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Executive Summary

Thegoalof the NC 1115 Waiver is to improve Medicaid beneficiary health outcomes through the
implementation of a new delivery system, to enhance the viability and sustainability of the NC Medicaid
program by maximizing the receipt of highlue care, and to redudée burden fromsubstance use

disorders statewide. The demonstration consists of two major elements: components to restructure
Medicaid and Health Choice delivery system and benefit structure in NC and components to address the
opioid use epidemic and geral substance use treatment needs in the state of North Carolina. This report
evaluates changes measuregeflecting quality of care, process of care, and health outcomes, focused on
the first two goalsof the 1115 waiverelated to system transformatiamhe Pilots will be evaluated in a
separate Interim Evaluation Report, although Pilot participants are included in the analyses for the overall

G ADSNI SO tdzr A2y d ¢KS FTANRG whkLAR /@0ftS 'aasSaays

Thereport presents two driver diagrams developed for the Evaluation Design document that convey the
pathways by which waiver goals would be achieved. These diagrams lead to a number of testable
hypotheses and research questions, which are developed and tested.. We focus on Gaall&20of the

waiver and test research questions using a number of data sources including Medicaid enroliment, claims

and encounters, and statievel public data sources suchtas Behavioral Risk Factor Surveillance System.

The evaluation study period for the Interim Evaluation Report runs fdmvemberl, 2019¢ February 28
2023.Standard PlangSP), a major component of the 1115 wajMaunched on July 1, 202hd most
analyses in this report compare the trends in metrics before and after the launch of SPs, corfoplling
observable variablesush as comorbidities and demographic characteristiemajort and potentially--
confoundingevent occurred during th&Pimplementation periodthe Public Health Emergency from the
COVIEL9 pandemic began with stagt-home orders in March 2020 and only endedMay 2023.In our
Interim Evaluation Report on the substance use disorder components of the wislagr2023) we
developed a novel method of identifying tideeturn-to-normak dates in our datawhich we continue to

use here.

We use interrupted time series models to examine the trends in metrics before the start oPthargh
and during the waiver implementation period. These models control for changes due to other factors such
asthe COVIEL9 PHE month effects, county effects, and beneficideyel controls for age, race/ethnicity,

sex, and the Chronic Disease Payment System (RRPABK score.hE ITS analysioes not incorporate a




comparison group that was not exposed to the NC Medicaid transformation and thus the models will
attribute any remaining factors that occurred during thHei@plementation period to the Bwaiver. We

take this into account when describing resultée compare Level 3 Advanced Medical Homes (AMH) to
Levels 12 AMHsusing differencan-differences analyses that compare the rate of change by AMH type

from before to after the launch of SPs.
Below, we summarize the findings the theme of thehypothesis:

1. Hypotheses thaevaluatethe effect of SP launch

Hypothesis 1.1 examined the impact of SP launch on a variety of measures of access to health care, quality
of care, and health outcomes. Of thé Bieasures examined, eight showed marked improvement. These
includedtwo metrics from the Standard Plan measure setidance of antibiotic treatment for acute

bronchitis andconcurrent use of opioids and benzodiazepines. The six other measuremitraved

included breast cancer screeginpostpartum contraceptive care within 90 days of delivery, appropriate
testing for pharyngitisseductions in the hospitalization rate for diabetes shttm complications among

children and adolescents, reductions in the admissions rate for asthma among children and adolescents,
and reductions in the rate of hospitalizations for urinary tract itilets among children and adolescents.
Interestingly these rates are all based on medication use or hospital care. Fifteen measures worsened since
the laurch of Standard Plans, even after attempting to control for changes due to the IOVBE,

althoughour methods are incomplete in capturing its full effect on patterns of care. These meastiees

a broad range of phanacy, outpatientdental,and preventative cargervicesvhich may be directly or

indirectly affected by the transition to managed cafée remaining 2measures did not exhibit any

statistically significant differences from pit® postSP implementationincluding one SP/AMH measure set

metric.

Hypothesis 1.2 examined the impact ofI&8fhchon measures of behavioral health access to care and
gualityamong the population of beneficiaries in S found significant progress by SPs in engaging
beneficiaries with behavioral health needs in caraiime metrics. These include greater retention in
antidepressant medication use for beneficiaries with diagnosed depression at both the acute and
continuation phases, greater followp after hospitalization for mental illness with enhanced behavioral
services, geater rates of initiatiorin services foalcohol use disorder, initiatioand engagement in
treatment foropioid use disorderand overallSixmeasures of behavioral health care and quality

worsened even after adjusting for COVID effects. These includalherence to antipsychotic medication




for SP members with Schizophreriap measures of metabolic monitoring for children and adolescents on
antipsychoticscontinuity of pharmacotherapy for OUD; the use of behavioral health services by
beneficiares with a serious mental illness, substance use disorder, or severe emotional distuidoahce,
access to preventative/ambulatory health services for people @iBUD diagnoses. The remainirg 1
metrics showed no difference between the pand post SP implementation periogdsncluding four

measures from the Standard Plan Measure Set.

Hypothesisl.3examines the use of MOUD and behavioral health services by SP enrollees and reductions in
the use of opioids. We analyzed five metrics for this hypoth&Besinitiation and engagement of opioid
use treatment have both improved among beneficiaries in SPs since SP implemei@atomeasure of

use of opioids in high dosages worsened, and the remaining two metrics showed no differences.

Hypothesis 2.1 examines whether improved access and quality of care through SPs decreased reactive
services such as emergency department or hospital admissid@sanalyzed three metrics for this

hypothesis. One demonstrated substantial progress after SP implementation (ED visits per capita); one
worsened (avoidable ED visits) and one demonstrated no difference from what is estimated to occur in the

absence of thevaiver (hospital admissions).

Hypothesis 2.2 examines measures of access to community care after hospital disé¥apamined two
measures for this hypothesis. One measure reflected the percent of beneficiaries in the SP population who
received care management services. This increased appreciably after SP implementation. The second
metric reflecting patient engagemeit postdischarge care worsened, indicating a large reduction in care

by adult beneficiaries after an acute or nanute inpatient stay.

Hypothesis 2.3 examines trenoisexpenditure patternsWhile the budget neutrality and formal cost
analysis is not conducted by the evaluation team, we did examine trends-m@aber permonth
expenditures by Medicaid and the Standard Plans for components of expenditures. We found that per
capita spending imany areasvaslower after SP implementation than what was projected in the absence
of the waiver, although we notably found increases in spending on emergency department services. No

changes were aterved for behavioral health or prescription medication spending per capita.




Hypothesis 2.4 examines provider satisfaction and participation. For this hypothesis, we examined the
change in the percent of providers with a Medicaid contract in the month iiltd for services provided
to beneficiaries. We found that rate was generally increadiming the study period, but that the rate of
increase flatt@ed out after SP implementation. We also provide qualitative information from provider

interviews for this hypothesis.




2. Hypotheses thakevauate the effect ofAdvancedMedical Home (1.4)

Hypothesis 1.4 examines whether outcome measures are different bettieed Advanced Medical

Homes (AMH3) as comparedtier 1-2 AMHs, controlling for differences in beneficiary characteristics
including comorbidities, and controlling for practice level characteristics that have been constant over time.
We examined 23 outcome measures to test this hypothesis to determine whaén& AMHs had

improved outcomes oveier 1-2 AMHs since the implementation of SPs. While we did find an impressive
rate of growth in the number of practices designated as an AMH and the percent of the beneficiary
population receiving care management services, we found no differences in pattecase for the

remaining 21 measures. We do note that in some cases, beneficiaries in all types of AMHs had better

outcomes after SP lanch than before it, as noted in the results for hypotheses113l

3. Hypotheses that evaluate health equitfd.5)

We also looked at the degree to which the SP implementation affected groups differently. Here, there was
more evidence of heterogenous effects than we expected. For three stratificapiproaches; age, White

race, and Black raagroughly one third of metrics had statistically significant differential effects at the last
month of the study period. That is, there is evidence that the SP implementation affected one group more
than the other. Not albf these are clinicst significant effects; e.g. a teith of a percentage point may not

be of the utmost concern. In some cases, the differential effects led to attenuation of disparities; in others,
it exacerbated existing disparities. The metrics most likely to identify differential effects were thibse wi

the largest sample sizee.g. expenditures, utilization, and quality metrics where a large portion of the

population were eligible for inclusion.

In summary, this interim analysis examining changes in measures of access to care, quality of care, process,
and outcomes found many ways in whistandard Plankave improved these measures of health care

over the feefor-service Medicaid Direct program that existed prior to the launc8tahdard Plans July

2021. Improvements were noted not just in primary care, but in access to quality care for beneficiaries with
behavioral health diagnoses. At this writing, we do not find consistent patterns iryties of care that

improved undeiStandard Plangersus the types of care that remained the same or even worsebauhe

metrics of posthospital care improved, while others did not, and thus we cannot consistently point to the




overwhelming need for system improvements in interactions between primary care and hospital care.
Hospital care was especially disrupted by the PHE, with enormous rates of critical care use fet€OVID
cases and substantial reductions in many clinical areas such as elective surgeries. Patterns of hospital care
still have not returned to normaMany measures of behavioral health showed remarkable improvements,

while some declined.

Many of the metrics that are still in need of improvement can be accomplished through system
improvements in primary care. Automated electronic health record processes could better identify
beneficiaries who are appropriate for statin prescriptions, orgitad follow-ups, for example. Increased

care management, not yet analyzed for this report due to continued data challenges, could be one method
of accomplishing these improvements, as could information technology enhancements through the health

information exchange or shared EHRs.

Finally, an area of disappointment is the lack of improvemertidn8 AMH practicesin any of the metrics
examined as compared teer 1-2 AMHs. This analysis controls for the selection bias inherghgin

voluntary participation in the AMH3 recognition program and thus uses a more rigorous analysis approach
by examining improvements since AMH recognition rather than allowing practices witistangding track
records of quality improvement that predate &Rihch to drive differences by AMi¢r. That is our

analysis does not just look at whether practices with lstanding records of high quality elected to
participate in the AMH program, but whether changes in AMH status after SP launch were associated with

improvements immetrics.




Chapter 1.General Background Information

North CarolinaMedicaidda MMM @SN Sy dAiGf SR Gb2NIK /I NRfAYyl aSRA
hereinafter referred to asthe Waiveré was approved by the Centers for Medicare & Medicaid Services

(CMS) on October 24, 2018lans for thaNaiver were initiated in 2015, when the NC General Assembly

enacted SessionLaw 20450 p (12 Y2@S GKS adlFriSQa aSRAOFIAR FYyR |
reimbursing providers directly through fder-service payments to a system of paying private hediim®
on a capitated basis. Thypalof the Waiver is to improve Medicaid beneficiary health outcomes through
the implementation of a new delivery system, to enhance the viability and sustainability of the NC
Medicaid program by maximizing the receipt oflfsivalue care, and to redudbe burden fromsubstance
use disorders statewidén achieving the stated goakhe Waiverembeds two major elements of the
demonstration:(1) componentsaimed atrestructuring e Medicaid and Health Choice delivanyd
paymentsystens; and (2) components to addresthe opioid use epidemic and general substance use
treatment needs in the stateThisinterim Reportwill focus on theNaiver components related to the
transformation of thedelivery and payment systemehich began odulyl, 2®1. For more details onhe
implementation of theSubstance Use Disord€UDYomponenst of the Waiverplease refer to the SUD

Interim Evaluation Repagrtompleted inMay 2023.

Thedelivery and payment systenomponentsof the Waiverconsist of several important policy changes.
First, the State transitioed most NC Medicaid and Health Choice enrolliees a feefor-service system

into a capitated model ofare.Thisshift hashapperedin phases, by eligible populations. The first group
transitionedto Standard Prepaid Health Plaigigndard Plansr SPson July 1, 2021. This grolgcludes
individuals statewide who are not excluded from enrolimenEPsand do not qualify for one of the
behavioral health intellectual/developmental disabiliEgilored Planghereinafter referred to asiTailored
Plang 0 th&sNdcialized foster care pladescribed below. In addition, beneficiaries who are members of
a recognized federal tribe or eligible to receive services from the Indian Health Sere@éain counties
can opt into the Tribal Option instead of the capitated plans. Later in the demonstration, Medicaid
enrollees with severe behavioral health conditions, intellectual or developmental disabilities, and/or

traumatic brain injuries who meet criteria establishby the Department of Health and Human Services

and current & well agormer fosterchildren’ will be enrolled in separate capitated plans with specialized

1 Medicaid-only beneficiaries in foster care under age 21, children in adoptive placements and former foster youth who aged out of care up to
age 26.




features that are customized for the needs of each of these grolipes final launch date of these specialty
plans has not been determined as of this repd¥thile most Medicaid enrollees will be covered under a

capitated plan under the demonstration, several groups are excluded from participation, incladgig
Medicaid enrolleesvho aredually eligiblé and Medicaid enrollees who are eligible through the Medically

Needy program, those with limited eligibility such as through family planning waivers, those presumptively
eligible for Medicaid, and prison inmates receiving Medicaid covered inpatient servieeklition,

Medicaidonly beneficiaries receiving lorggay nursing home services and Community Alternatives

Program for Children and Community Alternatives Program for Disabled Adult enrollees are also excluded.

