is, for the most part, repeated for all the
REA continued to fall (improve) in MY 2023. barriers with minimal nuances of wording. Once again, no understanding is conveyed for

how proposed actions will improve REA rates (and for which target populations), who will
perform what roles, how progress and ultimately success will be measured, and when
downstream impacts are expected to occur (and why the timeframes are hypothesized).

Rates increased (worsened) in MY 2024.
MY: measurement year; MCO: managed care organization; N/A: not applicable; P4P: Pay-for-Performance; HEDIS; Healthcare Effectiveness Data and Information Set; FUH: Follow-up After
Hospitalization for Mental Iliness; REA: Readmission Within 30 Days of Inpatient Psychiatric Discharge.
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X. MY 2024 Strengths, Opportunities for Improvement, and Recommendations
Table 64 summarizes MCO MY 2024 strengths, opportunities for improvement, and recommendations for the areas with identified opportunities for improvement in MY 2023. The table
thereby summarizes progress over previous year, current RY findings, and recommended actions.

Table 64: BH-MCO EQR Recommendations

Measure/Project Finding and Recommendation Quality Timeliness
Carelon
PIP: PEDTAR for SUD This PIP concluded December 2024.
v v v
A new PIP centered on Suicide Prevention starts in 2026.
Performance Measures: HEDIS | Rates improved from MY 2023. IPRO concurs with Carelon’s findings of its RCA and proposed
FUH remediations in its QIP, which center on addressing previously identified barriers while working with
7- and 30-day (all ages) facilities to promote documentation of workflows, contacts, and other relevant shared knowledge
related to discharge planning and follow-up. Carelon’s excellent monitoring plan, including its - 4 4
comprehensive care coordination process measure, if successfully implemented, will continue to yield
insights to inform ways to expand on some promising improvements and finally increase its overall
FUH rates.
Performance Measures: HEDIS | Carelon’s performance for both the 7- and 30-day all-ages measures came in at above the HEDIS
FUI Quality Compass 75th percentiles. - 4 4
7- and 30-day (all ages)
Performance Measures: Carelon’s all-ages 7- and 30-day rates jumped significantly in MY 2024. Carelon should drill into the
PA FUH 7- and 30-day numerator compliant records to determine how certain demographic but also service history - 4 4
(all ages) characteristics changed from the previous year.
Performance Measures: REA The plan’s rate worsened (increased). - 4 v
Compliance: Assurances of Compliant.
Adequate Capacity and 4 4 4
Services
Compliance: Availability of Partially Compliant for MY 2024. Carelon addressed, in 2025, MY 2023 deficiencies in PEPS
Services substandards 28.1 and 28.2 (appropriate and consistent application of medical necessity criteria that 4 4 4
are well documented).
Compliance: Confidentiality Compliant 4 4 4
Compliance: Coordination and | See Availability of Services. v v v
Continuity of Care
Compliance: Coverage and See Availability of Services. v v v
Authorization of Services
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Measure/Project

Finding and Recommendation

Quality

Timeliness

Compliance: Disenrollment Compliant - 4 -
Compliance: Emergency and Compliant v v v
Post-stabilization Services
Compllance_: Enrollee Rights Compliant v v v
and Protections
Compliance: Health Previous deficiency with Substandard 141.1 was addressed. v v v
Information Systems
Compliance: Practice See Availability of Services. v ) )
Guidelines
Compliance: Provider Compliant v v v
Selection
Compliance: Subcontractual Compliant v v v
Relationships and Delegation
Compliance: QAPI Program Compliant v v v
Compliance: Grievance and Compliant v v v
Appeal Systems
Network Adequacy Compliant v v v
CBH
PIP: PEDTAR for SUD This PIP concluded December 2024.
v v v
A new PIP centered on Suicide Prevention starts in 2026.
Performance Measures: HEDIS | Rates improved from MY 2023. IPRO largely agrees with CBH’s proposed remediations in its HEDIS
FUH FUH QIPs, which center on expanding discharge planning training and supports through interventions
7- and 30-day (all ages) such as Project RED and improving communication and coordination through provider participation in
data exchanges and timely case management coordination while members are still inpatient. Other
member-level barriers appear to be more entrenched and may require further drilldowns by - 4 4
diagnostic and demographic stratifications to better identify leverage points for timely initiation and
engagement in treatment. CBH’s continued improvement in MY 2024 in FUH rates should spur CBH
and its primary contractor, Philadelphia, to identify the changes in the network, care delivery, data
management, and other factors that may have contributed to the increase in follow-up rates.
Performance Measures: HEDIS | CBH’s performance for both the 7- and 30-day all-ages measures came in at above the HEDIS Quality
FUI Compass 75th percentiles. - v v

7- and 30-day (all ages)

Pennsylvania External Quality Review Annual Technical Report — FFY 2024

Page 115 of 161



Measure/Project
Performance Measures:

Finding and Recommendation
CBH’s all-ages 7- and 30-day rates increased in MY 2024. Carelon should drill into the numerator

Quality

Timeliness

PA FUH 7- and 30-day compliant records to determine how certain demographic but also service history characteristics - 4 4
(all ages) changed from the previous year.
Performance Measures: REA CBH’s REA rate worsened (increased) in MY 2024 and remains significantly higher than the statewide

average of 13.1%. A new RCA and QIP will be conducted by CBH later in 2026. CBH should drill into

the numerator compliant cases (readmissions) to see whether and to what extent previous RCA and

QIP efforts have missed important cohorts and/or aspects of care driving otherwise avoidable i v v

psychiatric readmissions. This analysis should span multiple years to look for deeper trends and

drivers of those trends. In the meantime, CBH should continue with the REA remediation strategies

currently underway, including Project RED, targeted case management, expanded peer services,

expanded use of HSX, secret shopper, and open network policies.
Compliance: Assurances of Compliant
Adequate Capacity and 4 4 4
Services
Compliance: Availability of Previous deficiency was addressed. v v v
Services
Compliance: Confidentiality Compliant 4 4 4
Compliance: Coordination and | See Availability of Services. v v v
Continuity of Care
Compliance: Coverage and See Availability of Services. v v v
Authorization of Services
Compliance: Disenrollment Compliant - v -
Compliance: Emergency and Compliant v v v
Post-stabilization Services
Compliance: Enrollee Rights Compliant v v v
and Protections
Compliance: Health Compliant v v v
Information Systems
Compliance: Practice See Availability of Services. v ) )
Guidelines
Compliance: Provider Compliant v v v
Selection
Compliance: Subcontractual Compliant v v v
Relationships and Delegation
Compliance: QAPI Program Compliant v v v
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Measure/Project
Compliance: Grievance and
Appeal Systems

Finding and Recommendation
CBH and Philadelphia were partially compliant with two triennial substandards centered on MCO
complaint and grievance policies and procedures and denial letters. CBH was also found non-
compliant with four triennial substandards related to documentation and oversight. Prior

Quality

Timeliness

recommendations for the triennial substandard deficiencies, which were documented in MY 2022, Y Y Y
remain until next review for these substandards. CBH submitted evidence of continued remediation in
its September 2025 RCA and QIP response for this area.
Network Adequacy Compliant v v v
CCBH
PIP: PEDTAR for SUD This PIP concluded December 2024.
v v v
A new PIP centered on Suicide Prevention starts in 2026.
Performance Measures: HEDIS | Rates increased slightly from MY 2023, which is a hopeful sign that the long decline in rates may be
FUH reversing course. CCBH should continue building on last year’s efforts. Recommendations remain - 4 4
7- and 30-day (all ages) unchanged from last year.
Performance Measures: HEDIS | CCBH’s performance for both the 7- and 30-day all-ages measures came in at above the HEDIS Quality
FUI Compass 75th percentiles. - 4 4
7- and 30-day (all ages)
Performance Measures: Rates continued their slow improvement in MY 2024.
PA FUH 7- and 30-day - v v
(all ages)
Performance Measures: REA Rates continued their worsening trend. CCBH should continue to leverage its solid research into root
causes of readmissions and continue to monitor progress of existing interventions, which include
training and supporting care management in motivational interviewing as part of its admissions and - v v
aftercare outreach interviews with members, as preliminary results from CCBH suggest that members
engaging in these interviews have lower readmission rates.
Compliance: Assurances of Compliant
Adequate Capacity and 4 4 4
Services
Compliance: Availability of CCBH is addressing deficiencies noted by OMHSAS for 2024 related to Substandard 28.1 (appropriate
Services and consistent application of medical necessity criteria) and for the related Substandard 23.4. EQRO 4 4 4
recommendations concur with the CAPs and QIPs that have been identified.
Compliance: Confidentiality Compliant 4 4 4
Compliance: Coordination and | Compliant v v v

Continuity of Care
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Measure/Project
Compliance: Coverage and

Finding and Recommendation
Compliant

Quality

Timeliness

v v v
Authorization of Services
Compliance: Emergency and Compliant i v i
Post-stabilization Services
Compllance_: Enrollee Rights Compliant v v v
and Protections
Compliance: Health CCBH has started a CAP to address deficiency noted by OMHSAS for 2023 related to Substandard v v v
Information Systems 141.1 (timely claims processing). EQRO recommendations are being addressed by this CAP.
Compliance: Practice Compliant v ) )
Guidelines
Compliance: Provider Compliant v v v
Selection
Compliance: Subcontractual In its RCA and QIP submitted to the EQRO in September 2025, CCBH has started to address the
Relationships and Delegation | deficiencies noted by OMHSAS for 2023 related to Substandard 99.3 (BH-MCO reports monitoring
results for collaboration and cooperation with member complaints, grievance, and appeal procedures, 4 4 4
as well as other medical and human services programs). The EQRO accepted the measures described
in the QIP for this deficiency.
Compliance: QAPI Program In its RCA and QIP submitted to the EQRO in September 2025, CCBH has started to address the
deficiencies noted by OMHSAS for 2023 related to Substandard 98.3 (the BH-MCO reports monitoring
results for: authorizations; complaint, grievance, and appeal processes; rates of denials; and rates of v v v
grievances upheld or overturned). The EQRO accepted the measures described in the QIP (broken out
by short and long-term plans) for this deficiency.
Compliance: Grievance and CCBH was found partially compliant with Substandard 68.9 and non-compliant with substandards 68.7
Appeal Systems and 71.7. As relates to 68.9, CCBH will need to identify and address the causes of deficiencies in
documenting referrals of complaints cases to the appropriate committees as well as of any v v v
subsequent follow-up or corrective action. Related to 68.7 and 71.7, CCBH will need to identify and
address the causes of deficiencies in documenting that member rights related to the complaint and
grievance processes (respectively) were reviewed with the member.
Network Adequacy Compliant. 4 4 4
MBH
PIP: PEDTAR for SUD This PIP concluded December 2024.
v v v

A new PIP centered on Suicide Prevention starts in 2026.
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Timeliness

Measure/Project
Performance Measures: HEDIS

Finding and Recommendation
MBH’s rate continued its year-over-year improvement trend in MY 2024, suggesting some ongoing

Quality

FUH FUH RCA and QIP efforts are helping. MBH should drill into the numerator positive cases to determine - v v
7- and 30-day (all ages) whether any of the RCA and QIP efforts may have driven some of the recent improvement.
Performance Measures: HEDIS | MBH’s performance for both the 7- and 30-day all-ages measures came in at above the HEDIS Quality
FUI Compass 75th percentiles. - v v
7- and 30-day (all ages)
Performance Measures: MBH turned around a negative trend and improved PA FUH for both the 7- and 30-day rates, driven
PA FUH 7- and 30-day by improved performance in Bucks and Northampton counties. With the exception of Cambria’s 30-
(all ages) day rate, there was improvement across all MBH counties. MBH should drill into the numerator - v v
positive cases to determine whether any of the HEDIS FUH RCA and QIP efforts may also have driven
some of the recent improvement.
Performance Measures: REA MBH’s rate continued its worsening trend in MY 2024, driven largely by increases in readmission rates
in Lehigh and Montgomery counties. MBH should drill into the numerator compliant cases
(readmissions) to see whether and to what extent previous RCA and QIP efforts have missed - 4 4
important cohorts and/or aspects of care driving otherwise avoidable psychiatric readmissions. This
analysis should span multiple years to look for deeper trends and drivers of those trends.
Compliance: Assurances of For MY 2024 Lehigh and Northampton counties were both found non-compliant with Substandard 1.5
Adequate Capacity and (The BH-MCO has notified the Department of any drop in provider network. Monitor provider v v v
Services turnover. Network remains open where needed). MBH will need to work with both Primary
Contracting counties to identify and address the causes of deficiencies in this submeasure.
Compliance: Availability of See Assurances of Adequate Capacity and Services v v v
Services
Compliance: Confidentiality Compliant v v v
Com|_:)lia_nce: Coordination and | Compliant v v v
Continuity of Care
Compliance: Coverage and Compliant v v v
Authorization of Services
Compliance: Disenrollment Compliant - 4 -
Compliance: Emergency and Compliant v v v
Post-stabilization Services
Compliance.: Enrollee Rights Compliant v v v
and Protections
Compliance: Health Compliant v v v

Information Systems
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Measure/Project

Finding and Recommendation

Quality

Timeliness

Compliance: Practice Compliant v ) )
Guidelines
Compliance: Provider Compliant v v v
Selection
Compliance: Subcontractual Compliant v v v
Relationships and Delegation
Compliance: QAPI Program Compliant v v v
Compliance: Grievance and MBH was partially compliant with Grievance and Appeal Systems standards in MY 2022 due to
Appeal Systems deficiencies generally concerned with the complaint and grievance processes. MBH was partially
compliant with six substandards and non-compliant with five substandards. IPRO concurs with
OMHSAS’s recommendations, some of which continue from previous years and include: ensure
completed sign-in sheets for 1st and 2nd level Complaint and Grievance reviews for all reviews; 4 4 4
ensure decision letters are clear and concise; follow up with members to ascertain satisfaction of
process; monitor case files for completeness and report issues to primary contractors as needed;
adhere to Appendix H timelines; improve documentation in case notes; and define explicit criteria to
trigger onsite provider reviews or other follow-up actions.
Network Adequacy Compliant 4 4 4
PerformCare
PIP: PEDTAR for SUD This PIP concluded December 2024.
v v v
A new PIP centered on Suicide Prevention starts in 2026.
Performance Measures: HEDIS | PerformCare continued to make improvements in both the 7- and 30-day rates. This is despite a
FUH recent (2024) RCA and QIP response that was largely inadequate in identifying and addressing barriers
7- and 30-day (all ages) to improvement. A new RCA and QIP response will be due in June 2026. The plan should conduct data - 4 4
drilldowns and analysis to inform a logic model of change or at least a general understanding of how
the factors operate and interact in the context of PerformCare’s network.
Performance Measures: HEDIS | PerformCare’s performance for both the 7- and 30-day all-ages measures came in at above the HEDIS
FUI Quality Compass 75th percentiles. - 4 4
7- and 30-day (all ages)
Performance Measures: PerformCare continued to make improvements in both the 7- and 30-day rates in MY 2024. This is
PA FUH 7- and 30-day despite a recent (2024) RCA and QIP response that was largely inadequate in identifying and
(all ages) addressing barriers to improvement. A new RCA and QIP response will be due in June 2026. The plan - 4 4

should conduct data drilldowns and analysis to inform a logic model of change or at least a general
understanding of how the factors operate and interact in the context of PerformCare’s network.
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Measure/Project Finding and Recommendation Quality Timeliness
Performance Measures: REA After making some improvements in MY 2023, PerformCare’s all-ages REA rate jumped (worsened)
significantly in MY 2024. PerformCare’s 2024 REA QIP was even thinner than the QIP response to the
HEDIS FUH. A next RCA and QIP will be due in June 2026. PerformCare will need to explain how
proposed actions will improve REA rates (and for which target populations), who will perform what
roles, how progress and ultimately success will be measured, and when downstream impacts are v v
expected to occur (and why the timeframes are hypothesized). To do this, PerformCare should,
among other things, drill into the numerator compliant cases (readmissions) to see whether and to
what extent previous RCA and QIP efforts have missed important cohorts and/or aspects of care
driving otherwise avoidable psychiatric readmissions. This analysis should span multiple years to look
for deeper trends and drivers of those trends.

Compliance: Assurances of Compliant

Adequate Capacity and v v v
Services

Com.pllance: Availability of Compliant v v v
Services

Compliance: Confidentiality Compliant v v v
Com|.:)I|a.nce: Coordination and | Compliant v v v
Continuity of Care

Compli?ncg: Coveragfa and Compliant v v v
Authorization of Services

Compliance: Disenrollment Compliant = v -

Compliance: Emergency and Compliant

N ) v v v
Post-stabilization Services
Compliance_: Enrollee Rights Compliant v v v
and Protections
Compliance: Health Previous deficiency for Substandard 141.1 was addressed. v v v
Information Systems
Compliance: Practice Compliant v ) )
Guidelines
Compliance: Provider Compliant v v v
Selection
Compliance: Subcontractual Compliant v v v
Relationships and Delegation
Compliance: QAPI Program In MY 2024, counties under The Tuscarora Managed Care Alliance (TMCA) were found non-compliant v v v

with Substandard 108.5 (The Consumer/Family Satisfaction Team [CFST] has access to providers and
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Measure/Project

Finding and Recommendation
HealthChoices members to conduct surveys, and employs a variety of survey mechanisms to
determine member satisfaction; e.g. provider specific reviews, mailed surveys, focus meetings,
outreach to special populations, etc.). PerformCare will need to work with both TMCA’s counties to
identify and address the causes of deficiencies in this submeasure.

Quality

Timeliness

Compliance: Grievance and
Appeal Systems

Compliant

v

v

v

Network Adequacy

Compliant.

v

v

v

BH-MCO: behavioral health managed care organization; EQR: external quality review: PIP: performance improvement project; PEDTAR: Prevention, Early Detection, Treatment, and Recovery;
SUD: substance use disorder; HEDIS: Healthcare Effectiveness Data and Information Set; FUH: Follow-up After Hospitalization for Mental lliness; REA: Readmission Within 30 Days of Inpatient
Psychiatric Discharge; MY: measurement year; RCA: root cause analysis; QIP: quality improvement plan; PA: Pennsylvania; OMHSAS; Office of Mental Health and Substance Abuse Services;

QAPI: Quality Assurance and Performance Improvement; HSX: HealthShare Exchange.
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Appendix A. Required PEPS Substandards Pertinent to BBA Regulations
Refer to Table Al for required PEPS substandards pertinent to BBA Regulations.

Table Al: Required PEPS Substandards Pertinent to BBA Regulations

BBA Category PEPS Reference PEPS Language

Assurances of Adequate 1.1 Updated Provider Network Report, to include the following: A completed listing of all contracted and credentialed providers; Maps to

Capacity and Services demonstrate 30 minutes (20 miles) urban, and 60 minutes (45 miles) rural access timeframes (the mileage standards is used by DOH)

(Title 42 CFR § 438.207) for each level of care; Group all providers by type of service, e.g., all outpatient providers should be listed on the same page or
consecutive pages.

Assurances of Adequate 1.2 100% of members are given a choice of 2 providers at each level of care within 30/60 urban/rural met.

Capacity and Services

(Title 42 CFR § 438.207)

Assurances of Adequate 1.4 The BH-MCO has identified and addressed any gaps in provider network (e.g., cultural, special priority, needs populations or specific

Capacity and Services services).

(Title 42 CFR § 438.207)

Assurances of Adequate 1.5 The BH-MCO has notified the Department of any drop in provider network. Monitor provider turnover. Network remains open where

Capacity and Services needed.

(Title 42 CFR § 438.207)

Assurances of Adequate 1.6 BH-MCO must require providers to notify BH-MCO when they are at capacity or not accepting any new enrollees.

Capacity and Services

(Title 42 CFR § 438.207)

Availability of Services 1.1 Updated Provider Network Report, to include the following: A completed listing of all contracted and credentialed providers; Maps to

(Title 42 CFR § 438.206, Title demonstrate 30 minutes (20 miles) urban, and 60 minutes (45 miles) rural access timeframes (the mileage standards is used by DOH)

42 CFR § 10(h)) for each level of care; Group all providers by type of service, e.g., all outpatient providers should be listed on the same page or
consecutive pages.

Availability of Services 1.2 100% of members are given a choice of 2 providers at each level of care within 30/60 urban/rural met.

(Title 42 CFR § 438.206, Title

42 CFR § 10(h))

Availability of Services 1.3 Provider exception report submitted and approved when choice of two providers is not given.

(Title 42 CFR § 438.206, Title

42 CFR § 10(h))

Availability of Services 1.4 The BH-MCO has identified and addressed any gaps in provider network (e.g., cultural, special priority, needs populations or specific

(Title 42 CFR § 438.206, Title services).

42 CFR § 10(h))

Availability of Services 1.5 The BH-MCO has notified the Department of any drop in provider network. Monitor provider turnover. Network remains open where

needed.
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BBA Category
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

PEPS Reference

PEPS Language

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

1.6

BH-MCO must require providers to notify BH-MCO when they are at capacity or not accepting any new enrollees.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

1.7

Confirm FQHC providers.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

23.1

BH-MCO has assessed if 5% requirement is applicable (see b in Standard Description).

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

23.2

BH-MCO phone answering procedures provide instruction for non-English members if 5% requirement is met.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

23.3

List of oral interpreters is available for non-English speakers.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

23.4

BH-MCO has provided documentation to confirm if Oral Interpretation services were provided for the calendar year being reviewed.
The documentation includes the actual number of services, by contract, that were provided. (Oral Interpretation is identified as the
action of listening to something in one language and orally translating into another language.)

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

23.5

BH-MCO has provided documentation to confirm if Written Translation services were provided for the calendar year being reviewed.
The documentation includes the actual number of services, by contract, that were provided. (Written Translation is defined as the
replacement of a written text from one language into an equivalent written text in another language.)

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

24.1

BH-MCO provider application includes information about handicapped accessibility.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

24.2

Provider network database contains required information for ADA compliance.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

24.3

BH-MCO phone answering uses TTY or PA telecommunication relay services.

Availability of Services
(Title 42 CFR § 438.206, Title
42 CFR § 10(h))

24.4

BH-MCO is able to access interpreter services.
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BBA Category PEPS Reference PEPS Language

Availability of Services 24.5 BH-MCO has the ability to accommodate people who are hard of hearing.

(Title 42 CFR § 438.206, Title

42 CFR § 10(h))

Availability of Services 24.6 BH-MCO can make alternate formats available upon request.

(Title 42 CFR § 438.206, Title

42 CFR § 10(h))

Availability of Services 28.1 Clinical/chart reviews reflect appropriate consistent application of medical necessity criteria and active care management that identify
(Title 42 CFR § 438.206, Title and address quality of care concerns.

42 CFR § 10(h))

Availability of Services 28.2 The medical necessity decision made by the BH-MCO Physician/Psychologist Advisor is supported by documentation in the denial
(Title 42 CFR § 438.206, Title record and reflects appropriate application of medical necessity criteria.

42 CFR § 10(h))

Availability of Services 93.1 The BH-MCO reports monitoring results for access to services (routine, urgent and emergent), provider network adequacy, and

(Title 42 CFR § 438.206, Title penetration rates.

42 CFR § 10(h))

Availability of Services 93.2 The BH-MCO reports monitoring results for appropriateness of service authorization and inter-rater reliability.

(Title 42 CFR § 438.206, Title

42 CFR § 10(h))

Availability of Services 93.3 The BH-MCO reports monitoring results for: authorizations; complaint, grievance, and appeal processes; rates of denials; and rates of
(Title 42 CFR § 438.206, Title grievances upheld or overturned.

42 CFR § 10(h))

Availability of Services 93.4 The BH-MCO reports monitoring results for treatment outcomes: readmission rates, follow-up after hospitalization rates, and consumer
(Title 42 CFR § 438.206, Title satisfaction.

42 CFR § 10(h))

Confidentiality 120.1 The County/BH-MCO uses the required reference files as evidenced through correct, complete, and accurate encounter data.

(Title 42 CFR § 438.224)

Confidentiality 142.1 The PC/BH-MCO uses the required reference files as evidenced through correct, complete, and accurate reference information

(Title 42 CFR § 438.224) submitted on encounter data records. Diagnosis Code Files; Procedure Code Files.

Confidentiality 144.1 98% of Professional Encounters and 95% of Institutional Encounters submitted each month must be HIPAA Compliant and submitted
(Title 42 CFR § 438.224) and approved in PROMISe™ (i.e., pass PROMISe™ edits).

Confidentiality 145.1 All encounters must be HIPAA Compliant and submitted and approved in PROMISe™ (i.e., pass PROMISe™ edits) within 90 days

(Title 42 CFR § 438.224) following the date that the BH-MCO paid/adjudicated the provider’s claim or encounter.

Coordination and Continuity 28.1 Clinical/chart reviews reflect appropriate consistent application of medical necessity criteria and active care management that identify

of Care

and address quality of care concerns.
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BBA Category PEPS Reference PEPS Language

(Title 42 CFR § 438.208) 28.2 The medical necessity decision made by the BH-MCO Physician/Psychologist Advisor is supported by documentation in the denial
record and reflects appropriate application of medical necessity criteria.

Coverage and Authorization 28.1 Clinical/chart reviews reflect appropriate consistent application of medical necessity criteria and active care management that identify

of Services (Title 42 CFR § and address quality of care concerns.

438.210(a—e), Title 42 CFR §

440.230, Title 42 CFR § 441,

Subpart B)

Coverage and Authorization 28.2 The medical necessity decision made by the BH-MCO Physician/Psychologist Advisor is supported by documentation in the denial

of Services (Title 42 CFR § record and reflects appropriate application of medical necessity criteria.