These beneficiaries will remain in fé@r-service Medicaid, now called NC Medicaid Direct.

The next significant policy shift revolves around the Advanced Medical Home (AMH) program. Expanding
upon its preexisting primary care caseanagement initiative, which was in place prior to the Waiver
implementation, the State introduced the AMH programa central method for providing and

coordinating care management services within managed care. Presently, there arei¢insed AMHSs,

each withincreasng care management obligations and criteAa. defined in the AMH manual for primary
care providers AmMM\AMH Tier 1 and 2 practices, PHPs will retain primary responsibility for care

management, and practices will be required to closely coordinate and interact with each PHP with which

they have a contract. AMH Tier 3 is a more advanced phase for practimhsteetake on care

management responsibility, either alone or as part of a network of practices affiliated with a Clinically
Integrated Network (CIN). PHPs will provide oversight for care management delivered in or on behalf of

Tier 3practices buwill otherwise delegate day to day care management responsibilities to the Tier 3 AMH
LINF OGAOS 2NJ GKS a2adSY 2NJ/LbkLINIYSNE 6AGK 86KAOK
Tier 2 practices follows the same distinction from the curgamtary care case management program,

with Tier 2 practices required to contract with a regional network, on top of the Tier 1 practice

requirements such as aftdrours availability and panel siZ&s are required to contract with 100% of Tier

3 AMH practices in their service aredthough this has not been achieved in practiée ofMay 2023,

there were 1,348 practices which have been certified as AMHs, &88of theseare currentlycertified as

2 Dual eligibles will enroll in BH I/DD Tailored Plansat their launch for BH and I/DD services only and medically needy and HIPP beneficiaries who
are enrolled in the Innovations waiver will enroll in BH I/DD Tailored Plansat their launch.
3NC DHHS(Aug 27, 2018)Becoming Certified as an Advanced Medical Home: A Manual for Primary Care ProvidersFull manual can be found

here.



https://files.nc.gov/ncdma/documents/Providers/Programs_Services/amh/AMH_Provider-Manual_08272018.pdf

AMHetier 3 practicesParticipation in the program is optional for primary care practices, allowing them the

flexibility to apply for recognition at a specifigerlevel orto opt out entirely.

In January 2020, Medicaid also announced its strategy for the use ofhvadaeel payments through the
Medicaid transformation processJnder this strategy, plan and provider contracts will include a value

based component before the end of the demonstration period. Component options include, but are not
limited to AMH Performance Incentive Payments, participation in a Medicaid @&@@gding valuebased
payments to existing care management models such as the pregnancy medical home model or local health
department care management. Valtmased approaches may be customized to specific populations, such

as pediatrics, maternity care, or pharmadylany of the VBP models have only been phased in recently and
data is not yet available that would support VBP analyses, so they are not included in thisAepbsd.

VBP modelmature and havanore postimplementation data, an evaluation of their impact can be

conducted.

(@]
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subset of regions. These pilaiffer reimbursement for evidencbased, normedical interventions that

address housing, transportation, food, and interpersonal safety and toxic stress that are traditionally not
covered by Medicaid. North Carolina will be able to evaluate the impact of thegiwa of these services

2y SYNRfttSSaQ KSIft GK 2 dzi O2willdeevaluafer in i Spafateterdd NE 02 & i
BEvaluationReport although Pilot participantareincludedin the analyses for the overall waiver evaluation.
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Chapter 2. Evaluation Questions and Hypotheses

There are three stated goals of the demonstration:
1. Measurably improve health outcomes via a new delissrstem.

2. Maximize highvalue care to ensure sustainability of the Medicpidgram.
3. Reduce théourden ofsubstanceusedisorder.”

All three goals can be used as a lens through whicldéfigery and payment system components of the
Waiverare evaluated, although thirst two arethe focus ofthis report. The primary and secondary drivers
or pathways through which these goalse theorized tde achieved are diagrammed bel@Rigures2.1 ¢
2.2).

The primary drivers for both Goals 1 and 2 include an increased use of alternative payment models,
providing care with a whole person orientation, enhanced access to care, and more use of etideade

practices and medicines.

The use of alternative payment models is expected to increase through the Gserafard PlanéSP),

which serve most of the Medicaid population atheé future implementation ofTailored Plan§TP) SPs are
encouraged to use alternative payment models (APMs) to pay providers and are incentivized to move along
GKS 1'SFftGK /INB tlFe&YSyid [SINYyAy3 IyR ! Giase® Yy bSig?2
models of payment and accountability. With the udferaluebased payments, SPs will have more ability to

place incentives upon providers to meet quality expectations. The SPs are held to qualitatape and

other oversight/compliance by the State; this puts more emphasis on quality and value than existed prior

to the waiver.

It is well known that medical care is only responsible for a fraction of a person's health; other factors like
social determinants of health and the environment are also considerable drieiscreased emphasis on
a whole person orientatioin the PHP modelgill improve beneficiary outcome# number of managed

care initiatives specifically address social determinants of health; these include the Healthy Opportunities

4

In order to more accurately capture the intent of the transformation.
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related needs.

Multiple secondary drivers will improve the use of evidehesed practices (EBP). This driver is
deliberately worded to account for both the recommendation of EBPs by providers as well as the ability
and willingness of patients to participate in the EB#bility to access recommended care (e.g.,
transportation needs met), trust in the provideirecommendation through shared decisioraking, and
adherence to the recommended treatment (e.g., medicatio®ome of the secondary drivers are focused
on the povider side (e.g., quality improvement actiei, valueadded benefitsand shared

data/transparency) while others are more focused on the patient and family (patient engagement, use of

advanced medical homed)ikewise, oversight of the PHPs and providers will increase the practice of EBPs,

and access to the resource platform will attenuate social barriers inhibiting pafkbitdies to access
EBPs

Finally, primary drivers alsnhancethe ability of patients to access care more generally. These will
improve provider satisfaction and willingness to treat and manage Medicaid beneficiaries. As providers
become more satisfied with the Medicaid program, more providers will be willing tageMedicaid

beneficiaries, and many will increase the number of Medicaid beneficiaries they are able to manage.




Figure 2.1 Driver Diagram for Goals 1 and 2.

Goal

Goal 1: Measurably
improve health
outcomes via a new
delivery system

Goal 2: Maximize
high-value care to
ensure sustainability
of the Medicaid
program

Primary Drivers

Deliver care with a
whole person care
orientation

Increase access to-high
quality providers

Increase Patients and
Providers Participating
in Alternative Payment
Models [APMSs)

Secondary Drivers

Address SDOH through
screening, resource
platform, and Healthy
opportunity pilots

Use of advanced medical
homes and
care management

State oversight and
incentives for quality
and access.

Design of fair and
attractive APMs and
data sharing by PHPs

Corresponding with the followindriver diagram (Figure 2.2poal 3 ito "reduce the burden of substance

use disorde}' both in terms of reductions in mortality and morbiditfhe primary intention of the SUD

components of the waiveatreto provide beneficiaries with substance use disorders the-higdlity care

they need and to reduce the lortgrm use of opioids.

The Goal 3pecific Driver Diagram focuses on drivers uniquely leading to G&dcandary drivers of

better management, integration between physical and behavioral health, patient satisfaction with SUD
treatment and an increase in prescribers of medications for opioid use disorders (MOUD; also referred to
as Medication Assisted Theuias, (MAT}leads to treatment being provided in the most appropriate care
setting, adherence to medications and SUD services (including, as above, the notion that providers need to
be recommending EBPs as well), and improving rates of treatment and engagementRitne&tment

and providers.

5 We use both terms in this report: MOUD is the currently preferred term while MAT is the traditional name and is included here only when it is

the name of specific outcome metrics or interventions.
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Figure 2.2 Driver Diagram for Goal 3.

Goal

Goal 3: Reduce
Burden from SUD

Primary Drivers

Adhere to Evidence-
Based Practices

Improved Access to
Healthcare

Secondary
Drivers

Formalize screening for
SuUD

Care Management

Dissemination and
implementation of
evidence

Access to Medication-
Assisted Therapy

Integrate Physical and
Mental Care

Increase access to-high
quality providers

Each of the goals leads to a number of hypotheses which will be tested in the demonstration evaluation

through the related research questior@ur focus in this report is ahe delivery and payment system

components of the Waivehat have been currently implementedhichlead tothe followingresearch

questionsand hypothese%

8 Hypotheses related t¥aluebased paymentsTailored Planand foster care plaare in the evaluation design

document but not included in this report since these have not yet been implemented.
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Goal 1: Measurably improve health outcomes via a new deliveygtem.

Hypothesis 1.1The implementation of Medicaid managed care will increase access to health care and

improve the quality of care and health outcomes.

1 Research question 1.1.a Does the implementatioStahdard Plangicreaseaccess to health cafer
those in the target population?

1 Research question 1.1.b Does the implementatio®taindard Plansnprove thequality of health care
received by the target population?

1 Research question 1.1.c Does the implementatioStafhdard Plangnprovehealth outcomedor those
in the target population?

Hypothesis 1.2The implementation of Medicaid managed care will increase the rate of use of behavioral
health services at the appropriate level of care and improve the quality of behavioral health care received.

1 Research question 1.2.a Does the implementatioBtahdard Plangcrease the rate of use of
behavioral health services at the appropriate level of care for those in the target population?

1 Research question 1.2.b Does the implementatioStaindard Plansnprove the quality of behavioral
health care received for those in the target population?

Hypothesis 1.3The implementation of Medicaid managed care will increase the use of medication

assisted treatment (MAT) and other opioid treatment services and decrease thédongise of opioids.

1 Research question 1.3.a Does the implementatioBtahdard Plansicrease the use of MAT for those
in the target population?

1 Research question 1.3.b Does the implementatioStaindard Planmcrease the use of nen
medication opioid treatment services for those in the target population?

1 Research question 1.3.c Does the implementatioStaindard Plandecrease the probability of lorg
term use of opioids?

Hypothesis 1.4Implementation of Advanced Medical Homes (AMHSs) will increase the delivery of care

management services and will improve quality of care and health outcomes.

1 Research question 1.4.a Does the implementation of AMHSs increase the probability of receiving care
management services?

1 Research question 1.4Moes the implementation of AMHs improve the quality of care received?

1 Research question 1.4.c Does the implementation of AMHs improve health outcomes?

Hypothesis 1.5The implementation of Medicaid managed care will reduce disparities (increase equity) in
the quality of care received across rurality, age, race/ethnicity and disability status.
1 Research question 1.5.a Does the implementatioBtahdard Plansicrease equity in the quality of

care for those in the target population?

Goal 2: Maximize higivalue care to ensure sustainability of the Medicaid program

Hypothesis 2.1 The implementation of Medicaid managed care will decrease the use of emergency

departments for norurgent use and hospital admissions for ambulatory sensitive conditions.

1 Research question 2.1.a Does the implementatioBtahdard Plandecrease the use of emergency
departments for norurgent use?

1 Research question 2.1.b Does the implementatio®taindard Plandecrease the use of hospital
admissions for ambulatory sensitive conditions?




Hypothesis 2.2The implementation of Medicaid managed care will increase the number of enrollees

receiving care management, overall and during transitions in care.

1 Research question 2.2.a Does the implementatioBtahdard Plansicrease the number of enrollees
receiving care management?

1 Research question 2.2.b Does the implementatio&taindard Plansicrease the number of enrollees
receiving care management during transitions in care?

Hypothesis 2.3The implementation of Medicaid managed care will reduce Medicaid program

expenditures.

1 Research guestion 2.3.a Does the implementatioStahdard Planseduce Medicaid program
expenditures?

Hypothesis 2.4 The implementation of Medicaid managed care will increase provider satisfaction and
participation in the Medicaid program.
1 Research question 2.4.a Does the implementatioStafhdard Planmcrease provider satisfaction?
1 Research question 2.4.b Does the implementatioStaindard Plansicrease provider participation in

the Medicaid program?
C2NJ YI NN GAGS Llz2N1L}R2aSaszx S RAGARS (GKS GKNBS YIAy
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data such as claims and enroliment data and public surveys such as the Behavioral Risk Factor Surveillance
System).These terms are not to be taken too literathfor example, the survey team used quantitative
approaches for their data analygj$ut the terms are sufficiently descriptivéhe bulk of this report
focuses on the quantitative analyses, especially the technical details of the appktmebver, qualitative
findings are reported after the quantitative resultsrfeach hypothesis when available. Chapter 6 includes
the results of the provider survey. All findings are synthesized with the quantitative findings in Chapter 7 to

provide conclusions across the multiple components of the evaluation.