438.210(a—e), Title 42 CFR §

440.230, Title 42 CFR § 441,

Subpart B)

Coverage and Authorization 721 Denial notices are issued to members according to required timeframes and use the required template language.

of Services (Title 42 CFR §

438.210(a—e), Title 42 CFR §

440.230, Title 42 CFR § 441,

Subpart B)

Coverage and Authorization 72.2 The content of the notices adhere to OMHSAS requirements (e.g., easy to understand and free from medical jargon; contains

of Services (Title 42 CFR § explanation of member rights and procedures for filing a grievance, requesting a DHS Fair Hearing, and continuation of services;

438.210(a—e), Title 42 CFR § contains name of contact person; contains specific member demographic information; contains specific reason for denial; contains

440.230, Title 42 CFR § 441, detailed description of requested services, denied services, and any approved services if applicable; contains date denial decision will

Subpart B) take effect).

Disenrollment Requirements 120.1 The County/BH-MCO uses the required reference files as evidenced through correct, complete and accurate encounter data.

and Limitations

(Title 42 CFR § 438.56)

Emergency and Post- 72.2 The content of the notices adhere to OMHSAS requirements (e.g., easy to understand and free from medical jargon; contains

stabilization Services explanation of member rights and procedures for filing a grievance, requesting a DHS Fair Hearing, and continuation of services;

(Title 42 CFR § 438.114) contains name of contact person; contains specific member demographic information; contains specific reason for denial; contains
detailed description of requested services, denied services, and any approved services if applicable; contains date denial decision will
take effect).

Emergency and Post- 91.3 The QM Program Description includes the following basic elements:

stabilization Services
(Title 42 CFR § 438.114)

Performance improvement projects

Collection and submission of performance measurement data.

Mechanisms to detect underutilization and overutilization of services.

d. Emphasis on, but not limited to, high volume/high-risk services and treatment, such as IBHS.

0T o
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BBA Category

PEPS Reference

PEPS Language
e. Mechanisms to assess the quality and appropriateness of care furnished to enrollees with special health needs.

Emergency and Post- 91.5 The QM Work Plan outlines the specific activities related to coordination and interaction with other entities, including but not limited
stabilization Services to, Physical Health MCQ’s (PH-MCO).
(Title 42 CFR § 438.114)
Emergency and Post- 91.7 The QM Work Plan includes the specific monitoring activities conducted to evaluate the effectiveness of the services received by
stabilization Services members:
(Title 42 CFR § 438.114) a. Access to services (routine, urgent and emergent), provider network adequacy, and penetration rates.
b. Appropriateness of service authorizations and inter-rater reliability.
c. Complaint, grievance and appeal processes; denial rates; and upheld and overturned grievance rates.
d. Treatment outcomes: readmission rate, follow-up after hospitalization rates, initiation and engagement rates, and consumer
satisfaction.
Emergency and Post- 91.9 The QM Work Plan includes the specific monitoring activities conducted to evaluate access and availability to services:
stabilization Services a. Telephone access and responsiveness rates.
(Title 42 CFR § 438.114) b. Overall utilization patterns and trends including IBHS and other high volume/high risk services.
Enrollee Rights 11.2 100% of new providers have received orientation, including member rights and protection.
Requirements
(Title 42 CFR § 438.100)
Enrollee Rights 24.3 BH-MCO phone answering uses TTY or PA telecommunication relay services.
Requirements
(Title 42 CFR § 438.100)
Enrollee Rights 24.4 BH-MCO is able to access interpreter services.
Requirements
(Title 42 CFR § 438.100)
Enrollee Rights 24.5 BH-MCO has the ability to accommodate people who are hard of hearing.
Requirements
(Title 42 CFR § 438.100)
Enrollee Rights 24.6 BH-MCO can make alternate formats available upon request.
Requirements
(Title 42 CFR § 438.100)
Enrollee Rights 72.2 The content of the notices adhere to OMHSAS requirements (e.g., easy to understand and free from medical jargon; contains

Requirements
(Title 42 CFR § 438.100)

explanation of member rights and procedures for filing a grievance, requesting a DHS Fair Hearing, and continuation of services;
contains name of contact person; contains specific member demographic information; contains specific reason for denial; contains
detailed description of requested services, denied services, and any approved services if applicable; contains date denial decision will
take effect).
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BBA Category PEPS Reference PEPS Language

Health Information Systems 120.1 The County/BH-MCO uses the required reference files as evidenced through correct, complete and accurate encounter data.

(Title 42 C.F.R. § 438.242)

Health Information Systems 141.1 BH-MCO has met the Department's standards of clean claims each of the 12 months: 90% @ 30 days, 100% @ 45 days.

(Title 42 C.F.R. § 438.242)

Health Information Systems 142.1 The PC/BH-MCO uses the required reference files as evidenced through correct, complete, and accurate reference information

(Title 42 C.F.R. § 438.242) submitted on encounter data records. Diagnosis Code Files; Procedure Code Files.

Health Information Systems 143.1 The PC/BH-MCO uses the required provider files as evidenced through correct, complete, and accurate provider information submitted

(Title 42 C.F.R. § 438.242) on encounter data records. PRV 414; PRV 415; PRV 430; PRV 435; PRV 720.

Health Information Systems 144.1 98% of Professional Encounters and 95% of Institutional Encounters submitted each month must be HIPAA Compliant and submitted

(Title 42 C.F.R. § 438.242) and approved in PROMISe™ (i.e., pass PROMISe edits).

Health Information Systems 145.1 All encounters must be HIPAA Compliant and submitted and approved in PROMISe™ (i.e., pass PROMISe™ edits) within 90 days

(Title 42 C.F.R. § 438.242) following the date that the BH-MCO paid/adjudicated the provider’s claim or encounter.

Practice Guidelines 28.1 Clinical/chart reviews reflect appropriate consistent application of medical necessity criteria and active care management that identify

(Title 42 CFR § 438.236) and address quality of care concerns.

Practice Guidelines 28.2 The medical necessity decision made by the BH-MCO Physician/Psychologist Advisor is supported by documentation in the denial

(Title 42 CFR § 438.236) record and reflects appropriate application of medical necessity criteria.

Practice Guidelines 93.1 The BH-MCO reports monitoring results for access to services (routine, urgent and emergent), provider network adequacy and

(Title 42 CFR § 438.236) penetration rates.

Practice Guidelines 93.2 The BH-MCO reports monitoring results for appropriateness of service authorization and inter-rater reliability.

(Title 42 CFR § 438.236)

Practice Guidelines 93.3 The BH-MCO reports monitoring results for: authorizations; complaint, grievance and appeal processes; rates of denials; and rates of

(Title 42 CFR § 438.236) grievances upheld or overturned.

Practice Guidelines 93.4 The BH-MCO reports monitoring results for treatment outcomes: readmission rates, follow-up after hospitalization rates, and consumer

(Title 42 CFR § 438.236) satisfaction.

Practice Guidelines 10.1 100% of credentialed files should contain licensing or certification required by PA law, verification of enrollment in the MA and/or

(Title 42 CFR § 438.236) Medicare program with current MA provider agreement, malpractice/liability insurance, disclosure of past or pending lawsuits or
litigation, board certification or edibility BH-MCO onsite review, as applicable.

Practice Guidelines 10.2 100% of decisions made within 180 days of receipt of application.

(Title 42 CFR § 438.236)

Practice Guidelines 10.3 Recredentialing incorporates results of provider profiling.

(Title 42 CFR § 438.236)

Provider Selection 10.1 100% of credentialed files should contain licensing or certification required by PA law, verification of enrollment in the MA and/or

(Title 42 CFR § 438.214) Medicare program with current MA provider agreement, malpractice/liability insurance, disclosure of past or pending lawsuits or

litigation, board certification or edibility BH-MCO onsite review, as applicable.
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BBA Category
Provider Selection
(Title 42 CFR § 438.214)

PEPS Reference
10.2

PEPS Language
100% of decisions made within 180 days of receipt of application.

Provider Selection
(Title 42 CFR § 438.214)

10.3

Recredentialing incorporates results of provider profiling.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.1

The BH-MCO reports monitoring results for quality of individualized service plans and treatment planning.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.2

The BH-MCO reports monitoring results for adverse incidents.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.3

The BH-MCO reports monitoring results for collaboration and cooperation with member complaints, grievance and appeal procedures,
as well as other medical and human services programs.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.4

The BH-MCO reports monitoring results for administrative compliance.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.5

The BH-MCO has implemented a provider profiling process which includes performance measures, baseline thresholds and
performance goals.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.6

Provider profiles and individual monitoring results are reviewed with providers.

Subcontractual
Relationships and
Delegation

(Title 42 CFR § 438.230)

99.7

Providers are evaluated based on established goals and corrective action taken as necessary.
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BBA Category PEPS Reference PEPS Language

Subcontractual 99.8 The BH-MCO demonstrates that provider profiling results are incorporated into the network management strategy.
Relationships and
Delegation
(Title 42 CFR § 438.230)
Quality Assessment and 91.1 The QM Program Description clearly outlines the BH-MCO QM structure.
Performance Improvement
Program
(Title 42 CFR § 438.330)
Quality Assessment and 91.2 The QM Program Description clearly outlines the BH-MCO QM content.
Performance Improvement
Program
(Title 42 CFR § 438.330)
Quality Assessment and 91.3 The QM Program Description includes the following basic elements:
Performance Improvement a. Performance improvement projects.
Program b. Collection and submission of performance measurement data.
(Title 42 CFR § 438.330) c. Mechanisms to detect underutilization and overutilization of services
d. Emphasis on, but not limited to, high volume/high-risk services and treatment, such as IBHS.
e. Mechanisms to assess the quality and appropriateness of care furnished to enrollees with special health needs.
Quality Assessment and 91.4 The QM Work Plan includes:
Performance Improvement a. Objective
Program b. Aspect of care/service
(Title 42 CFR § 438.330) c. Scope of activity
d. Frequency
e. Data source
f. Sample size
g. Responsible person
h. Specific, measurable, attainable, realistic and timely performance goals, as applicable
Quality Assessment and 91.5 The QM Work Plan outlines the specific activities related to coordination and interaction with other entities, including but not limited
Performance Improvement to, Physical Health MCQ’s (PH-MCO).
Program
(Title 42 CFR § 438.330)
Quality Assessment and 91.6 The QM Work Plan outlines the formalized collaborative efforts (joint studies) to be conducted.
Performance Improvement
Program
(Title 42 CFR § 438.330)
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Quality Assessment and 91.7 The QM Work Plan includes the specific monitoring activities conducted to evaluate the effectiveness of the services received by
Performance Improvement members:
Program a. Access to services (routine, urgent and emergent), provider network adequacy, and penetration rates.
(Title 42 CFR § 438.330) b. Appropriateness of service authorizations and inter-rater reliability.
c. Complaint, grievance and appeal processes; denial rates; and upheld and overturned grievance rates.
d. Treatment outcomes: readmission rate, follow-up after hospitalization rates, initiation and engagement rates, and consumer
satisfaction.
Quality Assessment and 91.8 The QM Work Plan includes a provider profiling process.
Performance Improvement
Program
(Title 42 CFR § 438.330)
Quality Assessment and 91.9 The QM Work Plan includes the specific monitoring activities conducted to evaluate access and availability to services:
Performance Improvement a. Telephone access and responsiveness rates.
Program b. Overall utilization patterns and trends including IBHS and other high volume/high risk services.
(Title 42 CFR § 438.330)
Quality Assessment and 91.10 The QM Work Plan includes monitoring activities conducted to evaluate the quality and performance of the provider network:
Performance Improvement a. Quality of individualized service plans and treatment planning.
Program b. Adverse incidents.
(Title 42 CFR § 438.330) c. Collaboration and cooperation with member complaints, grievance, and appeal procedures as well as other medical and human
services programs and administrative compliance.
Quality Assessment and 91.11 The QM Work Plan includes a process for determining provider satisfaction with the BH-MCO.
Performance Improvement
Program
(Title 42 CFR § 438.330)
Quality Assessment and 91.12 The QM Work Plan addresses PA-specific, HEDIS and other performance measures, as applicable:
Performance Improvement a. Pay-for-Performance Appendix GG of PS&R — PA-specific and HEDIS FUH 7-day and 30-day and REA within 30 days of discharge.
Program b. EQRO Annual Technical Report (ATR) identification of Opportunities For Improvement (OFI) for Follow-up After Mental Health
(Title 42 CFR § 438.330) Hospitalization (FUH) — BH-MCO should address EQRQO’s identification of OFI in their Annual Workplan and Annual Evaluation.
¢. QM Annual Evaluation.
Quality Assessment and 91.13 The identified performance improvement projects must include the following:

Performance Improvement
Program
(Title 42 CFR § 438.330)

a. Measurement of performance using objective quality indicators.

Implementation of system interventions to achieve improvement in quality.

Evaluation of the effectiveness of the interventions.

Planning and initiation of activities for increasing or sustaining improvement.

Timeline for reporting status and results of each project to the Department of Human Services (DHS).

©ooo o

Pennsylvania External Quality Review Annual Technical Report — FFY 2024

Page 131 of 161



BBA Category

PEPS Reference

PEPS Language
f. Completion of each performance Improvement project in a reasonable time period to allow information on the success of
performance improvement projects to produce new information on quality of care each year.

Quality Assessment and 91.14 The QM Work Plan outlines other performance improvement activities to be conducted based on the findings of the Annual Evaluation
Performance Improvement and any Corrective Actions required from previous reviews.

Program

(Title 42 CFR § 438.330)

Quality Assessment and 91.15 The Annual Program Evaluation evaluates the impact and effectiveness of the BH-MCO’s quality management program. It includes an
Performance Improvement analysis of the BH-MCQ’s internal QM processes and initiatives, as outlined in the program description and the work plan.

Program

(Title 42 CFR § 438.330)

Quality Assessment and 93.1 The BH-MCO reports monitoring results for access to services (routine, urgent and emergent), provider network adequacy and
Performance Improvement penetration rates.

Program

(Title 42 CFR § 438.330)

Quality Assessment and 93.2 The BH-MCO reports monitoring results for appropriateness of service authorization and inter-rater reliability.

Performance Improvement

Program

(Title 42 CFR § 438.330)

Quality Assessment and 93.3 The BH-MCO reports monitoring results for: authorizations; complaint, grievance and appeal processes; rates of denials; and rates of
Performance Improvement grievances upheld or overturned.

Program

(Title 42 CFR § 438.330)

Quality Assessment and 93.4 The BH-MCO reports monitoring results for treatment outcomes: readmission rates, follow-up after hospitalization rates, and consumer
Performance Improvement satisfaction.

Program

(Title 42 CFR § 438.330)

Quality Assessment and 98.1 The BH-MCO reports monitoring results for telephone access standard and responsiveness rates. Standard: Abandonment rate < 5%,
Performance Improvement average speed of answer < 30 seconds.

Program

(Title 42 CFR § 438.330)

Quality Assessment and 98.2 The BH-MCO reports monitoring results for overall utilization patterns and trends, including IBHS service utilization and other high

Performance Improvement
Program
(Title 42 CFR § 438.330)

volume/high risk services patterns of over- or under-utilization. BH-MCO takes action to correct utilization problems, including patterns
of over- and under-utilization.
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BBA Category

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

PEPS Reference
98.3

PEPS Language
The BH-MCO reports monitoring results for coordination with other service agencies and schools.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

100.1

The BH-MCO assesses provider satisfaction with network management; specifically: claims processing, provider relations, credentialing,
prior authorization, service management and quality management.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

104.1

The BH-MCO must measure and report its performance using standard measures required by DHS.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

104.2

The BH-MCO must submit data to DHS, as specified by DHS, that enables the measurement of the BH-MCOQO's performance. QM program
description must outline timeline for submission of QM program description, work plan, annual QM summary/evaluation, and member
satisfaction including Consumer Satisfaction Team reports to DHS.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

104.3

Performance Improvement Plans status reported within the established time frames.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

104.4

The BH-MCO submitted the following within established timeframes: Annual Evaluation QM Program Description QM Work Plan, PIP
and Updates, and Quarterly SMART Reports.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

108.2

C/FST budget is sufficient to: hire staff proportionate to HealthChoices covered lives; have adequate office space; purchase equipment;
travel and attend on-going training.

Quality Assessment and
Performance Improvement
Program

(Title 42 CFR § 438.330)

108.5

The C/FST has access to providers and HealthChoices members to conduct surveys, and employs a variety of survey mechanisms to
determine member satisfaction; e.g. provider specific reviews, mailed surveys, focus meetings, outreach to special populations, etc.
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Quality Assessment and 108.6 The problem resolution process specifies the role of the County, BH-MCO, C/FST and providers, and results in timely follow-up of issues
Performance Improvement identified in quarterly surveys.
Program
(Title 42 CFR § 438.330)
Quality Assessment and 108.7 The C/FST quarterly reports submitted to OMHSAS include the numeric results of surveys by provider and level of care, and narrative
Performance Improvement information about trends and actions taken on behalf of individual consumers, with providers, and systemic issues, as applicable.
Program
(Title 42 CFR § 438.330)
Quality Assessment and 108.8 The annual mailed/telephonic survey results are representative of HealthChoices membership, and identify systemic trends. Actions
Performance Improvement have been taken to address areas found deficient, as applicable.
Program
(Title 42 CFR § 438.330)
Quality Assessment and 108.10 The C/FST Program is an effective, independent organization that is able to identify and influence quality improvement on behalf of
Performance Improvement individual members and system improvement.
Program
(Title 42 CFR § 438.330)
Grievance and Appeal 60.1 Table of organization identifies lead person responsible for overall coordination of Complaint and Grievance process and adequate staff
Systems to receive, process and respond to member Complaints and Grievances.
(Title 42 CFR § 438.228)
Grievance and Appeal 60.2 Training rosters and training curriculums identify that Complaint and Grievance staff has been adequately trained on Member rights
Systems related to the processes and how to handle and respond to member Complaints and Grievances.
(Title 42 CFR § 438.228)
Grievance and Appeal 60.3 The BH-MCO’s Complaint and Grievance policies and procedures comply with the requirements set forth in Appendix H.
Systems
(Title 42 CFR § 438.228)
Grievance and Appeal 68.1 Interview with Complaint Coordinator(s) demonstrate a clear understanding of the Complaint process including how Member rights and
Systems Complaint procedures are made known to Members, BH-MCO staff and the provider network.
(Title 42 CFR § 438.228) o Istlevel
e 2nd level
e External
e Expedited
e Fair Hearing
Grievance and Appeal 68.2 Interview with the Complaint Manager(s) demonstrates effective oversight of the Complaint process.

Systems
(Title 42 CFR § 438.228)
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BBA Category PEPS Reference PEPS Language
Grievance and Appeal 68.3 100% of Complaint Acknowledgement and Decision letters reviewed adhere to the established time lines. The required letter templates
Systems are utilized 100% of the time.
(Title 42 CFR § 438.228)
Grievance and Appeal 68.4 Complaint Acknowledgement and Decision letters must be written in clear, simple language that includes each issue identified in the
Systems Member's Complaint and a corresponding explanation and reason for the decision(s).
(Title 42 CFR § 438.228)
Grievance and Appeal 68.7 Complaint case files include documentation that Member rights and the Complaint process were reviewed with the Member.
Systems
(Title 42 CFR § 438.228)
Grievance and Appeal 68.9 Complaint case files include documentation of any referrals of Complaint issues to primary contractor/BH-MCO committees for further
Systems review and follow-up. Evidence of subsequent corrective action and follow-up by the respective primary contractor/BH-MCO
(Title 42 CFR § 438.228) Committee must be available to the Complaint staff, either by inclusion in the Complaint case file or reference in the case file to where
the documentation can be obtained for review.
Grievance and Appeal 71.1 Interview with Grievance Coordinator demonstrates a clear understanding of the Grievance process, including how Grievance rights and
Systems procedures are made known to Members, BH-MCO staff and the provider network:
(Title 42 CFR § 438.228) e Internal
e External
e Expedited
e Fair Hearing
Grievance and Appeal 71.2 Interview with the Grievance Manager(s) demonstrates effective oversight of the Grievance process.
Systems
(Title 42 CFR § 438.228)
Grievance and Appeal 71.3 100% of Grievance Acknowledgement and Decision letters reviewed adhere to the established time lines. The required letter templates
Systems are utilized 100% of the time.
(Title 42 CFR § 438.228)
Grievance and Appeal 71.4 Grievance decision letters must be written in clear, simple language that includes a statement of all services reviewed and a specific
Systems explanation and reason for the decision including the medical necessity criteria utilized.
(Title 42 CFR § 438.228)
Grievance and Appeal 71.7 Grievance case files include documentation that Member rights and the Grievance process were reviewed with the Member.
Systems
(Title 42 CFR § 438.228)
Grievance and Appeal 71.9 Grievance case files must include documentation of any referrals to primary contractor/BH-MCO committees for further review and
Systems follow-up. Evidence of subsequent corrective action and follow-up by the respective primary contractor/BH-MCO Committee must be
(Title 42 CFR § 438.228) available to the Grievance staff either by inclusion in the Grievance case file or reference in the case file as to where the documentation

can be obtained for review.
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Grievance and Appeal 72.1 Denial notices are issued to members according to required timeframes and use the required template language

Systems

(Title 42 CFR § 438.228)

Grievance and Appeal 72.2 The content of the notices adhere to OMHSAS requirements (e.g., easy to understand and free from medical jargon; contains

Systems explanation of member rights and procedures for filing a grievance, requesting a DHS Fair Hearing, and continuation of services;

(Title 42 CFR § 438.228) contains name of contact person; contains specific member demographic information; contains specific reason for denial; contains
detailed description of requested services, denied services, and any approved services if applicable; contains date denial decision will
take effect).

PEPS: Program Evaluation Performance Summary; BBA: Balanced Budget Act; CFR: Code of Federal Regulations; §: section; DOH: Department of Health; BH: behavioral health; MCO: managed
care organization; PH: physical health; FQHC: federally qualified health center; PC: primary contractor; HIPAA: Health Insurance Portability and Accountability Act; OMHSAS: Office of Mental
Health and Substance Abuse Services; DHS: Department of Human Services; QM: quality management; HEDIS: Healthcare Effectiveness Data and Information Set; PS&R: Program Standards
and Requirements; EQRO: external quality review organization; ADA: Americans with Disabilities Act; TTY: teletype; IBHS: intensive behavioral health services; MA: Medicaid; C/FST:
Consumer/Family Satisfaction Team; FUH: Follow-up After Hospitalization for Mental lliness; REA: Readmission Within 30 Days of Inpatient Psychiatric Discharge; PROMISe: Provider
Reimbursement and Operations Management Information System.
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Appendix B. OMHSAS-Specific PEPS Substandards
Refer to Table B1-Table B6 for OMHSAS-specific PEPS substandards.

Table B1: OMHSAS-Specific PEPS Substandards — Care Management

Category PEPS Reference PEPS Language

CM Staffing 27.1 BH-MCO has staffing standard for the number of care managers
needed.

CM Staffing 27.2 Current staffing pattern is in compliance with the stated standard.

CM Staffing 27.3 BH-MCO care management staff represents specialty area of
mental health, drug and alcohol, child and adult, and experience in
the field.

CM Staffing 27.4 BH-MCO has a staffing standard for the number of physician and
peer reviews needed.

CM Staffing 27.5 Current staffing pattern is in compliance with the stated standard.

CM Staffing 27.6 Physician and peer reviews represent specialty areas of mental
health, drug and alcohol, child and adults, and experience in field.

CM Staffing 27.7 Other: Significant onsite review findings related to Standard 27.

Longitudinal CM 28.3 Other: Significant onsite review findings related to Standard 28.

(and CM Record

Review)

PEPS: Program Evaluation Performance Summary; OMHSAS: Office of Mental Health and Substance Abuse
Services; BH-MCO: behavioral health managed care organization.

Table B2: OMHSAS-Specific PEPS Substandards — Complaints and Grievances

Category
Complaints

PEPS Reference
68.5

PEPS Language
A verbatim transcript and/or recording of the second level
Complaint review meeting is maintained to demonstrate
appropriate representation, adherence to the Complaint review
meeting process, familiarity with the issues being discussed and
that the decision was based on input from all panel members.

Complaints

68.6

Sign-in sheets are included for each Complaint review meeting
that document the meeting date and time, each participant's
name, affiliation, job title, role in the meeting, signature
(facilitator documents participant’s virtual attendance if they are
not present to sign) and acknowledgement of the confidentiality
requirement. Member consent is documented on the sign-in sheet
or elsewhere in the complaint case record for participants that
require member consent.

Complaints

68.8

Complaint case files include Member and provider contacts
related to the Complaint case, investigation notes and evidence,
Complaint review summary and identification of all review
committee participants, including name, affiliation, job title and
role.

Complaints

68.1.1

Where applicable there is evidence of primary contractor
oversight and involvement in the Complaint process, including, but
not limited to: the Member Handbook, Complaint decisions,
written notification letters, investigations, scheduling of reviews,
staff trainings, adherence of review committees to the
requirements in Appendix H and quality of care concerns.

Complaints

68.1.2

Training rosters and training curriculums demonstrate that
Complaint staff, as appropriate, have been adequately trained on
Member rights related to the processes and how to handle and
respond to Member Complaints.

Grievances

71.5

A verbatim transcript and/or recording of the Grievance review
meeting is maintained to demonstrate appropriate
representation, adherence to the Grievance review meeting
process, familiarity with the issues being discussed and that input
was provided from all panel members.

Grievances

71.6

Sign-in sheets are included for each Grievance review meeting that
document the meeting date and time, each participant's name,
affiliation, job title, role in the meeting, signature (facilitator
documents participant’s virtual attendance if they are not present
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to sign) and acknowledgement of the confidentiality requirement.
Member consent is documented on the sign-in sheet or elsewhere
in the complaint case record for participants that require member
consent.

Grievances 71.8 Grievance case files include Member and provider contacts related
to the Grievance case, Grievance review summary, and
identification of all review committee participants, including
name, affiliation, job title and role.

Grievances 71.1.1 Where applicable there is evidence of primary contractor
oversight and involvement in the Grievance process, included but
not limited to the Member Handbook, Grievance decisions,
written notification letters, scheduling of reviews, staff trainings,
adherence of review committees to the requirements in Appendix
H and quality of care concerns.