Chapter 3. Approach to Analyses

3.1 Evaluation Design

The evaluation design in this Interim Evaluation Report focuses on the analysis of trends in the measures
outlined in Table 3.4. Metrics are reported on either a monthly or annual basis, including some annual
metrics that have been converted to a monthpesification. The qualitative evaluation focuses on detailed
insights into the experience of healthcare organizations, PHPs, and Medicaid benefigidrigedicaid
managed carelnterviews were conducted with leaders, administrators and providers from a wide range of
healthcare organizationincludinghealth systems, healtBystemaffiliated provide practices,

independent practices, local health departments and federally qualified health centers.

3.2 Ewvaluation Period

The evaluation study period for the Interim Evaluation Report runs fd@mvemberl, 2016¢ February 28,

HANHOX 2NJ GKS Y2ad NBOSYy(d RIGIFT2MBANRSD { ISONA § RY SY F15)
conclude earliebecause data after the reference date are needed for the calculakitmmthly metrics use

the full time-period unless a lockack for specific metrics is required. Annual measures have different

baseline periods, depending on whether they are calendgsar metrics (baseline begins Januay2016)

or demonstration year metrics (baseline begins November 1, 2016). We analyze changes in the level and

trend of metrics before and after the July 2021 launch of the Standard Plans. We note in the Results section

if the metrics are trending up orawvn during the SP implementation perigdd Sy SNJ f t @ NX FSNNSB |
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As will be described below in more detail, monthly data are generally the most desirable for assessing the

effect of the SP implementation. Many metrics are calculated on an annual basis, which means that these
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calculatingbased on the previous 12 months.

While we would have preferred to limit the sample for this report to those who would have been eligible

for a StandardPlan, theSP indicator in our data only began on November 1, 2019. This date was after the




implementation of some of the SUD components of the waiver and did not allow for an adequate pre
COVIBL9 baseline period. Our team thereforevseSy 3A Y SSNBR 'y a{t t NPE&é¢ @Ol
identify people who would have been eligible for SPs earlier in the baseline period. While multiple
conditions must be met for a member to be considered SP eligible for any given month, those who are
Taibred Plan eligible would not be considered SP eligible. It was challenging to identify members who were
Talored Plan eligible due to the various timepoints that Tailored Plan eligibility was evaluated under
varying specificationdVe evaluated the accuracy of this proxy variable by comparing it to the accurate
definition in the years available, and it generally performed Vildle inaccuracy of Tailored Plan
identificationled to the largest impact on the accuracy of the SP Proxy vanethileh is 90.3% accurmat

We use a 12nonth lookback period to exclude people who might have been eligible for TPs and thus the
baseline period begins on November 1, 2016, nearly one year after the implementationdd kcides.

We used the SP Proxy variable to limit the plario Medicaid beneficiaries for this Report, in order to

identify beneficiaries who would have been eligible for an SP if SP implementation had occurred earlier.
This g@proach provides a better comparable subpopulation to those in a SP than, for example, the entire

Medicaid population.

3.3 Important Confounders during Managed Care Implementation

Three major events occurregrior to or duringthe MCimplementation period. First, theublic Health
Emergency (PHE)om the COVIBL19 pandemidiegan with stayat-home orders in March 2020 that
dramatically reduced the use of most Medicdiishded health care services and also resulted in a number
of policy levers implemented to attempt to reduce the impact on the Medicaid beneficiary and provider
populations.This was oncein-a-generationdisruption to healthcare utilizationccurring at a critical time

in theimplementation. The PHE ended May 2023, although different types of service returnedpic-
pandemico a Yy 2 Nawelshtdifferent times during the PHE the earlier SUD Interim Report, our team

developed a novel method of identifying the retutornormal dates in our data, as described below.

Toidentify theseparate effect of COVADS, wemeasureal distinct types of service use among NC Medicaid
beneficiariesneverenrolled in Standard Plans. We defined five types of general care utilization relevant to

the monitoring metrics: inpatient utilization, evaluation and monitoring (E&M) outpatient visits,

prescription drug fills, emergency department visits, and dentpbagments. For each of these, we
RSFTAYSR (KS ydzYSNI G2NJ I & &l y2&Thed,lo Miecast gkpedtddiilization SG G A y
in the absence of COWUD, we specified a model with a linear, quadratic, or cubic time trend (determined

via the Akaike Information Criterion measure of model fit) and month fixed effects to account for




seasonality. We estimated the model using Newegst standard errors to account for autocorrelation.

We forecasted means and 95% confidence intervals beginning in March 2020 through September 2022 and
then compared the observed utilization with these intals.The impact othe COVID pandemic was taken

into consideration when actual utilization fell outside of predicted utilizatidinen actual utilization

remained within the predicted utilization bounds for 3 or more months withirradhth period, we
RSTAYSR  REGS +d 6KAOK dziAtAT I GA2Y GNBOdNYSR (G2
utilization. We then incrporate the RTN date in the interrupted time series (ITS) models used in this

report, adjusting for a COVI®-specific intercept and slope indtperiod between March 2020 and the

month before the return to normal.

The table provides the estimated COMI®period for each utilization typ®Ve assigned each metric the

most similar service typefor example monitoring metrics that rely on outpatient care were assigned the
Outpatient (E&M) Rate return to normal timelindetrics that aggregate multiple service types together
(such as spending metrics and overall behavioral health provider participation) use the most common end
of COVIEL9 period, which waEebruary 2023the end of the study period)f the utilizationtype did not

return to normal by September 2022, we defined the COMIPeriod as March 2020 to February 2023

(the end of the study period)nlike other metrics, prescriptions did not show an immediate CQ9ID

effect but diverged slowly from pr€OVID trends starting in March 2020, so the C&¥Ibme period for
pharmacy metrics was defined as March 202th® end of the study period (Feb 2023).

Table 3.1 Estimated COVIDP19 period for each utilization type.

Service Type Measure End of COVIR9 Period
Inpatient Count May 2020
Rate N/A
Outpatient
Count May 2020
(E&M)
Rate N/A
Emergency department Count May 2020
Rate N/A




Prescriptions Count N/A
Rate N/A
Dental visits Count May 2020
Rate June 2020
Multiple N/A N/A

For mostcategories of servicexcluding dental visitger-beneficiaryutilizationrates havenot yet
returned to normal as of the end of our study periddsit counts (not divided by beneficiary population)
for most categories of servigexcluding prescriptions) mostly returnéal expected leveldy May 2020

although most of the metrics we present here are rates rather than counts.

The failure to return to normal after COVI® has a very important implication for our estimatiorodels
becausdt is much harder to tease out independent effects of the waifi&nends in metrics are still being
affected by the PHHEN addition, we fully acknowledge that there are many dimensions in which health care
use and the Medicaid program design has yetreturned to normalafter the PHETelehealth continues

to be used, especially for behavioral health care, which may permanently affect patterns of care. Providers
and practices may still function differently from before the pandemic in ways that are not fully captured in
these dataNotably, Medicaid has made several of the PHE policies permanent, which may also affect

patterns of care, that are difficult to tease out from tMCwaiver effects.

Furthermore there are population effects as welthe continuity of coverage requirement means that the
number of Medicaid beneficiaries increasthdoughout thePHE, anthe profile ofeligiblebeneficiaries
during the PHE differs from the profile pRHE. For examplsome beneficiariegeligible due taheir
income exceeding theligibility level prePHE were coverepbostPHE. Although the models account for
observectharacteristics, any differencesunobservedeneficiary characteristics would affect the

conclusions.

Second, thesubstance uselisorder (SUD) 1115 waivevas approved in April 2019, and SUD policy
changes have been phased in since th&fthile most of the population with severeSUD has not yet
enrolled in a managed care pland will eventually benrolled in a Tailored Plan, ti&JD waiver may

haveaffected outcomes for people with Stiiho are in a3andardPlan. We analyze the effect ckeveral




SUDrelated measures in this repgrand it is possible that any identified effects are due to the SUD 1115
Waiver rather than the MQ115 Waiver.

Finally, Tailored Plans (TPshave been scheduled to launsbveraltimesduring theMCimplementation
period examined herbut did not launch until July 1, 2024, outside of the study period for this Interim

Report.Activities by providers and beneficiariekento preparefor TP launch may have affected patterns

of care examined here armbuld be attributed to thdaunch of SPS he effect of TP launch will be

examined in the Final Summative Report.

3.4 Evaluation Measures

To evaluate the SP implementation multiple domains, we selected a wide variety of metricscovering various

services, populations, processes, and outcomes of interest and hypothesized to be affected by SP

implementation.

Table 3.2 Measures included in the Interim Evaluation Report

Denominator

Process /
Outcome

Measure Hypotheses  Measure Numerator
(Abbreviation) custodian

Asthma Medication Ratio (AMR) 1.1 NQF#: 1800/ Medication ratio Beneficiaries age 564 in| Process
NCQA HEDIS/ >=50% PHP population with
Adult & Child Core persistent asthma
Sets
Breast Cancer Screening (BCS) 11 NQF#: 2372/ Coded as receiving Women 50-74 years of | Process
NCQA HEDIS/ breast cancer screening| age
Adult Core Set
CervicalCancer Screening (CCS) 1.1 NQF#: 0032 / Coded as receiving Women 21-64 years of | Process
NCQA HEDIS/ cervical cancer age with a SUD
Adult Core Set screening diagnosis
Contraceptive Care: Postpartum 11 NQF#: 2902 / OPA | Provided a most or Women ages 1544 who | Process
(CcpP) / Adult & Child moderately effective or | had a live birth
Core Set long-acting reversible
method of
contraception (LARC)
within 3 and 60 days of
delivery
Prenatal and Postpartum Care (PPC 1.1 NQF#: 1517/ Coded as receiving a Women with live births | Process
Postpartum Care NCQA HEDIS/ postpartum visit
Adult Core Set
Child and Adolescent Well-Care 1.1,1.4 NQF#: 1516/ One or more well-care | Children age 3-21 in Process
Visits (WCV) NCQA HEDIS/ | visits PHPpopulation
Child Core Set
Well-Child Visits in the First 30 1.1 NQF#: 1392/ Two or more well-child | Children at age 15 Process
Months (W30) NCQA HEDIS/ | visits months plus one day -
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Child Core Set

30 months in PHP

population
Weight Assessment andCounseling 11,14 NQF#: 0024 / Coded as having Weight Beneficiaries 317 in PHF Process
for Nutrition and Physical Activity for NCQA HEDIS/ Assessment and population who had an
Children/Adolescents (WCC) Child Core Set Counseling for Nutrition | outpatient visit with a
and Physical Activity PCP or OB/GYN
Annual Dental Visit (ADV) 1.1 NQF#: 1388/ Coded as receiving 1 or | Beneficiaries 2 years of | Process
NCQA- HEDIS more outpatient dental | age or older
visit
Appropriate Testing for Pharyngitis 11 NQF#: 0002 / Coded as receiving a Children age 3-18 in Process
(CWP) NCQA- HEDIS strep test PHP population
diagnosed with
pharyngitis and
dispensed an antibiotic
Appropriate Treatment for Upper 1.1,15 NQF#: 0069 / Coded as receiving Children 3 months 18 | Process
Respiratory Infection (URI) NCQA- HEDIS appropriate treatment years in PHP population
given a diagnosis of URI
Avoidance of Antibiotic Treatment 1.1 NQF#: 0058 / Coded as not receiving | Adults age 18-64 in PHP| Process
for Acute Bronchitis/Bronchiolitis NCQA- HEDIS antibiotics population with a
(AAB) diagnosis of acute
bronchitis
Pharmacotherapy Management of 11 NQF#: 2856 / Coded as receiving Beneficiaries age 40+ in | Process
COPD Exacerbation (PCE) NCQA- HEDIS pharmacotherapy PHP population with an
management acute inpatient
discharge or ED visit
Statin Therapy for Patients with 1.1 NQF#: 0543/ Coded as receiving Men age 21-75 and Process
Cardiovascular Disease (SPC) NCQA- HEDIS statin therapy women age 40-75in TP
population with
atherosclerotic
cardiovascular disease
Statin Therapy for Patients with 1.1 NQF#: 0547 / Coded as receiving Beneficiaries age 4075 | Process
Diabetes (SPD) NCQA- HEDIS statin therapy in PHP population with
diabetes and without
atherosclerotic
cardiovascular disease
Diabetes Screening for People with 1.1 NQF#: 1932/ Coded as receiving a Adults age 18-64 in TP | Process
Schizophrenia or Bipolar Disorder NCQA HEDIS/ glucose test or population with a
who are Using Antipsychotic Adult Core Set an HbA1lc test diagnosis of
Medications (SSD) schizophrenia,
schizoaffective disorder,
or
bipolar disorder, who
were dispensed an
antipsychotic medication
Use of Imaging Studies for Low Back 1.1 NQF#: 0052 / Coded as receiving 1+ | Beneficiaries with a Process
Pain (LBP) NCQA- HEDIS imaging procedure diagnosis of low back