Grievances 71.1.2 Training rosters and training curriculums demonstrate that
Grievance staff, as appropriate, have been adequately trained on
Member rights related to the processes and how to handle and
respond to Member Grievances.

PEPS: Program Evaluation Performance Summary; OMHSAS: Office of Mental Health and Substance Abuse
Services; BH-MCO: behavioral health managed care organization.

Table B3: OMHSAS-Specific PEPS Substandards — Denials

Category PEPS Reference PEPS Language
Denials 72.3 BH-MCO consistently reports denial data/occurrences to OMHSAS
on a monthly basis according to Appendix AA requirements.

PEPS: Program Evaluation Performance Summary; OMHSAS: Office of Mental Health and Substance Abuse
Services; BH-MCO: behavioral health managed care organization.

Table B4: OMHSAS-Specific PEPS Substandards — Education and Prevention Programs

Category PEPS Reference PEPS Language

Education and 59.1 BH-MCO has implemented public educational programs and
Prevention provided educational materials to members and providers related
Programs to: Smoking Cessation; Obesity in Children; Domestic Violence;

Other Initiatives.
PEPS: Program Evaluation Performance Summary; OMHSAS: Office of Mental Health and Substance Abuse
Services; BH-MCO: behavioral health managed care organization.

Table B5: OMHSAS-Specific PEPS Substandards — Enrollee Satisfaction

Category PEPS Reference PEPS Language

Consumer/Family 108.3 County's/BH-MCO's role of fiduciary (if applicable) is clearly

Satisfaction defined, and provides supportive function as defined in the C/FST
Contract, as opposed to directing the program.

Consumer/Family 108.4 The C/FST Director is responsible for: setting program direction

Satisfaction consistent with County direction; negotiating contract; prioritizing

budget expenditures; recommending survey content and priority;
and directing staff to perform high quality surveys.
Consumer/Family 108.9 Results of surveys by provider and level of care are reflected in BH-
Satisfaction MCO provider profiling, and have resulted in provider action to
address issues identified.

PEPS: Program Evaluation Performance Summary; OMHSAS: Office of Mental Health and Substance Abuse
Services; BH-MCO: behavioral health managed care organization; C/FST: Consumer/Family Satisfaction Team.

Table B6: OMHSAS-Specific PEPS Substandards — Executive Management

Category PEPS Reference PEPS Language

County Executive 78.1 Updated County Table of Organization — evidence of sufficient
Management staff.

County Executive 78.2 Review of County/Corporation management minutes demonstrate
Management actions taken. BH-MCO written notification of key staff changes
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received within seven days-watch for high turnover, vacant
positions.
County Executive 78.3 County formal review of BH-MCO is completed on an annual
Management basis.
County Executive 78.4 There is evidence of County leadership to promote recovery and
Management resiliency.
County Executive 78.5 Other: Significant onsite review findings related to Standard 78.
Management
BH-MCO Executive 86.1 Updated BH-MCO table of organization — evidence of sufficient
Management staff.
BH-MCO Executive 86.2 OMHSAS onsite review is conducted every 3 years.
Management
BH-MCO Executive 86.3 Other: Significant onsite review findings related to Standard 86.
Management

PEPS: Program Evaluation Performance Summary; OMHSAS: Office of Mental Health and Substance Abuse
Services; BH-MCO: behavioral health managed care organization.
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Appendix C. OMHSAS-Specific PEPS Substandards Findings
OMHSAS-specific substandards are not required to fulfill BBA requirements. In RY 2024, 31 OMHSAS-specific
substandards were evaluated for the BH-MCOs and their primary contractors.

Format

This document groups the monitoring standards under the following subject headings: Care Management,
Complaints and Grievances, Denials, Executive Management, Enrollee Satisfaction, and Education and
Prevention Programs. For each BH-MCO and corresponding primary contractors, the status of each
substandard is presented as it appears in the PEPS Review Application (i.e., compliant, partially compliant,
non-compliant) and/or applicable RAI tools (i.e., complete, pending) submitted by OMHSAS. This format
reflects the goal of this supplemental review, which is to assess the primary contractor/BH-MCQO’s compliance
with selected ongoing OMHSAS-specific monitoring standards.

Findings

Care Management
The OMHSAS-specific PEPS substandards relating to Care Management are MCO-specific review standards.

Findings for each BH-MCO and their primary contractors are presented in Table C1-Table C5.

Table C1: Carelon Compliance with Care Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Care Substandard 27.1|2023 |All Carelon primary |- -
Management contractors
(CM) Staffing
Care Substandard 27.212023 |All Carelon primary |- -
Management contractors
(CM) Staffing
Care Substandard 27.3|2023 |All Carelon primary |- -
Management contractors
(CM) Staffing
Care Substandard 27.412023 |All Carelon primary |- -
Management contractors
(CM) Staffing
Care Substandard 27.5|2023 |All Carelon primary |- -
Management contractors
(CM) Staffing
Care Substandard 27.6|2023 |All Carelon primary |- -
Management contractors
(CM) Staffing
Care Substandard 27.7|2023 |- - All Carelon primary
Management contractors
(CM) Staffing
Longitudinal Care [Substandard 28.3|{2023 |- - All Carelon primary
Management contractors
(and Care
Management
Record Review)

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C2: CBH Compliance with Care Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Care Substandard 27.1(2022 |- All CBH primary -
Management contractors
(CM) Staffing
Care Substandard 27.2 (2022 |- All CBH primary -
Management contractors
(CM) Staffing
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Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Care Substandard 27.3 (2022 |All CBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.4|2022 |All CBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.5|2022 |All CBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.6|2022 |- All CBH primary -
Management contractors
(CM) Staffing
Care Substandard 27.7 (2022 |- - All CBH primary
Management contractors
(CM) Staffing
Longitudinal Care [Substandard 28.3({2022 |- - All CBH primary
Management contractors
(and Care
Management
Record Review)
PEPS: Program Evaluation Performance Summary; RY: review year.
Table C3: CCBH Compliance with Care Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Care Substandard 27.1|2024 |All CCBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.2|2024 |All CCBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.3({2024 |All CCBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.4{2024 |All CCBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.5|2024 |All CCBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.6{2024  |All CCBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.7|2024 |All CCBH primary - -
Management contractors
(CM) Staffing
Longitudinal Care |Substandard 28.3|2024 |- - All CCBH primary
Management contractors
(and Care
Management
Record Review)

PEPS: Program Evaluation Performance Summary; RY: review year.
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Table C4: MBH Compliance with Care Management

Status Status Status
Category PEPS Item RY VN Partially Met Not Met
Care Substandard 27.1{2022 |All MBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.2{2022 |All MBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.3|2022 |- - All MBH primary
Management contractors
(CM) Staffing
Care Substandard 27.4{2022 |All MBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.5({2022  [All MBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.6|2022 |All MBH primary - -
Management contractors
(CM) Staffing
Care Substandard 27.7|2022 |- All MBH primary -
Management contractors
(CM) Staffing
Longitudinal Care |Substandard 28.3|2022 |- All MBH primary -
Management contractors
(and Care
Management
Record Review)
PEPS: Program Evaluation Performance Summary; RY: review year.
Table C5: PerformCare Compliance with Care Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Care Substandard 27.1{2023 |All PerformCare - -
Management primary contractors
(CM) Staffing
Care Substandard 27.2|12023 |All PerformCare - -
Management primary contractors
(CM) Staffing
Care Substandard 27.3(2023  |All PerformCare - -
Management primary contractors
(CM) Staffing
Care Substandard 27.4|2023 |All PerformCare - -
Management primary contractors
(CM) Staffing
Care Substandard 27.5(2023 |All PerformCare - -
Management primary contractors
(CM) Staffing
Care Substandard 27.6|2023 |All PerformCare - -
Management primary contractors
(CM) Staffing
Care Substandard 27.7(2023 |All PerformCare - -
Management primary contractors
(CM) Staffing
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NETH
Not Met

Status
Partially Met

Status
Met

All PerformCare
primary contractors

Category PEPS Item RY

Substandard 28.3(2023

Longitudinal Care
Management
(and Care
Management
Record Review)

PEPS: Program Evaluation Performance Summary; RY: review year.

Complaints and Grievances
The OMHSAS-specific PEPS substandards relating to second-level complaints and grievances include MCO-
specific and county-specific review standards.

Findings for each BH-MCO and their primary contractors are presented in Tables C6-C10.

Table C6: Carelon Compliance with Complaints and Grievances

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Complaints Substandard 2023 |All Carelon primary |- -
68.1.1 contractors
Complaints Substandard 2023 |All Carelon primary |- -
68.1.2 contractors
Complaints Substandard 68.5|2023 |All Carelon primary |- -
contractors
Complaints Substandard 68.6|2023 |All Carelon primary |- -
contractors
Complaints Substandard 68.8|2023 |All Carelon primary |- -
contractors
Grievances Substandard 2023 |All Carelon primary |- -
71.1.1 contractors
Grievances Substandard 2023 |All Carelon primary |- -
71.1.2 contractors
Grievances Substandard 71.5/2023 |All Carelon primary |- -
contractors
Grievances Substandard 71.6/2023 |All Carelon primary |- -
contractors
Grievances Substandard 71.8|2023 |All Carelon primary |- -
contractors
PEPS: Program Evaluation Performance Summary; RY: review year.
Table C7: CBH Compliance with Complaints and Grievances
Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Complaints Substandard 2022 |All CBH primary - -
68.1.1 contractors
Complaints Substandard 2022 |All CBH primary - -
68.1.2 contractors
Complaints Substandard 68.5{2022 |- All CBH primary -
contractors
Complaints Substandard 68.6(2022 |- All CBH primary -
contractors
Complaints Substandard 68.8|2022 |All CBH primary - -
contractors
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Category

Grievances

PEPS Item RY

Substandard
71.1.1

2022

Status
Met

All CBH primary
contractors

Status
Partially Met

Status
Not Met

Grievances

Substandard
71.1.2

2022

All CBH primary
contractors

Grievances

Substandard 71.5

2022

All CBH primary
contractors

Grievances

Substandard 71.6

2022

All CBH primary
contractors

Grievances

Substandard 71.8

2022

All CBH primary
contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C8: CCBH Compliance with Complaints and Grievances

Category

Complaints

PEPS Item RY

Substandard
68.1.1

2024

Status
Met

Allegheny County,
Blair HealthChoices,
Berks County,
Behavioral Health
Services of
Somerset & Bedford
Counties, Chester
County,
Carbon/Monroe/Pik
e Joinder Board,
Lycoming/Clinton
Joinder Board,
Behavioral Health
Alliance of Rural
Pennsylvania
(BHARP),
York/Adams
HealthChoices
Joinder Governing
Board

Status
Partially Met

Erie County,
Northeast
Behavioral Health
Care Consortium,
Inc. (NBHCC)

Status
Not Met

Complaints

Substandard
68.1.2

2024

All CCBH primary
contractors

Complaints

Substandard 68.5

2024

All CCBH primary
contractors

Complaints

Substandard 68.6

2024

All CCBH primary
contractors

Complaints

Substandard 68.8

2024

All CCBH primary
contractors

Grievances

Substandard
71.1.1

2024

Allegheny County,
Blair HealthChoices,
Berks County,
Behavioral Health
Services of
Somerset & Bedford
Counties, Chester
County,
Carbon/Monroe/Pik
e Joinder Board,
Lycoming/Clinton
Joinder Board,
Behavioral Health
Alliance of Rural

Erie County,
Northeast
Behavioral Health
Care Consortium,
Inc. (NBHCC)

Pennsylvania External Quality Review Annual Technical Report — FFY 2024

Page 144 of 161



Status Status Status
Category PEPS Item RY Met Partially Met Not Met

Pennsylvania
(BHARP),
York/Adams
HealthChoices
Joinder Governing
Board
Grievances Substandard 2024 |All CCBH primary - -
71.1.2 contractors
Grievances Substandard 71.5(2024 |All CCBH primary - -
contractors
Grievances Substandard 71.6(2024 |- All CCBH primary -
contractors
Grievances Substandard 71.8|2024 |All CCBH primary - -
contractors
PEPS: Program Evaluation Performance Summary; RY: review year.
Table C9: MBH Compliance with Complaints and Grievances
Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Complaints Substandard 2022 |- - All MBH primary
68.1.1 contractors
Complaints Substandard 2022 |- - All MBH primary
68.1.2 contractors
Complaints Substandard 68.5|2022 |All MBH primary - -
contractors
Complaints Substandard 68.6(2022 |- - All MBH primary
contractors
Complaints Substandard 68.8(2022 |- All MBH primary -
contractors
Grievances Substandard 2022 |- - All MBH primary
71.1.1 contractors
Grievances Substandard 2022 |- - All MBH primary
71.1.2 contractors
Grievances Substandard 71.5(2022 |- All MBH primary -
contractors
Grievances Substandard 71.6(2022 |- - All MBH primary
contractors
Grievances Substandard 71.8(2022 |- All MBH primary -
contractors
PEPS: Program Evaluation Performance Summary; RY: review year.
Table C10: PerformCare Compliance with Complaints and Grievances
Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Complaints Substandard 2023 |All PerformCare - -
68.1.1 primary contractors
Complaints Substandard 2023 |All PerformCare - -
68.1.2 primary contractors
Complaints Substandard 68.5|2023 |All PerformCare - -
primary contractors
Complaints Substandard 68.6|2023 |All PerformCare - -
primary contractors
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Status Status Status
Category PEPS Item RY Met Partially Met Not Met

Complaints Substandard 68.8|2023 |All PerformCare - -
primary contractors

Grievances Substandard 2023 |All PerformCare - -
71.1.1 primary contractors

Grievances Substandard 2023 |All PerformCare - -
71.1.2 primary contractors

Grievances Substandard 71.5{2023 |All PerformCare - -
primary contractors

Grievances Substandard 71.6(2023 |All PerformCare - -
primary contractors

Grievances Substandard 71.8|2023 |All PerformCare - -
primary contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Denials
The OMHSAS-specific PEPS substandard relating to Denials is an MCO-specific review standard.

Findings for each BH-MCO and their primary contractors are presented in Tables C11-C15.

Table C11: Carelon Compliance with Denials

Status Status Status
PEPS Item Met Partially Met Not Met
Denials Substandard 72.3/2024 |All Carelon primary |- -
contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C12: CBH Compliance with Denials

Status Status Status
PEPS Item Met Partially Met Not Met
Denials Substandard 72.3|2024 |All CBH primary - -
contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C13: CCBH Compliance with Denials

Status Status Status
PEPS Item Met Partially Met Not Met
Denials Substandard 72.3|2024 |All CCBH primary - -
contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C14: MBH Compliance with Denials

Status Status Status
PEPS Item Met Partially Met Not Met
Denials Substandard 72.3|2024 |All MBH primary - -
contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C15: PerformCare Compliance with Denials
Status Status Status

PEPS Item Met Partially Met Not Met

Denials Substandard 72.3({2024 |All PerformCare - -
primary contractors

PEPS: Program Evaluation Performance Summary; RY: review year.
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Executive Management

There are eight OMHSAS-specific PEPS substandards relating to Executive Management.

Findings for each BH-MCO and their primary contractors are presented in Tables C16-C20.

Category

PEPS Item RY

Table C16: Carelon Compliance with Executive Management

Status
Met

NETH

Partially Met

Status
Not Met

County Executive |Substandard 78.1(2023 |All Carelon primary |- -
Management contractors

County Executive |Substandard 78.2(2023 |All Carelon primary |- -
Management contractors

County Executive [Substandard 78.3|2023 |All Carelon primary |- -
Management contractors

County Executive [Substandard 78.4/2023 |All Carelon primary |- -
Management contractors

County Executive [Substandard 78.5/2023 |All Carelon primary |- -
Management contractors

BH-MCO Substandard 86.1/2023 |All Carelon primary |- -
Executive contractors

Management

BH-MCO Substandard 86.2|2023 |All Carelon primary |- -
Executive contractors

Management

BH-MCO Substandard 86.3/2023 |All Carelon primary |- -
Executive contractors

Management

PEPS: Program Evaluation Performance Summary; RY: review year; BH-MCO: behavioral health managed care

organization.

Table C17: CBH Compliance with Executive Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
County Executive |Substandard 78.1{2022 |All CBH primary - -
Management contractors
County Executive |Substandard 78.2{2022 |All CBH primary - -
Management contractors
County Executive [Substandard 78.3{2022 |All CBH primary - -
Management contractors
County Executive [Substandard 78.4{2022 |All CBH primary - -
Management contractors
County Executive |Substandard 78.5{2022 |- - All CBH primary
Management contractors
BH-MCO Substandard 86.1|2022 |All CBH primary - -
Executive contractors
Management
BH-MCO Substandard 86.2|2022 |All CBH primary - -
Executive contractors
Management
BH-MCO Substandard 86.3|2022 |- All CBH primary -
Executive contractors
Management

PEPS: Program Evaluation Performance Summary; RY: review year; BH-MCO: behavioral health managed care

organization.

Pennsylvania External Quality Review Annual Technical Report — FFY 2024

Page 147 of 161




Table C18: CCBH Compliance with Executive Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
County Executive |Substandard 78.1(2024 |All CCBH primary -
Management contractors
County Executive |Substandard 78.2|2024 |All CCBH primary -
Management contractors
County Executive |Substandard 78.3/2024 |All CCBH primary -
Management contractors
County Executive |Substandard 78.4/2024 |All CCBH primary -
Management contractors
County Executive [Substandard 78.5/2024 |All CCBH primary -
Management contractors
BH-MCO Substandard 86.1|2024 |All CCBH primary -
Executive contractors
Management
BH-MCO Substandard 86.2|2024 |All CCBH primary -
Executive contractors
Management
BH-MCO Substandard 86.3|2024 |All CCBH primary -
Executive contractors
Management

PEPS: Program Evaluation Performance Summary; RY: review year; BH-MCO: behavioral health managed care

organization.

Table C19: MBH Compliance with Executive Management

Category

PEPS Item

RY

Status
Met

Status
Partially Met

Status
Not Met

County Executive |Substandard 78.1({2022 |All MBH primary -
Management contractors
County Executive |Substandard 78.2(2022 |Montgomery Lehigh County
Management County, Bucks
County,
Northampton
County, Cambria
County
County Executive [Substandard 78.3|2022 |All MBH primary -
Management contractors
County Executive |Substandard 78.4|2022 |Cambria County, Lehigh County
Management Montgomery
County, Bucks
County,
Northampton
County
County Executive |Substandard 78.5/2022 |[Montgomery Northampton
Management County, Bucks County, Cambria
County, Lehigh County
County
BH-MCO Substandard 86.1(2022 |All MBH primary -
Executive contractors
Management
BH-MCO Substandard 86.2|2022 |All MBH primary -
Executive contractors
Management
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Status NETH Status

PEPS Item Met Partially Met Not Met
BH-MCO Substandard 86.3|2022 |All MBH primary - -
Executive contractors
Management

PEPS: Program Evaluation Performance Summary; RY: review year; BH-MCO: behavioral health managed care
organization.

Table C20: PerformCare Compliance with Executive Management

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
County Executive |Substandard 78.1({2023 |All PerformCare - -
Management primary contractors
County Executive |Substandard 78.2(2023 |All PerformCare - -
Management primary contractors
County Executive [Substandard 78.3{2023 |All PerformCare - -
Management primary contractors
County Executive |Substandard 78.4|2023 |All PerformCare - -
Management primary contractors
County Executive |Substandard 78.5(2023 |All PerformCare - -
Management primary contractors
BH-MCO Substandard 86.1|2023 |All PerformCare - -
Executive primary contractors
Management
BH-MCO Substandard 86.2|2023 |All PerformCare - -
Executive primary contractors
Management
BH-MCO Substandard 86.3|2023 |All PerformCare - -
Executive primary contractors
Management

PEPS: Program Evaluation Performance Summary; RY: review year; BH-MCO: behavioral health managed care
organization.

Enrollee Satisfaction
The OMHSAS-specific PEPS substandards relating to Enrollee Satisfaction are county-specific review standards.

Findings for each BH-MCO and their primary contractors are presented in Tables C21-C25.

Table C21: Carelon Compliance with Enrollee Satisfaction

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Consumer/Family |Substandard 2024 |All Carelon primary |- -
Satisfaction 108.3 contractors

Consumer/Family |Substandard 2024 |All Carelon primary
Satisfaction 108.4 contractors

Consumer/Family |Substandard 2024 |All Carelon primary
Satisfaction 108.9 contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C22: CBH Compliance with Enrollee Satisfaction

Status Status Status
Category PEPS Item RY Met Partially Met Not Met
Consumer/Family |Substandard 2023 |All CBH primary - -
Satisfaction 108.3 contractors

Consumer/Family |Substandard 2023 |All CBH primary
Satisfaction 108.4 contractors
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Status Status Status

PEPS Item Met Partially Met Not Met
Consumer/Family [Substandard 2023 |All CBH primary - -
Satisfaction 108.9 contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C23: CCBH Compliance with Enrollee Satisfaction

Status Status Status

Category PEPS Item RY Met Partially Met Not Met
Consumer/Family |Substandard 2022 |All CCBH primary - -

Satisfaction 108.3 contractors

Consumer/Family |Substandard 2022 |All CCBH primary - -

Satisfaction 108.4 contractors

Consumer/Family [Substandard 2022 |All CCBH primary - -

Satisfaction 108.9 contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C24: MBH Compliance with Enrollee Satisfaction

Status Status Status
Category PEPS Item RY Met Partially Met Not Met

Consumer/Family |Substandard 2023 |All MBH primary
Satisfaction 108.3 contractors

Consumer/Family |Substandard 2023 |All MBH primary

Satisfaction 108.4 contractors
Consumer/Family |Substandard 2023  |All MBH primary - -
Satisfaction 108.9 contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C25: PerformCare Compliance with Enrollee Satisfaction

Status Status Status
Met Partially Met Not Met

Category PEPS Item RY

Consumer/Family |Substandard 2024 |All PerformCare
Satisfaction 108.3 primary contractors

Consumer/Family |Substandard 2024 |All PerformCare
Satisfaction 108.4 primary contractors

Consumer/Family [Substandard 2024 |All PerformCare
Satisfaction 108.9 primary contractors

PEPS: Program Evaluation Performance Summary; RY: review year.

Education and Prevention Programs
The OMHSAS-specific PEPS substandard relating to Education and Prevention Programs is MCO-specific.

Findings for each BH-MCO and their primary contractors are presented in Tables C26-C30.

Table C26: Carelon Compliance with Education and Prevention Programs

Status Status Status
PEPS Item Met Partially Met Not Met
Education and Substandard 2024 |All Carelon primary |- -
Prevention 59.1 contractors
Programs

PEPS: Program Evaluation Performance Summary; RY: review year.
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Table C27: CBH Compliance with Education and Prevention Programs

Status Status Status
PEPS Item Met Partially Met Not Met
Education and Substandard 2023 |All CBH primary - -
Prevention 59.1 contractors
Programs

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C28: CCBH Compliance with Education and Prevention Programs

Status Status Status
PEPS Item Met Partially Met Not Met
Education and Substandard 2022 |All CCBH primary - -
Prevention 59.1 contractors
Programs

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C29: MBH Compliance with Education and Prevention Programs

Status Status Status
PEPS Item Met Partially Met Not Met
Education and Substandard 2023  |All MBH primary - -
Prevention 59.1 contractors
Programs

PEPS: Program Evaluation Performance Summary; RY: review year.

Table C30: PerformCare Compliance with Education and Prevention Programs

Status Status Status
PEPS Item Met Partially Met Not Met
Education and Substandard 2023 |All PerformCare - -
Prevention 59.1 primary contractors
Programs

PEPS: Program Evaluation Performance Summary; RY: review year.
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Appendix D: Integrated Care Plan Pay-for-Performance Program Validation

Objectives

The PA DHS conducts an ICP P4P Program that provides financial incentives for PH-MCOs and BH-MCOs to
improve quality of healthcare and reduced expenditures through enhanced coordination for members living
with SPMI. The PH-MCOs and the HC BH primary contractors/BH-MCOs must collaborate on a sample of
PH/BH HC members to stratify the member’s care needs, develop a joint care plan, and notify each other upon
a hospital admission. These activities and the results of the identified ICP performance measures are used to
determine an incentive payment.

Technical Methods of Data Collection and Analysis
CMS’s Protocol 7. Calculation of Additional Performance Measures was used as the framework to validate the
ICP P4AP measures. Figure D1 details the data collection and analysis activities.

4{ Activity 1: Prepare for Measurement }

¢ Step 1: Identify the performance measures to be calculated.
¢ Step 2: Prepare for data collection.
¢ Step 3: Identify related data elements, data sources, and data quality issues.

{ Activity 2: Calculated Measures }

¢ Step 1: Collect performance measure data.

¢ Step 2: Clean data.

¢ Step 3: Integrate data into the performance measure repository.
¢ Step 4: Conduct preliminary analysis.

¢ Step 5: Calculate the denominators, numerators, and rates.

{ Activity 3: Report Results }

¢ Step 1: Report preliminary measure results.
¢ Step 2: Analyze performance measure results.
¢ Step 3: Submit a final report to the state.

Figure D1: Integrated Care Plan Pay-for-Performance Data Collection and Analysis Activities

Description of Data Obtained

DHS selected ten ICP performance measures as quality indicators for the ICP P4P program, based on MY 2024
data. The specifications for these measures were developed by IPRO in collaboration with DHS. The ICP
measures include:

e Adherence to Antipsychotic Mediations for Members with SPMI

e Combined BH-PH Inpatient 30-Day Readmission Rate for Members with SPMI

e Combined BH-PH Inpatient Admission Utilization for Members With SPMI

e Comprehensive Diabetes Care for Members With SPMI: Hemoglobin Alc (Hbalc) Poor Control (> 9.0%)
e Diabetes Monitoring for Members with SPMI

e Emergency Department Utilization for Members with SPMI

e Follow-up After Emergency Department Visit for Mental Illness in Members With SPMI

e Follow-up After Emergency Department Visit for SUD in Members with SPMI

e Lipid Monitoring for Members With Cardiovascular Disease and SPMI

e SUD Specialty Care Following New SUD Episodes in Members with SPMI

Members are assigned to their respective PH-MCO and BH-MCO, enabling IPRO to calculate ICP rates at both
levels. This section presents the rates for the BH-MCOs. All data elements were populated with paid/accepted
Provider Reimbursement and Operations Management Information System (PROMISe™) encounters
processed as of 11/21/2025. The number of 2024 admissions/visits may be impacted for any MCO that
experienced issues with successfully submitting all appropriate institutional inpatient encounters to PROMISe.
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Conclusions and Comparative Findings
Table D1-Table D10 display the MY 2024 ICP measure results for BH-MCOs. Each table includes the percentage point change from MY 2023 to MY 2024.