pain in TP population




Chlamydia Screening in Women 1.1 NQF#: 0033/ Coded as receiving Women 16-24 years of | Process
(CHL) NCQA HEDIS/ chlamydia screening age in TP population
Adult & Child Core identified as sexually
Set active
Plan All-Cause Readmissions (PCR) 11,14 NQF#: 1768/ Readmission within 30 | Inpatient hospital stays | Process
Observed NCQA HEDIS/ days of discharge for beneficiaries age 18+
Adult Core Set in PHP population
Access to Preventive/Ambulatory 1.1,1.4,15,1.6) NCQA HEDIS Had an ambulatory or Adult beneficiaries Process
Health Services (AAP) 25 preventative care visit
Diabetes Short-term Complications 1.1,1.4 PDF15/ AHRQ Coded as having an Beneficiaries in PHP Outcome
Admission Rate (PDi15) admission for short- population with a
term complications diabetes diagnosis
Chronic Obstructive Pulmonary 1.1,1.4 PQIO5/ AHRQ / Discharges for asthma | Adult beneficiaries age | Outcome
Disease (COPD) or Asthma in Older Adult Core Set or COPD 40+ in PHP population
Adults Admission Rate (PQI05)
Asthma in Younger Adults 1.1,14 PQI15/AHRQ/ Hospitalized for asthma | Young adult Outcome
Admission Rate (PQI15) Adult Core Set beneficiaries in PHP
population
Asthma Admission Rate (PDi14) 11,14 PDF14 / AHRQ Hospitalized for asthma | Children with Asthma in | Outcome
PHP population
Heart Failure Admissions Rate (PQI 1.1,1.4 PQI08 / AHRQ / Discharges for heart Adult beneficiaries in Outcome
08) Adult Core Set failure PHP population
Gastroenteritis Admission Rate (PD! 1.1,1.4 PDF16 / AHRQ Hospitalized for Children in PHP Outcome
16) gastroenteritis population
Urinary Tract Infection Admission 11,14 PDF18 / AHRQ Hospitalized for UTI Children in PHP Outcome
Rate (PD#18) population
Rate of Screening for Pregnancy Ris| 1.1 NC Administrative | Coded as receiving Women with a SUD Process
Measure screening for pregnancy| diagnosis and a
risk claim/encounter for
prenatal services
Poor mental health in the past 30 1.1 BRFSS - - Outcome
days
Binge drinking 11 BRFSS - -- Outcome
Concurrent Use of Opioids and 1.1 NQF#: Received concurrent Adult beneficiaries with | Process
Benzodiazepines (SUD21/COB) 3389/ PQA/ prescriptions for opioids | two or more
Adult Core Set and benzodiazepines prescriptions of opioids
on different service
dates and with a
of 15 or more days
Adherence to Antipsychotic 1.2;1.5 NQF#: 1879/ PDC >=80% and at leas{ Adults with an Process
Medications for Individuals with NCQA HEDIS/ | two Rx claims administrative diagnosis
Schizophrenia (SAA) Adult Core Set of Schizophrenia; during
time periods not
hospitalized
Antidepressant Medication 1.2,1.4 NQF#: 0105 Beneficiaries who Beneficiaries ages 18 Process

Management (AMM)

/NCQA HEDIS/
Adult Core Set

remained on

and older with a SUD

diagnosis who filled at




antidepressant

least one prescription

treatment for antidepressant
medication
Metabolic Monitoring for Children 1.2 NQF#: 2800 / Coded as receiving at Children and Process
and Adolescents on Antipsychotics NCQA HEDIS/ least one test for blood | adolescents ages 1 to 17
(APM) Child Core Set glucose/ HbAlc/LDL-C/ | who had two or more
cholesterol antipsychotic
prescriptions
Use of First Line Psychosocial Care 1.2 NQF#: 2801/ Documentation of Children and Process
for Children and Adolescents on NCQA HEDIS/ psychosocial care adolescents ages 1 to 17
Antipsychotics (APP) Child Core Set who had a new
prescription for
antipsychotic medication
Follow-up After Hospitalization for 1.2,1.4 NQF#: 0576 Evidence of outpatient | Beneficiaries ages 6 and| Process
Mental lliness (FUH): 7 and 30 days /I NCQA HEDIS/ | visitin the appropriate | older who were
after discharge Adult & Child Core | time frame hospitalized for
Set treatment of selected
mental ilinesses and
have a SUD diagnosis
Follow-up Care for Children 1.2,1.4,1.5 | NQF#: 0108/ Evidence of outpatient | Children newly Process
Prescribed ADHD Medication (ADD) NCQA HEDIS/ visit in the appropriate | prescribed ADHD
Child Core Set time frame medications
Initiation and Engagement of 12,15 NQF#: 0004 Beneficiaries who Adult beneficiaries with | Process
Alcohol and Other Drug Abuse or /NCQA HEDIS/ | initiated AOD treatment | a new episode of SUD
Dependence Treatment (IET) Adult Core Set within 14 days of the
diagnosis and who were
engaged in ongoing
AOD treatment within
34 days of the initiation
visit
Follow-Up After Emergency 1.2 NQF#: 3488 A follow-up visit with ED visits for beneficiaries Outcome
Department Visit for Alcohol and /NCQA HEDIS/ | any practitioner within 7 | ages 18 and older with a
Other Drug Abuse or Dependence Adult Core Set and 30 days of the ED | principal diagnosis of
(FUA) visit AOD abuse or
dependence
Follow-Up After Emergency 1.2 NQF#: 3489 A follow -up visit with EDvisits for beneficiaries| Outcome
Department Visit for Mental lliness /NCQA HEDIS/ | any practitioner within 7 | ages 18 and older with a
(FUM) Adult Core Set and 30 days of the ED | principal diagnosis of
visit mental iliness or
intentional self-harm
Continuity of Pharmacotherapy for 1.2 NQF#: 3175/ At least 180 days of Adult beneficiaries 18 Process
OUD (SUD22) University of continuous years of age and older
Southern California| pharmacotherapy use | with OUD and at least
/ HEDIS one claim for
pharmacotherapy
Use of Behavioral Health Care for 1.2 - Evidence of behavioral | Children and adults with | Process
People with SMI/SUD/SED health care use a SUD diagnosis
Access to Preventive/Ambulatory 1.1,1.4,15, | NCQA HEDIS/ Had an ambulatory or Adult beneficiaries Process

Health Services )(AAP)

CMS

preventative care visit




Access to Preventive/Ambulatory 1.2 NCQA HEDIS/ Had an ambulatory or Adult beneficiaries with | Process
Health Services Jamong CMs preventative care visit | a SUD diagnosis
beneficiaries with SUD (SUD32)
Use of Opioids at High Dosage in 1.3 NQF#: Beneficiaries who Adults with two or more | Outcome
Personswithout Cancer 2940/ PQA / Adult | received prescriptions prescription claims for
(OHD/HDO/SUD18) Core Set for opioids with an opioids filled on
average daily dosage of | different service dates
and with a cumulative
equivalents (MME) over
a period of 90 days or more days
more
Use of Opioids from Multiple 1.3 NQF#: 2950 Evidence of opioid Adults with two or more | Outcome
Providers in Persons Without Cancel / PQA prescription claims from | prescription claims for
(OMP/UOP/SUD19) 4 or more prescribers opioids filled on
AND 4 or more different service dates
pharmacies within 180 | and with a cumulative
days
more days
Number or Percent of Practices on 1.4 - AMH Tier 3 practices Practices Process
the PHP panel that state attested to
being a Tied 3 AMH
Number or Percent of Enrollees 1.4 - Enrollees attributed to | All Process
Attributed to an AMH an AMH
Emergency Department Visits per 21 - Number ED visits All beneficiaries Outcome
Member-Month
Avoidable or Preventable Emergency 21 Oregon Health Evidence of an All beneficiaries Outcome
Department Visits avoidable ED visit
Number of Hospital Admissions 21 -- Hospital Admissions All beneficiaries Outcome
Transitions in Care (TRC) 22 NCQA- HEDIS Evidence of medication | Beneficiaries discharged| Process
reconciliation from a long hospital,
rehab, or residential care
Total Expenditures to the Medicaid 2.3 - Total Medicaid All beneficiaries Outcome
Program and Components expenditures
1 ER expenditures (not resulted in
inpatient)
1 Outpatient E&M codes
1 All outpatient
1 Rx
1 Dental
1 Behavioral health
9 IMD services
1 Inpatient
Provider Participation in Medicaid: 24 - Number of Medicaid Medicaid Providers Outcome

- Well-child providers
- MH providers

- Overall

enrollees
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3.5 Data Sources

The data sources used for this analysis are briefly described below.

NC Medicaid FFS claims and membership information; LME/MCO encounterSamhcounter data

These data create the backbone of the quantitative analysis and include specific information on services
paid through the Medicaid program (or its subcontract®ig}, administrative diagnoses received, and
Medicaid enroliment information, as well as demographic characteristics. This set of data is referred to as
GaSRAOFAR RIFIGlFIE o0St2p0

Data on provider participation in Medicaid is derived from the provider file and AMH recogsitit@rived

from aPHP provider file

Care management dathave been received and are used from January 1 2028cember 31, 2022. This
data combines CCNC care management data with the SP care management data (BOMa%ie not
available before 2020 because of a vendor change at CCNC, and data after 2022 have not yet been received

by our team.

North Carolina Immunization Registry (NCliRjta was used to capture information on child and

adolescent immunization rates.

There are three sources of data we had anticipated using to test metrics but that were not yet available or
became irrelevantDeath certificate datas availabldgo test hypotheses about the reduction in overdose
deathsand the linking to Medicaid data has been completed, but there are no metrics for Gadlsal

examined deathsBirth Certificate datahas also been received and linked with Medicaid data, but there

FNBE I O2yOSNYyAy3 tS@St 2F O0ANIKA GKIG R296é f AyS
data are not reported hereThe Controlled Substance Reporting System (CERt&)was requested many

years ago, but has not been made available to the evaluation team.




3.6 Analysis of Monthly Measures

Most of the measures analyzed for this report are generated montihch permits the use of interrupted
time series analysidTS) Thismethod modeldrends before andafter the launch ofStandard Plans July
2021and examines differences the pre- and postintervention trends. That is, the models compare the
values posimplementation with theestimated values if the implementation had not occurrddis

G O2 d&F Kl S izl f ¢ metrizKwolld havé®en in the absence of implementation) is obviously

unknown and thuss estimatedoy statistical models

Our interrupted timeseries (ITS) analysis models take the following form:

o T T YQaQYQaiowdQu Q
T 0 T DA "YQAaQYQHWOQUL Q

wheref are coefficients;Y'Qd& Q'Y Q ai wdeif@texime (in months) relative to July 2021 for individGal

and montho, 0 ¢d takes the value 1 for observations in or after July 2021 (equivaléntyd is 1 when

YQa 'QYQadi wwiPuoQs a matrix of timevarying covariatege.g.beneficiary diagnoses)and the-

are random errors that are allowed to be arbitrarily correlated within an individielt (is, we cluster
standard errors at the beneficiary levelihe set of covariates includes a COV8Especific interceptand
slope(determined by the Return To Normal analysiapnth indicators and beneficiarylevel controls: age

(in quadratic form), race/ethnicity, serjsability statusseparate indicators for eacBDP$Rxcategory’,

number of months enrolled in the past 12 months (which affects the calculation of-RPB&res)and
AYRAOIFG2NB FT2NJ G§KS 0 S yTBeTCOPSA RxNEstan is @deddpyaijést the fnodklSfarA R S
Y S Y 6 S NJ- theNihnbér étype, and costliness of chronic medical conditions and prescriptions\Wsed.

use these CDPS_Rx derived chronic condition categories as binary indicators of individuals with each
condition or using each medication class, over a univariateadfiksinent score, because the former
method greatly improved the predictive ability of the estimation models reporfety CDPS_Rx category
indicator that occurred for fewer than 0.1 percent of cases were drop@éslestimate the ITS models using

ordinary least squares (OL®yression.

" For each metric, any CDPS indicator that occurred for fewer than .1 percent of cases the indicator was dropped.




By estimating these modelaie examinal several differentlimensions othanges in quality, process and

outcome measures associated with SP implementation

1) Immediatechange a measure ofhe immediateeffect of the waiver orthe metric throughout the
implementation period This valueis derived by comparinghe outcome valuebetweenits levelif
the implementation had not occurreahd theestimated valuewith the implementationNote that
0KS -y INESNBSYy A2y Eé O t dzS prajecting tiedabeinetmend inta thé\ndonti2 6 G | A y
of July so itis an estimate of what would have occuriéthe MC waiver had not been implemented.