Table D1 displays the BH-MCO MY 2024 rates for ICP Adherence to Antipsychotic Medications for Members with SPMI for members ages 18 years or older. A higher rate indicates better
performance. The statewide rate for this measure in MY 2024 was %, a decrease from % in MY 2023 (data not shown).

Table D1: Adherence to Antipsychotic Medications for Members with SPMI
Percentage

Indicator Age Group Denominator Numerator Rate Point Change!

Carelon Adherence to antipsychotic medications 18+ 1,254 897 71.5% 1.11
CBH Adherence to antipsychotic medications 18+ 3,025 1,563 51.7% -3.21
CCBH Adherence to antipsychotic medications 18+ 5,099 3,258 63.9% 1.09
MBH Adherence to antipsychotic medications 18+ 1,466 927 63.2% 0.82
PerformCare |Adherence to antipsychotic medications 18+ 1,047 635 60.6% -0.79

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; SPMI: serious persistent mental illness; MY: measurement year.

Table D2 displays the BH-MCO MY 2024 rates for ICP Combined BH-PH Inpatient 30-Day Readmission Rate for Members with SPMI for members ages 18 years or older. A lower rate indicates
better performance. The MY 2024 statewide rate for this measure was 19.24%, a decrease from 18.46% in MY 2023 (data not shown).

Table D2: Combined BH-PH Inpatient 30-Day Readmission Rate for Members with SPMI

Percentage
Indicator Age Group Denominator Numerator Rate Point Change!
Carelon Combined BH-PH inpatient 30-day readmission rate 18+ 8,966 1,343 15.0% 0.55
CBH Combined BH-PH inpatient 30-day readmission rate 18+ 18,486 5,914 32.0% 421
CCBH Combined BH-PH inpatient 30-day readmission rate 18+ 35,265 6,404 18.2% 1.47
MBH Combined BH-PH inpatient 30-day readmission rate 18+ 11,064 2,347 21.2% 1.31
PerformCare |Combined BH-PH inpatient 30-day readmission rate 18+ 8,146 1,653 20.3% 3.26

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; BH: behavioral health; BH: physical health; SPMI: serious persistent mental illness; MY: measurement year.

Table D3 displays the BH-MCO MY 2024 rates for ICP Combined BH-PH Inpatient Admission Utilization for Members with SPMI for members ages 18 years or older. A lower rate indicates
better performance. The MY 2024 statewide rate for inpatient discharges per 1,000 member months was 9.46 for all members (up from 9.31 in MY 2023), 4.93 for members with a history of
SPMI (up from 4.80 in MY 2023), and 23.35 for SPMI-defined member months for members with a history of SPMI (up from 22.33 in MY 2023; data not shown).
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Table D3: Combined BH-PH Inpatient Admission Utilization for Members with SPMI

Percentage

Indicator Age Group Denominator Numerator Rate Point Change!
Carelon IP discharges per 1000 member months for all members 18+ 1,777,322 18,322 10.31 1.33
Carelon IP discharges per 1000 member months for members with a history of SPMI 18+ 1,777,322 10,633 5.98 0.79
Carelon IP discharges per 1000 SPMI-defined member months for members with a history of SPMI 18+ 515,967 10,633 20.61 1.06
CBH IP discharges per 1000 member months for all members 18+ 3,801,163 42,303 11.13 1.11
CBH IP discharges per 1000 member months for members with a history of SPMI 18+ 3,801,163 19,769 5.20 0.69
CBH IP discharges per 1000 SPMI-defined member months for members with a history of SPMI 18+ 565,715 19,769 34.95 2.87
CCBH IP discharges per 1000 member months for all members 18+ 6,951,940 74,997 10.79 1.52
CCBH IP discharges per 1000 member months for members with a history of SPMI 18+ 6,951,940 41,037 5.90 0.90
CCBH IP discharges per 1000 SPMI-defined member months for members with a history of SPMI 18+ 1,758,025 41,037 23.34 1.85
MBH IP discharges per 1000 member months for all members 18+ 2,047,984 23,973 11.71 1.87
MBH IP discharges per 1000 member months for members with a history of SPMI 18+ 2,047,984 13,104 6.40 1.17
MBH IP discharges per 1000 SPMI-defined member months for members with a history of SPMI 18+ 465,729 13,104 28.14 2.79
PerformCare |IP discharges per 1000 member months for all members 18+ 1,537,449 17,107 11.13 1.81
PerformCare |IP discharges per 1000 member months for members with a history of SPMI 18+ 1,537,449 9,490 6.17 1.16
PerformCare |IP discharges per 1000 SPMI-defined member months for members with a history of SPMI 18+ 388,415 9,490 24.43 2.42

! The rate point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; BH: behavioral health; PH: physical health; IP: inpatient; SPMI: serious persistent mental illness; MY: measurement year; MM: member months.

Table D4 displays the BH-MCO MY 2024 rates for ICP Comprehensive Diabetes Care for Members with SPMI: HbA1lc Poor Control (> 9.0%) for members in age groups 18-64 years, 64-75 years,
and total ages. A lower rate indicates better performance. The MY 2024 statewide rates for this measure were 73.32% for ages 18-64 years (down from 73.68% in MY 2023), 70.19% for ages
64-75 years (up from 72.94% in MY 2023), and 73.30% for total ages (down from 73.68% in MY 2023; data not shown).

Table D4: Comprehensive Diabetes Care for Members with SPMI: HbAlc Poor Control (> 9.0%)

Percentage

Indicator Age Group Denominator Numerator Rate Point Change!
Carelon Comprehensive diabetes care 18-64 years 5,886 3,859 65.6% 2.49
Carelon Comprehensive diabetes care 65-75 years N/A N/A N/A N/A
Carelon Comprehensive diabetes care Total 5,900 3,865 65.5% 2.54
CBH Comprehensive diabetes care 18-64 years 6,214 4,643 74.7% -10.9
CBH Comprehensive diabetes care 65-75 years 100 72 72.0% -12.0
CBH Comprehensive diabetes care Total 6,314 4,715 74.7% -10.9
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Percentage

Indicator Age Group Denominator Numerator Rate Point Change!
CCBH Comprehensive diabetes care 18-64 years 20,182 14,863 73.6% 0.71
CCBH Comprehensive diabetes care 65-75 years 140 86 61.4% -6.14
CCBH Comprehensive diabetes care Total 20,322 14,949 73.6% 0.66
MBH Comprehensive diabetes care 18-64 years 4,706 3,428 72.8% -1.17
MBH Comprehensive diabetes care 65-75 years 72 45 62.5% -0.66
MBH Comprehensive diabetes care Total 4,778 3,473 72.7% -1.18
PerformCare |Comprehensive diabetes care 18-64 years 4,431 3,151 71.1% 5.08
PerformCare |Comprehensive diabetes care 65-75 years 40 24 60.0% -2.50
PerformCare |Comprehensive diabetes care Total 4,471 3,175 71.0% 5.01

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; SPMI: serious persistent mental illness; HbAlc: hemoglobin Alc; MY: measurement year; N/A: denominator is less than 30 in this and/or previous year.

Table D5 displays the BH-MCO MY 2024 rates for ICP Diabetes Monitoring for Members with SPMI. A higher rate indicates better performance. The MY 2024 statewide rate for this measure
was 72.02%, an increase from 69.72% in MY 2023 (data not shown).

Table D5: Diabetes Monitoring for Members with SPMI

Percentage
MCO Indicator Age Group Denominator Numerator Rate Point Change!
Carelon Diabetes monitoring 18-64 years 8,898 6,659 74.8% 1.38
CBH Diabetes monitoring 18-64 years 9,664 6,772 70.1% 5.29
CCBH Diabetes monitoring 18-64 years 29,145 22,163 76.0% 2.03
MBH Diabetes monitoring 18-64 years 7,708 5,535 71.8% 2.86
PerformCare |Diabetes monitoring 18-64 years 6,236 4,826 77.4% 1.37

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; SPMI: serious persistent mental illness; MY: measurement year.

Table D6 displays the BH-MCO MY 2024 rates for ICP Emergency Department Utilization for Members with SPMI. A lower rate indicates better performance. The MY 2024 statewide rates for
ED visits per 1,000 member months were 63.49 for all members (down from 64.40 in MY 2023), 25.61 for members with a history of SPMI (down from 25.87 in MY 2023), and 121.32 for SPMI-
defined member months for members with a history of SPMI (up from 120.42 in MY 2023; data not shown).
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Table D6: Emergency Department Utilization for Members with SPMI

Percentage

Indicator Age Group Denominator Numerator Rate Point Change!
Carelon ED visits per 1000 member months for all members 18+ 1,777,322 127,704 71.85 6.76
Carelon ED visits per 1000 member months for members with a history of SPMI 18+ 1,777,322 58,912 33.15 3.79
Carelon ED visits per 1000 SPMI-defined member months for members with a history of SPMI 18+ 515,967 58,912 114.2 3.73
CBH ED visits per 1000 member months for all members 18+ 3,801,163 259,278 68.21 2.69
CBH ED visits per 1000 member months for members with a history of SPMI 18+ 3,801,163 86,997 22.89 1.58
CBH ED visits per 1000 SPMI-defined member months for members with a history of SPMI 18+ 565,715 86,997 153.8 2.17
CCBH ED visits per 1000 member months for all members 18+ 6,951,940 480,111 69.06 6.11
CCBH ED visits per 1000 member months for members with a history of SPMI 18+ 6,951,940 209,443 30.13 3.33
CCBH ED visits per 1000 SPMI-defined member months for members with a history of SPMI 18+ 1,758,025 209,443 119.1 3.90
MBH ED visits per 1000 member months for all members 18+ 2,047,984 144,022 70.32 6.59
MBH ED visits per 1000 member months for members with a history of SPMI 18+ 2,047,984 62,830 30.68 4,04
MBH ED visits per 1000 SPMI-defined member months for members with a history of SPMI 18+ 465,729 62,830 134.9 5.81
PerformCare |ED visits per 1000 member months for all members 18+ 1,537,449 102,159 66.45 6.40
PerformCare |ED visits per 1000 member months for members with a history of SPMI 18+ 1,537,449 45,163 29.38 4.20
PerformCare |ED visits per 1000 SPMI-defined member months for members with a history of SPMI 18+ 388,415 45,163 116.3 5.74

! The rate point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; ED: emergency department; SPMI: serious persistent mental illness; MY: measurement year.

Table D7 displays the BH-MCO MY 2024 rates for ICP Follow-up After an Emergency Department Visit for Mental lliness in Members with SPMI, within 7 days and 30 days, across the age
groups 18-64 years, 65 years and older, and all ages combined. A higher rate indicates better performance. The MY 2024 statewide rates for 7-day follow-up were 35.21% for ages 18-64
years (down from 35.30% in MY 2023), 33.33% for ages 65 years and older (down from 40.00% in MY 2023), and 35.21% for all ages combined (down from 35.31% in MY 2023; data not
shown). The MY 2024 statewide rates for 30-day follow-up were 50.92% for ages 18-64 years (down from 51.42% in MY 2023), 38.89% for ages 65 years and older (down from 55.00% in MY
2023), and 50.90% for all ages combined (down from 51.43% in MY 2023; data not shown).