In the result tables, we present thredicted outcome in July 2024ith the waiver, in the absence
of the waiver, and the difference of the two, andnziuct a Wald test of difference in the marginal
predictions.

2) Differencesin rate of changethis measureghe difference between there-waiver and the post
waiver rate of change (slope) in the measure. In the model equation, this parameter is represented
by! .If the waiver was associated with an increase in the slope of the tthagyostwaiver rate of
changewill be larger than the prewaiver rate of changeFor example, ik measure was increasing
by 0.25 visits per month prior to the MC waiver and increasing by 0.3 visits per month after the SP
launch date, the rate of change would have increased by @n@kthis could be described as a more
rapid increase in the measure pestiver. Depending on the metric, this could be interpreted as a
positive or negtive outcome.

3) Difference in predicted outcomesit study endpoint this measures the difference between the
adjusted predicted outcome with the MC waiver and without the MC wahtdine study endpoint
which is February 2023 in most casesisTéstimate summarizes our best understandingthof
waiver effects by February 2023, and combines the information contained in the estimate of
immediate and rate of change effectsor example, if we estimate an immediate change of 0.5 and
a slope change of 0.05, théime waiver would be associated witha® 18tv ¢ 1t T T OEp®
increase in the outcome, compared to a counterfactual world without the waiver implementation.
Note that to the extent the trends vary, the resulting differences will vary by month; for example, a
Gy S3ALGABSE Ayadl yidl yS2 deffectdneahsStidatipoints/mdre distamtlfddna A G A ¢
implementation will be more likely to have a positive effect.

Monthly analyses control for the effects of COMM) using a variabléme approach described belowx

limitation of the ITS approach is that it is subject to confounding from events that occur during the post

period such as the availability of treatments or changes in the health services environment.




These effects can be viewed graphically in Fi@ukéelow. ¢or illustration purposesCOVID effects are
not shown.) Blue dots represent individual monthly values. The black line represents the pre
implementation trend. The green line represents theeraged 2 dzY LJ A Y if théré wePerd tingel f dzS
trends (effect #1). The red line shows thame trend postimplementation. The difference in slope
between the black (prémplementation) and red (postnplementation) lines represents effect #2 above.
The black dotted line extends the piaplementation trend forvard to February 2023; this represeithe
best estimate fomwhat metrics would have been in the absence of implementation. The combination of
the averageeffect and the difference in trend means that the pasiplementationestimate differs from

the best estimate of the countefactual¢ what the metric would have been if the implementation had not
ocaurred. Thiseffect calculated by the end of the study period (Feb 2023hown by the purple line
below (effect #3).

Figure 3.1 variable-time approach on COVID 19 effects

Metric
Value

Post-implementation
trend

Pre-implementation
trend

July 2021 Feb 2023
Time

In practice, the figures the Results sectioare more complicated because (for example) they account for
changes in diagnoses and seasonal effects (e.g. increased flu diagnoses in the ®iritat)their core, the
a S ¥ T S O iMCavaiefaraieskrided with these three perspectives: averageeffect, a slope/trend

difference, andhe resultingdifference inécurrentt values.




The imageabove(Figure 3)showda (G KS G &AYLX A FTASR @Fawe@SiklEnéamhotaled S A Y I
example of the actual results. This resolfigure 2a K2 & | y S NI T SNRshawnygya G y 4 I
the red circleg the green and orange lines in July 2021 are nearly identical. -ilRpkmentation, the

green line generally slopes down more than the orange; this leads to a difference in February 2023 (blue

circle) where the green line lies below the orange linee Gonclusion here (ignoring statistical

significance) is that posinplementation this measure is less than the measure would have been in the

same month iStandard Plankad NOT been implemented.




Figure 3.2 annotated example of actual results.

élnstantaneousé
AN\ effect at P

¥ X .o implemehtation Trend post-implementation,
10 N——v 0 |

A N | ASSUMINGNO S )
* AN A\ oo Difference between

VN . . )

2 post-implementation
$ and projected at
most recent data

84 Trend pre-implementation

Trend post-implementation

Inpatient Stays per 1000
(e)]
1

|
|
|
i point
4- |
|
2 i
|
0+ |
N N N ~ ' " ”
v v Q v Qv Q) Q)
RN S R RN I
@ ¥ g Y @ c a4
* Actual —— Pre-Waiver Trend
—— Post-Waiver Trend Post, assuming no waiver

COVID-19 adjustment: Mar. 2020 to end of study period

Each metric includes a table withe format as shown below The shading of the cells bel@alignswith

GKS O02f2NJAYy (KS TAIdz2NB | 0 2 SEglemertiabidn)slapgg. GigBAINS a Sy G &
denotes the posimplementationa f 2 LJS ® wSR RSy2GSa (GKS aAayadlyaly$s
differencein the last data point. The row belo@achpoint estimate provides the 95 percent confidence

interval. Those 95%onfidence intervalghat contain zero are not statisticalsignificant For example,

supposethe instantaneous difference is .0274 witlt@anfidence intervabf (-0.0825 0.1373)zerolies

between the two endpoints and thus there is no statistical evidence of an effect. In contrast, the difference

at thefinal data point is0.7839 with aconfidence interval (Cf (-1.0293,-0.5386) which doerot contain

zero and thus there is statistical evidence of a differetat. shownexplicitlyin figure 32 is the difference

in slopes; that is denoted by((0557,-0.0345) and thus there is statistical evidence of a difference in slope

for the two periods.




Table 3.3 example of table included with each metric.

Average Predicted 8.9313 8.9586
i ly 2021 '
Outcome, July 2021 [ g g 455 9.0170) ( 8.8911, 9.0261) -
Slope 0.102 0.057 -0.045%
( 0.0161, 0.1880) (-0.0292, 0.1431) (-0.0557, -
0.0345)
Average Predicted 10.4901 9.7062 .0.7839
Outcome, Jan 2023
( 10.2494, 10.7308 ( 9.6429, 9.7695) (-1.0293, -
0.5386)
N 64,219,845

3.7 Analysis of Annual Measures

We used adjusted and unadjusted linear regressimlels to evaluate the trends in annual measures

Adjusted analyses controls ftire same set ofovariates that may affect the outcomas were used for

monthly measuresincluding age (in quadratic form), sex (if appropriate), urban location, etioeicity,

and risk adjustment through the Chronic lliness and Disability Payment System (CDPS + Rx) risk adjustment
scoreg(indicator flag3to account for changes in the prevalence of chronic conditions in the Medicaid

population over timeWe also include county fixed effects in our models.

Annual measures that required a lookback period for the identification of the eligible population exclude
the first year of the baseline period. We applith@ latesttechnical specificationA@ult and Child Core
Setsfor FFY 2023{EDIS MY2023lume 2 Version 5.0 of the SUD Technical Specifica}itmnall years of

available data at the time of analyses.

Toexplore the impact of the intervention on mental health related outcomes fromBlbavioral Risk
FactorSurveillancesystem BRFSSurvey, we used linear regression models within the framework of a
guasiexperimental differencen-differences approachusing another state as a comparison grotipe
effects of the Bwaiver were evaluated during the pesttervention period (2022022) compared to pre
intervention years (201:2020). The treatment group included individuals who resided in North Carolina,

whereas those from Oklahoma formed the control group. Oklahoma was chosen as a control state because




of its relative similarity in terms of population composition and absence of Medicaid managed care in the
state during theevaluationperiod (Sooner Seleatrasimplementedon April 1,2024) We control for
differences between the two states throughout the study period, changes that occurred in both states
during the post Simplementation periodand changes in the average level and trend that occurred only in
NC after adjusting for the other factor§Ve control forthe following covariates: sex, age groups;e
categories, incomeemployment, educational and marital status variables as well as year and state fixed
effects.We also restricted the sample tower income individuals (< $35,000household income) within

two states However,due to small sample size issues, we did not restrict the sample to only Medicaid
beneficiaries, so the estimated effects undestimate true waiver effectsObservationsvith missing

values for covariates were excluded from the sample.

3.8 Analysis of Advanced Medical Homes models

In addition to comparison of SP implementation, we also estimated models that compare outcomes for
people attributed to a primary care practice recognized as a Tier 3 Advanced Medical Home (AMH3) as
compared to those attributed t@iers 1 or 2 AMH practices. Our primary model runs this analysis as a
differencein-differences analysis, comparing tH#ference in outcomes between AMH tiers after SP
implementation to before. However, we also examine the differenoetween types of AMH models
regardless of wan they were implemented in order to determine whether the recognition of AMH models
asTier3 at any point, even prior to SRplementation drove the results. We identify AMtdccording to

their recognized levelThe differencen-difference models run for Hypothesis 1.4 control for the same

covariates indicated above for all other monthly outcome models.

3.9 Cost of Care

Research question 3.3 examines the costs of care andfgubcket costs to beneficiaries. We use actual
payments from NC DHHS or from tB@ndard Plan® providers in our analysis. This means that we are

not taking astrict Medicaid perspective for this analysis, which would only include direefoieservice

payments and the capitated payments to SPs but would omit the services delivered through SPs since those
come at no netirectcost to NC DHHShus, our results will differ from thoseth a more stricly

Medicaid perspective (e.@nactuarial analysis)For this report, we opt to use actual payments as

expenditure weights, using expenditures to reflect the intensity of sensee




3.10 Stratification (health equity analyses)

We stratified on a variety of beneficiary characteristics, including sex, age categiofy 1864, and 65 or
more), whether the beneficiary was disabled (based on eligibility), whether the beneficiary lived in a
metropolitan or nonmetropolitan area (using the NCHS 2013 Urbanization classification scheme), race, and

ethnicityto test hypothesis 1.5 about changes in disparities in care in multiple dimensions

Not every stratification is shown for each metric. This is for various reasons. First, each metric has up to
nine stratification figures, leading muite along report. For some measures, not every population is
included and thus not every comparison is valid (e.g. pregnhancy outcomes; adolesuedd measures).

For some of the smaller subpoptilans¢ notably AsiarAmerican/Pacific Islander, American Indian/Alaska
Native, and those whose race was not indicated, the size of the subpopulation égestilffi small to render

the stratification result$or somestratification analysesffectively useless due to high variability; in some
cases, the numbers are such that privacy issues are relevant. For example, a representative result for
whether the beneficiary wadsiarAmerican/Pacific Islander is shown belowFigure 3. The monthly

values for theAsianAmerican/Pacific Islandgroup (right panel) shows high variability, with swings of 10

20 percentage points common.




Figure 3.3 Monthly values for the Asian-American/Pacific Islander group
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COVID-19 adjustment: Mar. 2020 to end of study period

There was no systematic effort to choose only stratification results that are desirable versus those that are
not desirable. There was, however, a bias towatdstifications that showed some differencesn trend,
estimated rate at the end of the study period, or baseline trends or vajuegardless of whether they

reflected negatively or positively on SP implementation.

3.11 Qualitative Evaluation

The gualitative evaluation includes cresectional interview data collected between 2021 and 2023. In
2021,we conducted qualitative serstructured interviews witht1 healthcare organizations before the
launch date of July 1, 2021, between December 2020 and May 2021, and with the PHP staff after the
launch date of July 1, 2021, between July and Octoliegse interviews focused on the awareness of the
transition to Medicaid managed care, preparation for the transition, challenges faced during the
preparaion, support needed, and the impact of the Cet® pandemicln 2022 we interviewed
representatives from 26 healthcare organizatidreweenMarch and July. These interviews focused on
the experience of working with PHPs and the AMH program and preparifigiforedPans.In 2023, we

interviewed representatives from 36 healthcare organizations between February and May. These




interviews focused on the experience of working with PHPs, Jadsed contracting, the AMH program,

and overall satisfaction with Medicaid managed care.

During all waves of data collectionewsedmultiple sourcego identify healthcare organizations for
interviews including data from Medicaid provider files shared by the NCCaAdH $ublicly available
information (for example, from web searches). We purposively sampled healtbogaeizationgor the
proportion of Medicaid beneficiaries, provider specialty (family medicine, pediatrics, OB&avjoral
health,etc.), and geographic diversitye sampled practices with a large share of Medicaid benesias
these providers will most likely continue Medicaid participation after the transition to managed care. We
selected provider specialties that deliver primary care or behavioral health that were diverse in geographic
location (Regions 1 to 6) to aaad for variability in coverage by health systems and health plans across
regions of the stateWe conducted repeat interviews with a subset of the sample (20 to 30%) in 2022 and
2023 from the previous year to examine the changes in experiences as thrapratatures Table 34

shows the characteristics of participating healthcare organizations.

Table 3.4 Characteristics of participating healthcare organizations.

Health plans 5 - -

Healthcareorganization characteristics N (total 41) N (total 26) N (total 36)

Region
1 5(12.2%) 1 (3.8%) 6 (16.7%)
2 3(7.3%) 2 (7.7%) 4 (11.1%)
3 9(21.9%) 4 (15.3%) 7 (19.4%)
4 14(34.1% 5 (19.3%) 7 (19.4%)
5 8(19.5% 8 (30.8%) 10 (27.8%)
6 2(4.8% 6 (23.1%) 2 (5.6%)

Type of Practice/specialty

Behavioral Health 15(36.6% - 6 (18.8%)
Family Medicine/Internal Med 11(26.8% 5 (19.3%) 11 (34.4%)
Pediatrics 11(26.8% 9 (34.7%) 9 (28.1%)
Obstetrics and Gynecolog 4(9.75% - -
Affiliation
Health Systems 4(9.75% 4 (15.4%) 4 (11.1%)

Systemaffiliated practices 4(9.75% 3 (11.5%) 3 (8.3%)




Independent practices 28(68.3% 11 (42.3%) 11 (34.4%)

Federally Qualified Health Centel 5(12.2% 5 (19.2%) 3 (8.3%)

Local Health Department - 4 (15.3%) 4 (11.1%)

Medicaid Beneficiaries

Less than 25% 8(19.5% 4 (15.4%) 9 (25.0%)

25% to 50% 6 (14.6% 5 (19.2%) 7 (19.4%)
More than 50% 20(48.8% 10 (38.5%) 14 (38.9%)

Unsure 7(17.1% 7 (26.9%) 6 (16.7%)
Interviewee Characteristics N (total 43} N (total 41)* N (total 47)*
Leadership 15(34.99% 12 (29.3%) 11 (23.4%)
Providers 8(18.6% 9 (21.9%) 14 (38.9%)
Facility administrators/staff 20(46.5% 20 (48.8%) 22 (46.8%)

*More than one person was interviewed at some healthcare organizations to better understand their experience with the
transition to Medicaid managed carAdditional participants at healthcare organizations were identified by the snowballing

approach.

We also conducted 21 intervievasdone focus group (4 participants) with Medicaid beneficiaries from

February and May 2023 he interviews focused on five key areas: awareness of change, PHP experience,

accessing needed care, naredical benefits from PHPs, and care management. Medicaid beneficiaries

were identified from provider sites and communihased organizations. We inded adult beneficiaries

and caregivers who were 18 years or older and preferred English or Spanish as their language and who had

Medicaid coverage before and after the tsition to managed carelable 3.4 shows the characteristics of

Medicaid beneficiaries participating in the evaluation study.

Table 3.5 Characteristics of Medicaid beneficiaries who participated in 2023.

Type of participant

Number of participants

(N 25

Adult beneficiary 6 (24%)
Caregiver 8 (32%)
Both adult and caregive 11 (44%)

Participant Primary Language (language in whitdrviews and focus group conducted)

English

20 (80%)

Spanish

5 (20%)
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Participant residence

Rural 9 (36%)
Urban 16 (64%)
Number of years with Medicaid coverage
Less than 3 year, 5 (20%)
3to 5 years 9 (36%)
More than 5 years 9 (36%)
Unknown 2 (8%)
Medicaid Region
1 0 (0%)
2 4 (16%)
3 3 (12%)
4 8 (32%)
5 10 (40%)
6 0 (0%)
Health plan Adult Child
UnitedHealthcare Community Pla 3 2
Healthy Blue 3 7
Carolina Complete 2 2
AmeriHealthCaritas 1 2
WellCare 4 11
Medicaid Direct 4 2
Unknown 0 2

Interviews with healthcare organizations and beneficiaries were conducted on Zoom, lasted 30 to 60
minutes, and were audioecorded and transcribed. The beneficiary focus group lasted 29 minutes, was
audiorecorded, transcribed into Spanish, and translated into English. We conducted a thematic analysis
each year to identify the salient findings in the data. In 2022 and 2023, we used a rapid analysis &pproach
to identify the major categories in the data, which informed the development of the codeldook.

preliminary codebookvas developed deductively amdvised inductively, drawing on the themigsthe

data.Each yearwo team members independently cod@do 5 interview transcriptg¢o assesadequacy of

8 Hamilton, A. B., and Finley, E. P. (2019). Qualitative Methods in Implementation Research. An Introduction.

Psychiatry Research, 280, 112516




the codebook and agreement on meanings and the application of catesagreement walsetween75%
and92%for the first two transcripts subsequently increasirfgpom 90% to 95%Mostdisagreements
concerned the interpretation of codes and clarity of code definitions. Disagreements were resolved
between the coders, sometimes with additional team members included in the discussieactoa

consensus. Following this process, a few minor chawges made to codebooks, such as adding a new
code and a few subodes The two coders coded the remaining transcripts individually, bringing
discrepancies for research team discussion to maintain agreement on interpretations. Two members
reviewedcoded data and analyzed them for emerging thenTége qualitative examinatioreports

detailed insights into the trasition to managed caresuch as perceptions of access to ¢céine experience

of working with PHPs, AMH program adoption, and provider participation based on results from 2021 and

2022 and preliminary results from 2023.

Finally, although technically moguantitativethan qualitative, additional analysis was conducted from
feedbackfrom providers directly collected via a provider survey. See Chapter 6 for more details on that

element of the analysis which was not formally conducted as part of the evaluation.




Chapter 4. Methodological Limitations

Our analysis approach uses distinct time periods to examine different phases of waiver aciiltitasgh,
theseare not as distinct as would be ideal. Effortsnplementmanaged carén the Medicaid program
GSNBE AYAUGUAFGSR 0@ b2NIK /| NRf ApgriodinEorpbrétgtidend. If | 3aSYo6
provider behavior changedue toexpectations of upcoming changes, our baseline period does not capture
a true baseline but rathesne under increasing expectation of managed care implementatiootifer

limitation is theconcernaboutaccurayand complet@mess ofencounter datafrom SPsgiven that the

incentives for complete reporting are dampened over-feeservice claims. Any deficits in quality of
encounter data would confound the @Ralyses sincthey would be contemporaneous to the

implementation of capitated care. The evaluatittam has monitored the quality of encounter dataring

the SP implementederiodand have reported any data quality concerns to NC DHHS as soon as they were
discoveredjn orderto improve data quality as the demonstration continues. Regular, -seomthly

technical calls between the evaluation team and NC DHHS have identified, addressed, and resolved
multiple issues retrospectively, so despite the expected technical challengempfecodata feeds from

the plans to the Department to the evaluation team, differences resulting from data (rather than from the
implementationper s§ havebeen addressed insofar as they have been identifedadditional limitation

is that the ITS models are unable to tease ordrdasthat happened concurrently with the SP waiver
implementation but may have had nothing to do with the wajy&ich as changes in medical technology or
the use of new diagnostic or procedure codiesaddition, if practices adopt other care delivery models
during SP implementation, we are not able to identify or isolate changes in metrics that could be due to
additionalprograms We will continue to compare trends in utilization measures from encounter data to
similar measures in NC claims data as well as external data sources (e.g., trends in the BRFSS data),
althoughexternalsources tend to have a greater lag in availabil@gpother limitation isthat the flag that
identifies people eligible for Standard Plans only goes back to November&08&8 the SUD components

of the waiver were already being implementalfe created an SP Proxy flagincrease the baseline

period, but we know the accuracy is 92%dditionally, the evaluation will not be able to assess all aspects

of the Demonstration due either to data or statistical limitations. For example, we do not have information
2y SYNRffSSaQ 102N YN]SO adlddza | yR @XKizdases SNBE Y

the ability of enrollees to participate in the labor market.




Finally, we have included a table that lists all measures that were not included in this Interim Report for

various reasons.

Table 0.1 Methodological Limitations of Measures not included

Measure
number

from Measure name Hypothesis  Reason for exclusion
original
design

Measures that are obsolete, retired, or otherwise will not be available for analysis in the
Interim and Final Reports

1 Getting Care Quickly 11 CAHPS data was not
available for analysis

2 Getting Needed Care 1.1
14 Customer Service 1.1
15 Rating of Health Plan 1.1
16 Rating of all Health Care 1.1
17 Rating of Personal Doctor 1.1
81 Medical Assistance with Smoking and | 1.2, 1.4
Tobacco Use Cessation
105 Coordination of Care (consumer 2.2
perceptions)
90 Number of providers with DEA DATA | 1.3, 3.2 DATA 2000 waivers
2000 waivers are no longer a DEA
requirement
91 Number of providers with DEA DATA | 1.3, 3.2 DATA 2000 waivers
2000 waivers who have written are no longer a DEA
prescriptions for Medicaid enrollees for requirement
MAT
18 Adult BMI Assessment 1.1 Retired Measures
20 Tobacco Use screening and follap 11
29 Annual Monitoring for Patients on 1.1
Persistent Medications
49.1 57. Comprehensive Diabetes Care (9 11
measures)
23 Flu vaccine for Adults age 1&4 11,14,15 Very low rates of

detection, measure
deemed noteliable
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10 Dental Sealants for Children at Elevate 1.1, 1.5 Rates were low and
Caries Risk dental was not
included under
managed care
Measures that were not included because of substitutions with other measures
5.18 ChildrenandAd ol escent s g 11 Substituted Well
Primary Care Practitioners (4 measure: Child Visits
26 Medication Management for People wif 1.1, 1.4 Similar to Asthma
Asthma Medication ratio,
which was included
42 Frequency of Prenatal Cape=81% of 1.1 Now included in the
expected visits) PPC Measure
62 Receipt of Preventative Dental Service| 1.1 Because dental
services remained in
MedicaidDirect, we
decided to analyze
only one dental
measure, Annual
Dental Visits
107 Enrollees Receiving Care Managemen| 2.2 We instead reported ¢
during transitions in care HEDIS measure:
Transitions in Care
(TRC): engagement ir
postdischarge care
93 Long-Term Use of Opioids 1.3,3.2 We were unable to
find anestablished
metric reflecting this
concept but included
other measures of
opioid use
Measures that were not available for analysis at the time of the Interim Report but will be
included in the Final Summative Report
46.1 47. 30-day hospital readmission rate 1.1 We did not report
following hospitalization for SUD or these measures
ouD because it is relevant
84.71 85. ED visits for SUDrelated diagnoses an( 1.2, 3.2 to _Tallored Plans,
specifically for OUD (2 measures) which were not
P y launched prior to the
86 IP visits for SUD and specifically for 1.2,3.2 Interim Report
ouD
92 Percent of SUD diagnosed beneficiarie 1.3, 3.1
who receive an SUD treatment service
72 Death rate post prison release 11 Prison data were not

linked to Medicaid




data by the time of the
report

48 Comprehensive Diabetes Care: HbAlg 1.1, 1.4
poor control (>9.0) + Administrative claims
: . data do not accurately
59 Controlling High Blood Pressure 11,14 reflect performance
because HIE data is
not yet available.
75 Depression screening among those wit 1.2 Depression screening
SuUD is not well populated
in claims and HIE dat:
is not yet available.
67 Live Births Weighing Less than 2500 | 1.1 Reliable linkage with
Grams + Medicaid data was no
complete by the time
of the report
96 Reduced incarceration for druglated 1.3 Prison data were not
charges linked to Medicaid
data by the time of the
report
110 Out-of-pocket costs to Medicaid 23,33 The source variables
enrollees needed to accurately
calculate this measure
were not available
from Medicaid Direct
and Standard Plans a
the time the Interim
Report was
submitted.
68 Infant Mortality 1.1 Measures that were
not available for
66 Death rate by groupe(g., SUD SMI) 1.1 analysis at the time o
44 Pregnant smokers screened and treatg 1.1 the Interim Report
for tobacco use
69 Healthy Days 1.1
70 Tobacco Use Rate (multiple measures) 1.1
71 Overweight / Obesity Rate 11
103 Number of hospital days 2.1
106 Time to SDOH Screening from PHP | 2.2
attribution
108 Medication Reconciliation Post 2.2

Discharge




Chapter 5. Quantitative Results

Results from the quantitative analyses are presented below, organized by hypotResislts from the

providersurvey and qualitativanalysesre presented in Chapter 6.

Hypothesis 1.1: The implementation of Medicaid managed care will increaseaccess

to health care and improve the quality of care and health outcomes.

We use dargevariety of metricqo reflect access, quality, and health outcomeapturingthe experience
of different populations served by Medicaid, to measure improvement in these don¥diese populations
include women, pregnant people, and those diagnosed with asthma in addition to genepalpalétion,

measures.