Table D7: Follow-up After an Emergency Department Visit for Mental lliness in Members with SPMI

Percentage

MCO Indicator Age Group Denominator Numerator Rate Point Change!
CARELON Follow-up after an ED visits for mental illness within 7 days 18-64 years 506 217 42.9% -1.37
CARELON Follow-up after an ED visits for mental illness within 7 days 65+ years N/A N/A N/A N/A
CARELON Follow-up after an ED visits for mental illness within 7 days Total 506 217 42.9% -1.37
CARELON Follow-up after an ED visits for mental illness within 30 days 18-64 years 506 312 61.7% -2.66
CARELON Follow-up after an ED visits for mental illness within 30 days 65+ years N/A N/A N/A N/A
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Percentage

MCO Indicator Age Group Denominator Numerator Rate Point Change!
CARELON Follow-up after an ED visits for mental illness within 30 days Total 506 312 61.7% -2.66
CBH Follow-up after an ED visits for mental illness within 7 days 18-64 years 826 357 43.2% 1.63
CBH Follow-up after an ED visits for mental illness within 7 days 65+ years N/A N/A N/A N/A
CBH Follow-up after an ED visits for mental illness within 7 days Total 831 360 43.3% 1.72
CBH Follow-up after an ED visits for mental illness within 30 days 18-64 years 826 458 55.4% 1.43
CBH Follow-up after an ED visits for mental illness within 30 days 65+ years N/A N/A N/A N/A
CBH Follow-up after an ED visits for mental illness within 30 days Total 831 462 55.6% 1.58
CCBH Follow-up after an ED visits for mental illness within 7 days 18-64 years 2,368 1,114 47.0% -6.61
CCBH Follow-up after an ED visits for mental illness within 7 days 65+ years N/A N/A N/A N/A
CCBH Follow-up after an ED visits for mental illness within 7 days Total 2,370 1,114 47.0% -6.65
CCBH Follow-up after an ED visits for mental illness within 30 days 18-64 years 2,368 1,494 63.1% -5.18
CCBH Follow-up after an ED visits for mental iliness within 30 days 65+ years N/A N/A N/A -N/A
CCBH Follow-up after an ED visits for mental illness within 30 days Total 2,370 1,494 63.0% -5.24
MAGELLAN Follow-up after an ED visits for mental illness within 7 days 18-64 years 743 298 40.1% 0.55
MAGELLAN Follow-up after an ED visits for mental illness within 7 days 65+ years N/A N/A N/A N/A
MAGELLAN Follow-up after an ED visits for mental illness within 7 days Total 745 298 40.0% 0.44
MAGELLAN Follow-up after an ED visits for mental illness within 30 days 18-64 years 743 434 58.4% 1.27
MAGELLAN Follow-up after an ED visits for mental illness within 30 days 65+ years N/A N/A N/A N/A
MAGELLAN Follow-up after an ED visits for mental illness within 30 days Total 745 434 58.3% 1.11
PERFORMCARE Follow-up after an ED visits for mental illness within 7 days 18-64 years 482 239 49.6% -9.56
PERFORMCARE Follow-up after an ED visits for mental illness within 7 days 65+ years N/A N/A N/A N/A
PERFORMCARE Follow-up after an ED visits for mental illness within 7 days Total 482 239 49.6% -9.47
PERFORMCARE Follow-up after an ED visits for mental illness within 30 days 18-64 years 482 312 64.7% -5.46
PERFORMCARE Follow-up after an ED visits for mental iliness within 30 days 65+ years N/A N/A N/A N/A
PERFORMCARE Follow-up after an ED visits for mental illness within 30 days Total 482 312 64.7% -5.35

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; ED: emergency department; SPMI: serious persistent mental iliness; MY: measurement year; N/A: denominator is less than 30 in this and/or previous year.

Table D8 displays the BH-MCO MY 2024 rates for ICP Follow-up After an Emergency Department Visit for SUD in Members with SPMI, within 7 days and 30 days, across the age groups 18-64

years, 65 years and older, and all ages combined. A higher rate indicates better performance. The MY 2024 statewide rates for 7-day follow-up were 22.19% for ages 18-64 years (down from
25.91% in MY 2023) and 22.17% for all ages combined (down from 25.89% in MY 2023; data not shown). The MY 2024 statewide rates for 30-day follow-up were 33.87% for ages 18-64 years
(down from 36.17% in MY 2023) and 33.84% for all ages combined (down from 36.14% in MY 2023; data not shown).
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Table D8: Follow-up After an Emergency Department Visit for Substance Use Disorder in Members with SPMI

Percentage
MCO Indicator Age Group Denominator Numerator Rate Point Change!
CARELON Follow-up after an ED visit for substance use disorder within 7 days 18-64 years 861 225 26.1% 3.60
CARELON Follow-up after an ED visit for substance use disorder within 7 days 65+ years N/A N/A N/A N/A
CARELON Follow-up after an ED visit for substance use disorder within 7 days Total 861 225 26.1% 3.63
CARELON Follow-up after an ED visit for substance use disorder within 30 days 18-64 years 861 352 40.9% 4.86
CARELON Follow-up after an ED visit for substance use disorder within 30 days 65+ years N/A N/A N/A N/A
CARELON Follow-up after an ED visit for substance use disorder within 30 days Total 861 352 40.9% 4.89
CBH Follow-up after an ED visit for substance use disorder within 7 days 18-64 years 2,094 690 33.0% 0.22
CBH Follow-up after an ED visit for substance use disorder within 7 days 65+ years N/A N/A 66.7% 52.38
CBH Follow-up after an ED visit for substance use disorder within 7 days Total 2,097 692 33.0% 0.33
CBH Follow-up after an ED visit for substance use disorder within 30 days 18-64 years 2,094 1,099 52.5% 2.46
CBH Follow-up after an ED visit for substance use disorder within 30 days 65+ years N/A N/A 66.7% 23.81
CBH Follow-up after an ED visit for substance use disorder within 30 days Total 2,097 1,101 52.5% 2.50
CCBH Follow-up after an ED visit for substance use disorder within 7 days 18-64 years 3,429 1,056 30.8% 3.39
CCBH Follow-up after an ED visit for substance use disorder within 7 days 65+ years N/A N/A 20.0% 20.00
CCBH Follow-up after an ED visit for substance use disorder within 7 days Total 3,434 1,057 30.8% 3.40
CCBH Follow-up after an ED visit for substance use disorder within 30 days 18-64 years 3,429 1,493 43.5% 2.15
CCBH Follow-up after an ED visit for substance use disorder within 30 days 65+ years N/A N/A 40.0% 40.00
CCBH Follow-up after an ED visit for substance use disorder within 30 days Total 3,434 1,495 43.5% 2.19
MAGELLAN Follow-up after an ED visit for substance use disorder within 7 days 18-64 years 1,069 383 35.8% 9.25
MAGELLAN Follow-up after an ED visit for substance use disorder within 7 days 65+ years N/A N/A N/A N/A
MAGELLAN Follow-up after an ED visit for substance use disorder within 7 days Total 1,069 383 35.8% 9.27
MAGELLAN Follow-up after an ED visit for substance use disorder within 30 days 18-64 years 1,069 501 46.9% 8.96
MAGELLAN Follow-up after an ED visit for substance use disorder within 30 days 65+ years N/A N/A N/A N/A
MAGELLAN Follow-up after an ED visit for substance use disorder within 30 days Total 1,069 501 46.9% 8.99
PERFORMCARE Follow-up after an ED visit for substance use disorder within 7 days 18-64 years 680 145 21.3% -1.21
PERFORMCARE Follow-up after an ED visit for substance use disorder within 7 days 65+ years N/A N/A N/A N/A
PERFORMCARE Follow-up after an ED visit for substance use disorder within 7 days Total 680 145 21.3% -1.21
PERFORMCARE Follow-up after an ED visit for substance use disorder within 30 days 18-64 years 680 257 37.8% -0.59
PERFORMCARE Follow-up after an ED visit for substance use disorder within 30 days 65+ years N/A N/A N/A N/A
PERFORMCARE Follow-up after an ED visit for substance use disorder within 30 days Total 680 257 37.8% -0.59

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; ED: emergency department; SPMI: serious persistent mental iliness; MY: measurement year; N/A: denominator is less than 30 in this and/or previous year.
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Table D9 displays the BH-MCO MY 2024 rates for ICP Lipid Monitoring for Members with Cardiovascular Disease and SPMI for the 18-64 years age group. A higher rate indicates better
performance. The statewide rate for this measure was 60.60%, an increase from 60.52% in MY 2023 (data not shown).

Table D9: Lipid Monitoring for Members with Cardiovascular Disease and SPMI

MCO

Indicator

Age Group

Denominator

Numerator

Rate

Percentage
Point Change!

Carelon Lipid monitoring for members with cardiovascular disease 18-64 years 826 532 64.4% 0.50
CBH Lipid monitoring for members with cardiovascular disease 18-64 years 685 416 60.7% 1.63
CCBH Lipid monitoring for members with cardiovascular disease 18-64 years 2,334 1,463 62.7% 1.30
MBH Lipid monitoring for members with cardiovascular disease 18-64 years 576 360 62.5% 5.89
PerformCare |Lipid monitoring for members with cardiovascular disease 18-64 years 434 273 62.9% 3.96

! The percentage point change in the MY 2024 rate compared to MY 2023.

MCO: managed care organization; SPMI: serious persistent mental illness; MY: measurement year.

Table D10 displays the MY 2024 rates for ICP SUD Specialty Care Following New SUD Episodes in Members with SPMI across the age groups 18-64 years, 65 years and older, and all ages
combined. The measure is reported for both the initiation of care and ongoing care engagement. A higher rate indicates better performance. The MY 2024 statewide rates for care initiation
were 49.70% for ages 18-64 years (up from 41.43% in MY 2023), 43.23% for ages 65 years and older (down from 44.16% in MY 2023), and 49.68% for all ages combined (up from 41.44% in MY
2023; data not shown). The MY 2024 statewide rates for ongoing care engagement were 19.84% for ages 18-64 years (up from 18.97% in MY 2023), 7.29% for ages 65 years and older (down

from 11.21% in MY 2023), and 19.80% for all ages combined (up from 18.92% in MY 2023; data not shown).
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Table D10: SUD Specialty Care Following New SUD Episodes in Members with SPMI

Indicator

Age Group

Denominator

Numerator

Rate

Percentage
Point Change!

Carelon SUD specialty care following new SUD episodes - initiation 18-64 years 6,720 3,204 47.7% -0.91
Carelon SUD specialty care following new SUD episodes - initiation 65+ years N/A N/A N/A N/A
Carelon SUD specialty care following new SUD episodes - initiation Total 6,729 3,206 47.6% -0.87
Carelon SUD specialty care following new SUD episodes - engagement 18-64 years 6,720 2,084 31.0% -2.26
Carelon SUD specialty care following new SUD episodes - engagement 65+ years N/A N/A N/A N/A
Carelon SUD specialty care following new SUD episodes - engagement Total 6,729 2,085 31.0% -2.21
CBH SUD specialty care following new SUD episodes - initiation 18-64 years 11,913 6,351 53.3% 3.64
CBH SUD specialty care following new SUD episodes - initiation 65+ years 62 32 51.6% 10.87
CBH SUD specialty care following new SUD episodes - initiation Total 11,975 6,383 53.3% 3.68
CBH SUD specialty care following new SUD episodes - engagement 18-64 years 11,913 3,673 30.8% 2.74
CBH SUD specialty care following new SUD episodes - engagement 65+ years 62 13 21.0% 2.45
CBH SUD specialty care following new SUD episodes - engagement Total 11,975 3,686 30.8% 2.74
CCBH SUD specialty care following new SUD episodes - initiation 18-64 years 23,843 12,407 52.0% 1.78
CCBH SUD specialty care following new SUD episodes - initiation 65+ years 63 28 44.4% 6.71
CCBH SUD specialty care following new SUD episodes - initiation Total 23,906 12,435 52.0% 1.78
CCBH SUD specialty care following new SUD episodes - engagement 18-64 years 23,843 8,600 36.1% 1.55
CCBH SUD specialty care following new SUD episodes - engagement 65+ years 63 11 17.5% -1.41
CCBH SUD specialty care following new SUD episodes - engagement Total 23,906 8,611 36.0% 1.52
MBH SUD specialty care following new SUD episodes - initiation 18-64 years 5,644 2,959 52.4% 0.95
MBH SUD specialty care following new SUD episodes - initiation 65+ years N/A N/A N/A N/A
MBH SUD specialty care following new SUD episodes - initiation Total 5,659 2,963 52.4% 0.89
MBH SUD specialty care following new SUD episodes - engagement 18-64 years 5,644 1,867 33.1% 0.24
MBH SUD specialty care following new SUD episodes - engagement 65+ years N/A N/A N/A N/A
MBH SUD specialty care following new SUD episodes - engagement Total 5,659 1,871 33.1% 0.24
PerformCare |SUD specialty care following new SUD episodes - initiation 18-64 years 4,411 2,175 49.3% 1.50
PerformCare |SUD specialty care following new SUD episodes - initiation 65+ years N/A N/A N/A N/A
PerformCare |SUD specialty care following new SUD episodes - initiation Total 4,422 2,180 49.3% 1.49
PerformCare |SUD specialty care following new SUD episodes - engagement 18-64 years 4,411 1,364 30.9% 1.78
PerformCare |SUD specialty care following new SUD episodes - engagement 65+ years N/A N/A N/A N/A
PerformCare |SUD specialty care following new SUD episodes - engagement Total 4,422 1,368 30.9% 1.86

! The percentage point change in the MY 2024 rate compared to MY 2023.
MCO: managed care organization; SUD: substance use disorder; SPMI: serious persistent mental illness; MY: measurement year; N/A: denominator is less than 30 in this and/or previous year.
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ICP Pay-for-Performance Aggregate Summary
Figure D2 provides an aggregated summary of the ICP recommendations across all MCOs.

Strengths Opportunities i
All BH-MCOs improved on the Diabetes BH-MCOs performance fell for AAM,
monitoring and Lipid monitoring FMH, and REA. n

measures. OMHSAS should drill into the

underperformances to determine
which BH-MCO to work with to
improve care planning and
management with shared members.

Figure D2: ICP Pay-for-Performance Aggregate Findings ICP: Integrated Care Plan; BH-MCO: physical health
managed care organization.
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