Hypothesis 1.1 examined the impact of SP launch on a variety of measures of access to heajtaligre,
of care, and health outcomes. Of thé Bieasures examined (Table 5.1), eight showed marked
improvement fifteen measures significantly worsened after the launch of SPs, and the remaining 1

measures showed no difference from pte postSP implementation

Table 0.1 Summary of Metric Results for Hypothesis 1.1

SP/AMH | Measure (Metric abbreviation) Adjusted Improved, Worsened/No Difference**

waiver
effects at

endpoint

Asthma Medication Ratio (AMR)

Breast Cancer Screening (BCS) --

SP/AMH | Cervical Cancer Screening (CCS) --

SP/AMH | Childhood Immunizations Status (CIS)- Combination 10 --

SP/AMH |Immunizations for Adolescents (IMA) - Combination 2 --

Contraceptive Care: Postpartum (CCPjnostly/moderately 0.4% pts (NS No Difference

effective method within 3 days of delivery

Contraceptive Care: Postpartum (CCPjnostly/moderately 2.6% pts
effective method within 90 days of delivery

Contraceptive Care: Postpartum (CCPJong-acting reversible -0.2% pts (NS

method of contraception (LARC) within 3 days of delivery

Contraceptive Care: Postpartum (CCP) longacting reversible -0.3% pts
method of contraception (LARC) within 90 days of delivery

Prenatal and Postpartum Care (PPC): Postpartum Care 2.5%pts

Child and Adolescent Well-Care Visits(WCV)
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SP/AMH | Well-Child Visits in the First 30 Months (W30) -3.5 pts
Weight Assessment for Children/Adolescents (WCC) -7.2% pts
Counseling for Nutrition for Children/Adolescents (WCC) -4.4% pts
Counseling for Physical Activity for Children/Adolescents (WCC) -4.6% pts
Dental Visits (monthly) -0.6% pts
Appropriate Testing for Pharyngitis (CWP) 4.0% pts
Appropriate Treatment for Upper Respiratory Infection (URI) -3.4% pts
SP Avoidance of Antibiotic Treatment for Acute -
Bronchitis/Bronchiolitis (AAB)
Pharmacotherapy Management of COPD Exacerbation (PCE) -11.5% pts
systemic corticosteroid prescription fill within 14 days of a (NS)
hospital event
Pharmacotherapy Management of COPD Exacerbation (PCE) -5.5% pts (NS No Difference
bronchodilator prescription fill within 30 days of a hospital event. _
Statin Therapy for Patients with Cardiovascular Disease (SPC) -4.8% pts
Statin Therapy for Patients with Diabetes (SPD) -1.7% pts
Diabetes Screening for People with Schizophrenia or Bipolar --
Disorder who are Using Antipsychotic Medications (SSD)
Use of Imaging Studies for Low Back Pain (LBP) 0.7% pts (NS No Difference
SP/AMH | Chlamydia Screening in Women (CHL) --
SP/AMH | Plan AlFCause Readmissions (PCR): Observed
Diabetes Short-term Complications Admission Rate (PDI 15) 0.0065% pts
Chronic Obstructive Pulmonary Disease (COPD) or Asthma in 0.02% pts No Difference
Older Adults Admission Rate (PQI 05) (NS)
Asthma in Younger Adults Admission Rate (PQI 15) -0.02% pts No Difference
(NS)
Asthma Admission RatePediatric Quality Indicator Rate (PDI 14) | -0.0074% pts_
Heart Failure Admissions Rate (PQI 08) -0.03% pts No Difference
(NS)
Gastroenteritis Admission Rate (PDI 16) -0.3% pts (NS No Difference
Urinary Tract Infection Admission Rate (PDI 18) -2.4% pts _
Rate of Screening for Pregnancy Risk -1.1% pts (NS No Difference
Poor mental health in the past 30 days -- No Difference
Binge drinking -- No Difference
SP Concurrent Use of Opioids and Benzodiazepines (COB) - _

-- = an adjusted endpoint was not calculated for annual metrics
* SP = Metrics included in the Standard Plan Measure Set; AMH=Metrics included in the AMH Measure Set
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** although an adjusted enapoint was not calculated, we use the observed directional effect in 2022 compared to prior years to

determine whether the metric is improving, worsening, or exhibiting no difference.

Below, we report individually on each of the metrics reported in the Summary tabligsin each
hypothesis, metrics are slightly grouped by similarity, but the order within each Hypothesis is not

particularly meaningful.




Asthmamedicationratio (AMR)

The asthma medication ratio is an annual measure defined as the percentage of beneficiaries ages 5 to 64
identified as having persistent asthma antlo had a ratio of controller medications to total asthma
medication of 50% or greater during the measurement year. This measure started at 65.1% in 2017 and

increased through 2021 when it peaked at 73.9%. It declined four percentage points in 2022 to 69.9%.

Figure 0.1 Trends in asthma medication ratio
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Breast cancer screening (BCS)

The percentage affomen ages 50 to 74 who had a mammogram to screen for breast cancer had remained
relatively stable between 2017 and 2022. The measure fell between 2019 and 2021, from 47.7% to 45.9%,
perhaps reflecting the effects of the pandemic. The year 2022 saw &isligbase in the breast cancer

screening rate to 46.3%

Figure 0.2 Trends in breast cancer screening
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Cervical cancer screening (CCS)

The percentage of women ages 24 to 64 who were screened (cervical cytology-askighman
papillomavirus test at age 30 or older) for cervical cancer had been increasing from 2019, but then
decreased from 20192022. Rates range from 51.8% Bil® to 46.0% in 2022.

Figure 0.3 Trends in cervical cancer screening
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Childhood Immunization StatugClS Combination 10

This measure is the percentage of children aged two who had four diphtheria, tetanus and acellular
pertussis; three polio; one measles, mumps and rubella; three haemophilus influenza type B; three
hepatitis B; one chicken pox; four pneumococcal conjugate; hepatitis A; two or three rotavirus; and

two influenza vaccines by their second birthday. The percentage of children aged two up to date on all 10
vaccines increased from 30.1% in 2018 to 36.3% in 2020. However, the measure has declined each of the

lag two years, during the pandemic, and was at its lowest value in the past six years in 2022 (28.7%).

Figure 04 Trends in Childhood Immunization Status (Combination 10)
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Immunizations for Adolescents (IMA)Combination 2

This measure is the percentage of adolescents age 13 who had one dose of meningococcal vaccine, one
tetanus, diphtheria toxoids and acellular pertussis (Tdap) vaccine, and have completed the human
papillomavirus vaccine series by their 13th birthday. Teeg@ntage of adolescents aged 13 up to date on

their vaccines increased from 21.9% in 2017 to 31.1% in 2019. The measure has been slowly declining since
2019, ending at 29.7% in 2022.

Figure 0.5 Trends in Immunizations for Adolescents (Combination 2)
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Contraceptive Care Postpartum Women: Most or Moderately Effective Contraception within 3

days of delivery

The preimplementation trend for this measure was generally flat, as was the projected post
implementation measure. There is a slightly higher rate fimgiementation, however this is not

statistically significant. Likewise, we do not estimate a changfecimate after implementation.

Figure 0.6 Contraceptive Care Postpartum women
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Table 0.2 Contraceptive Care Postpartum women

Average Predicted Outcome,
July 2021

12.4673

11.9318*

-0.5355

(11.8837, 13.0510)

(11.4363, 12.4274)

(-1.3127, 0.2417)

Slope

0.0079

0.0613

0.0534

(-0.0087, 0.0244)

(-0.0183, 0.1409)

(-0.0247, 0.1315)

Average Predicted Outcome,
Dec 2022

11.617*

11.9892¢

0.3722

(10.0498, 13.1842)

(11.4766, 12.5019)

(-1.2738, 2.0183)

N

220,301

Notes. 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Contraceptive Care Postpartum Women: Most or Moderately Effective Contraception with 90

Days of Delivery

In this measure of longeerm access t@ontraceptive care, we see a slow and steady decline through the
pre-implementation phase, with a sizable effect visible in March 2020 from which this value never really
recovered. At implementation there is little evidence of an immediate effect; howevglgwing of the
decreasing trend is shown peshplementation, leading to a statistically significant difference o$2.6

points.

Figure 0.7 Trends in mostly and moderately effective methods of contraception
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Table 0.3 Contraceptive Care Postpartum Women: Most or Moderately Effective Contraception with in 90

Days of Delivery

Average Predicted Outcome, 47.3877* 47.0185 -0.3692
July 2021

( 46.5157, 48.2597) ( 46.2696 47.7675) ( -1.5368, 0.7985)
Slope -0.1023¢ 0.0718 0.1742¢

( -0.1272, -0.0775) ( -0.0467, 0.1904) ( 0.0578, 0.2905)
Average Predicted Outcome, 43.3371* 45,9287 2.5916¢
Dec 2022

( 41.0011 45.6731) ( 45.1623 46.6952) ( 0.1405, 5.0427)
N 220,301

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Contraceptive Care Postpartum Women: LongActing Reversible Contraception within 3 days

of Delivery

Despite having a decent sample size for this measure of 220,06 study, the values are rather variable.
This leads to a generally unremarkable statistical result for this measure. There is no difference noted at
implementation, no difference in the slopes, and no difference in December 2022, the last available value
for this measure. Although the figure shows paaplementation values as slightly lower than projected,

the difference is inconsequential and statistically zero.

Figure 0.8 Trends in long-acting reversible method of contraception
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Table 0.4 Contraceptive Care Postpartum Women. Long-Acting Reversible Contraception within 3 days of

Delivery

Average Predicted Outcome, 2.8532¢ 2.7003¢ -0.1529
July 2021

( 25721, 3.1344) ( 2.4525, 2.9481) ( -0.5312, 0.2253)
Slope 0.0617* 0.0606* -0.0011

( 0.0558, 0.0675) ( 0.0222, 0.0989) ( -0.0390, 0.0368)
Average Predicted Outcome, 3.1332 2.9618* -0.1715
Dec 2022

( 2.3885, 3.8780) ( 2.7015, 3.2221) ( -0.9568, 0.6138)
N 220,301

Notes: 95% confidence intervals in parentheses. SP = Standard Plarfp < 0.05.
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Contraceptive Care All Women

This measure shows a common pattern: a decreasing value throughout theplementation period, and
a notable COVID effect in AR2020. At implementation, the model identifies a small but statistically
significant decrease in value. A statistically identical slope means the difference in thenptEshentation
period from the projected in the absence of the waiver is roughly coisédimough slightly increasing

from .26 percentage points at implementation to just undeyojoints in December 2022

Figure 0.9 contraceptive care all women
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Table 0.5 Contraceptive Care All Women

Average Predicted Outcome, 7.2976* 7.0399 -0.2577
July 2021

( 7.2288, 7.3664) ( 6.9796, 7.1002) ( -0.3205, -0.1948)
Slope -0.0026 -0.0046 -0.002

( -0.0056, 0.0003) ( -0.0137, 0.0044) ( -0.0102, 0.0062)
Average Predicted Outcome, 6.8652* 6.5738" -0.2914*
Dec 2022

( 6.7050, 7.0254) ( 6.5188, 6.6288) ( -0.4559, -0.1269)
N 21,571,397

Notes: 95% confidence intervals in parentheses. SP = Standard Plarfp < 0.05.
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Prenatal and Postpartum Care (PPC): Postpartum Care

Postpartum care was roughly 2.5 percentage points lower immediately after Transformation. However, the
rate had a higher growth rate pe3transformation and by March 2023 had not only recovered but
surpassed the estimated rate without Transformation. Mach 2023 rate was 2.5 percentage points

higher postTransformation.

Figure 0.10 Postpartum care
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Table 0.6 postpartum care

Average Predicted 61.6013 59.1358 -2.4655%
Outcome, July 20250 7766, ( 58.4658, 59.8059) | (-3.5579,-1.3731)
62.4261)
Slope 1.426° 1.161F 0.2649
(-2.2011, -0.6509) (-1.9420, -0.3803) ( 0.1656, 0.3641
Average Predicted 57.307Z 60.1388 2.8316
Outcome, Mar 2023 "= 530, (59.4793, 60.7983) ( 0.3159, 5.3472
59.7614)

151,467
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Child and Adolescent Weltare visits (WCV)

The modified WCV measure gives the percent of children éfey@ars of age who received one or more

well-care visit with a primary care practitioner or an OB/GYN practitioneing each month It is a highly

seasonal variable, ith higher rates during the summer than the rest of the year, except during the COVID
19 PHE. The rate decreased slightly at the time of Transformatichroughlytwo thirds of that decrease
has been eliminated by March 2023. (.0063 vs .0159)

Figure 0.11 Child and Adolescent Well-care visits
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Table 0.7 child and adolescent well-care visits

Average Predictec 0.087& 0.0715 -0.015%
O”tcz%gi’ July ( 0.0872, ( 0.0713, 0.0717) | (-0.0162,-0.0156)
0.0876)
Slope 0.000% 0.0006 0.0005
(' 0.0001, ( 0.0006, 0.0006) | ( 0.0005, 0.0005
0.0001)
Average Predictec 0.089% 0.0836 -0.0063
M
O”tczoorgg’ ar ( 0.0896, ( 0.0834, 0.0838) | (-0.0066, -0.0059)
0.0901)
N 79,605,579
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Well Child Visits in the First 30 Months of Life (W30)

The weklchild visit measure (W30) determines the percentage of beneficiaries who turned 30 months old
each month and hadt least six welthild visits with a primary care physician during their first 30 months
of life. The rate was stable prior to SP implementation av6@o of children.The rate fell; considerably
(almost ten percent) at Transformatio8ince then, the rate has increased so that by March 2023 the net

estimated decrease was about 3.5 percentage points (vs a baseline rate pf 67%

Figure 0.12 Well child visits in the first 30 months of life (W30)

« Actual —— Pre-Waiver Trend
—— Post-Waiver Trend Post, assuming no waiver

COVID-19 adjustment: Mar. 2020 to May 2020




Table 0.8 well child visits in the first 30 months of life (W30)

Average Predicte( 0.673% 0.6206 -0.0527
O”tcz%rgi’ July ( 0.6699, ( 0.6150, 0.6262) | (-0.0593, -0.0461)
0.6767)
Slope 0.000% 0.0010* 0.0009
(' 0.0000, ( 0.0005, 0.0015) | ( 0.0004, 0.0014
0.0002)
Average Predicte
Outcome. Mar 0.676 0.6405 10.0355
2023 ( 0.6706, ( 0.6350, 0.6460) | (-0.0432,-0.0278)
0.6813)
N 414,639
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Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

(WCC)- BMI Percentile Documentation

This measure captures weight assessment and counseling for chilthesrce the cyclical pattern of higher
pediatric visits in late summer prior to a return to school. -irmplementation of the waiver, we see an

upward trend during the early pandemic ped followed by a gradual decline. There is a notable lower

rate starting two months after implementation, where the values generally remain the same except for the
Gol O] G2 alOKz22fé¢ SIFENIeée FFff LISNR2R 2vediq282006uBnotd S NI H
in 2021. The graph shows that the pastplementation predictions are lower than the counterfactual, and

these differences are statistically significant. The slopes are statistically, but not meaningfully, different; the
differences betveen the predictions are similar July 2021 and February 2023, indicating the bulk of the

difference is the decrease occurring at implementation rather than a time trend.

Figure 0.13 Weilght Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
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Table 0.9 Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

Average Predicted Outcome,
July 2021

26.1513

18.5183

-7.6329%

( 26.0287, 26.2738)

( 18.4300, 18.6066)

( -7.7747, -7.4911)

Slope

0.2259*

0.2466*

0.0207

( 0.2232, 0.2286)

( 0.2324, 0.2608)

( 0.0068, 0.0347)

Average Predicted Outcome,
Feb 2023

28.1828*

20.9435

-7.2393

( 27.8393, 28.5263)

( 20.8569, 21.0301)

( -7.5859, -6.8928)

N

11,257,797

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

(WCC): Counseling for Nutrition

We see asteady upward increase in counseling for nutrition at the beginning of the study, with a jump
during the initial pandemic period from January 2020 up through July 2021 with some smaller values
immediately preceding the implementation period in April andyM2®21. Values start to decrease post
implementation,andwe seea slight decrease throughout the peisiplementation period with the
exception being of late fall 2022 near the start of the school year. Thangkmentation rapid increase is
extended andherefore the slow to negative trend posinplementation leads to a sizable gap in February

2023 of over 4 percentage points.

Figure 0.14 Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
(WCC): Counseling for Nutrition
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Table 0.10 Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

(WCC): Counseling for Nutrition

Average Predicted Outcome, 13.1533 8.665* -4.4883¢
July 2021

( 13.0666, 13.2400) ( 8.6075, 8.7225) ( -4.5903, -4.3864)
Slope 0.0986¢ 0.1019¢ 0.0032

( 0.0969, 0.1003) ( 0.0919, 0.1118) ( -0.0065, 0.0130)
Average Predicted Outcome, 14.1999 9.7732 -4.4268*
Feb 2023

( 13.9515, 14.4484) ( 9.7170, 9.8294) ( -4.6746, -4.1790)
N 11,257,797

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Weight Assessment and Counseling for Nutrition and Physical Activitydbildren/Adolescents

(WCC) Counseling for Physical Activity

This metric was on a sustained upward trend throughout theipmglementation period, increasing from

near zero prior to 2019, around 3 percent in January 2020 to roughly six in the first half of 2021. (Note that
the low values prior to 2019 lead to negad predictions.) Posinplementation, the trend stalled and

reversed. The difference in the slopes means that the roughly 2 percentage point gap at implementation

has expanded to roughly 4.5 percentage points in February 2023.

Figure 0.15 Weilght Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents
(WCC): Counseling for Physical Activity

Percent (%)
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Table 0.11 Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents

(WCC): Counseling for Physical Activity

Average Predicted Outcome, 6.1041* 4.3752¢ -1.7288*
July 2021

( 6.0445, 6.1637) ( 4.3345, 4.4160) ( -1.7984, -1.6593)
Slope 0.0703¢ -0.0797 -0.15

( 0.0694, 0.0713) ( -0.0865, -0.0728) ( -0.1567, -0.1434)
Average Predicted Outcome, 9.0702 4.4908* -4.5795*
Feb 2023

( 8.9017, 9.2388) ( 4.4507, 4.5308) ( -4.7464, -4.4126)
N 11,257,797

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Appropriate Treatment for Upper Respiratory Infection (URI)

Effective management of upper respiratory infection means that providers prescribe antibiotics
appropriately. This measure calculates the rate of appropriate treatment. This measure was improving
during the preimplementationperiod butbegan decreasing after implementation. Both trends are
statistically significant, and thus the difference is as well. Despite no change in July 2021 in the rates, by

February 2023 the rate was 3.4 percentage points lower than projected in the absetheevadiver.

Figure 0.16 Appropriate Treatment For Upper Respiratory Infection Rate
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Table 0.12 Appropriate Treatment For Upper Respiratory Infection Rate

Baseline

SP Waiver

Implementation

Difference

Average Predicted Outcome, 93.4359¢ 93.1861* -0.2498
July 2021

( 93.1714, 93.7005) (93.0296, 93.3426) (-0.5578, 0.0582)
Slope 0.0813¢ -0.084 -0.1652¢

(0.0757, 0.0868)

(-0.1169,-0.0510)

(-0.1978,-0.1327)

Average Predicted Outcome, 95.131* 91.7415% -3.3895¢
Feb 2023

(94.3265, 95.9355) (91.5891, 91.8939) (-4.2053,-2.5737)
N 1,366,969

Notes: 95% confidence intervalsin parentheses SP = Standard Plan *p < 0.05.
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Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis (AAB)

This metric measures the percentage of episodes for beneficiaries ages 3 months and older with a diagnosis
of acute bronchitis/bronchiolitis that did not result in an antibiotic dispensing event. Higher is better for

this metric. The AAB measure increasgdabout 2.7 percentage points per year from 2017 through 2021.
Between 2021 and 2022 the measure increased by 6.6 percentage points to 66.9%.

Figure 0.17 Trends in Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis
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Pharmacotherapy Management of COPD Exacerbation (PCB)ticosteroid use \thin 14 days.

This metric examines the percentage of COPD exacerbations for members 40 years of age and older who
had an acute inpatient discharge or ED visit and who were dispensed appropriate medications. Higher is
better for this metric. Analyses of systemic cortiawsids within 14 days of the hospital event and
bronchodilator prescriptions within 30 days of the hospital event are analyzed separately. Just after the
pandemic began, there was a notable drop in the percent of beneficiaries who received systemic
corticosteroids within 14 days; values fell from near 70 in early 2020 to 60 by the summer; the pandemic
may have affected the population eligible for this metric, in addition to the more typical disruption to the
healthcare system. The metric had a slow betsly recovery up to the time of implementation. There

was no systematic jump at implementation, but overall, the upward trend reversed; the slope post
implementation was negative. It is noteworthy that the pasiplementation values are generally higher
than the highest of the pramplementation period; this may be a situation where the recovery from COVID
plateaued, meaning the pogtandemic recovery trend was unsustainable, more than the implementation
per se affecting outcomes. Said another way, te@d just prior to the implementation period was a

rather steep increase, but this could be a manifestation of the recovery from the G¥/tizcrease. The
projected trend in the immediate posinplementation period would have been substantially higheart

the range seen in the prienplementation, which suggests that the projected trend may not be a

reasonable estimate of the trend that would have occurred in the absence of implementation.




Figure 0.18 Pharmacotherapy Management of COPD Exacerbation (PCE). Corticosteroid use within 14 days.
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Table 0.13 Pharmacotherapy Management of COPD Exacerbation (PCE): Corticosteroid use within 14 days.

: SP Waiver :
Baseline : Difference
Implementation

Average Predicted Outcome, 66.8733¢ 67.6894* 0.8161
July 2021

( 63.6106, 70.1360) ( 64.7825, 70.5963) ( -3.5481, 5.1803)
Slope 0.112%* -0.5724* -0.6853¢

( 0.0460, 0.1797) ( -1.0012, -0.1437) ( -1.1086, -0.2620)
Average Predicted Outcome, 76.5701* 65.0507 -11.5194¢
Jan 2023

( 67.5412, 85.5989) ( 62.2999, 67.8015) (-20.9108, -2.1279)
N 22,055

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Pharmacotherapy Management of COPD Exacerbation (P®E)nchodilator use \ithin 30 days

This measure, which calculates tpercent of those admitted for COPD who are prescribed a
bronchodilator within 30 days, shows there is no effect of implementation on this measure as the

differences in July 2021, February 2023, and slope are all statistically zero.

Figure 0.19 Pharmacotherapy Management of COPD Exacerbation (PCE). Bronchodilator use within 30 days
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Table 0.14 Pharmacotherapy Management of COPD Exacerbation (PCE): Bronchodilator use within 30 days

Average Predicted Outcome,
July 2021

Baseline

75.2053¢

SP Waiver

Implementation

72.4085%*

Difference

-2.7969

( 72.3999, 78.0107)

( 69.6417, 75.1752)

(-6.7362, 1.1425)

Slope

0.0218

-0.1267

-0.1486

( -0.0389, 0.0826)

( -0.5059, 0.2524)

( -0.5225, 0.2253)

Average Predicted Outcome,
Jan 2023

79.4723%

74.0012¢

-5.4711

( 71.6655, 87.2791)

( 71.5364, 76.4660)

(-13.5951, 2.6529)

N

22,055

Notes. 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Statin Therapy for Patients with Cardiovascular Disease (SPC)

Prior to waiver implementation and COVID onset, statin therapy farardiovascular disease was trending
upward and averaged about 65%. In July 2021, the statin therapy was forecast@®beib the absence

of the waiver and 6.9% in the presence of the waiver, indicating no immediate effects of the waiver.
During SP implementation a negative but nonsignificant downward trend in statin therapy is observed,
corresponding to a 07% point decrease in statin therapy per month. By December 2022, it is estimated
that statin therapy for cardiovascular diseasd.i&8 percentagepoints lower than projected in the absence

of the waiver.

Figure 0.20 Statin Therapy for Patients with Cardiovascular Disease (SPC)
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Table 0.15 Statin Therapy for Patients with Cardiovascular Disease (SPC)

: SP Waiver :
Baseline : Difference
Implementation

Average Predicted Outcome, 66.5008" 65.9109¢ -0.59
July 2021

( 65.2715, 67.7302) ( 64.7846, 67.0372) ( -1.6516, 0.4717)
Slope 0.1787* -0.0682 -0.2468"

( 0.1318, 0.2255) ( -0.2452, 0.1089) ( -0.4128, -0.0809)
Average Predicted Outcome, 69.9837 65.1973 -4.7864*
Dec 2022

( 67.0140, 72.9535) ( 63.9302, 66.4644) ( -7.9697, -1.6032)
N 327,711

Notes. 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Statin Therapy for Patients with Diabetes (SPD)

Prior to waiver implementation and COVID onset, statin therapy among beneficiaries with diabetes was
trendingupward, with a 0.13 percentage point increase per month. In July 2021, statin therapy was
forecast to be 49.5% in the absence of the waiver and 49.2% in the presence of the waiver, indicating no
immediate effects of the waiver. During SP implementatiosinaller positive time trend in statin therapy
was observed: statin therapy for beneficiaries with diabetes was estimated to increase 0.05 percentage
points per monthg a not statistically significant 0.08 percentage point decrease in the slope compared to
the pre-waiver trend. By December 2022, it was estimated that statin therapy for beneficiaries with

diabetes was 1.7 percentage points lower than projected in the absence of the waiver.

Figure 0.21 Statin Therapy for Patients with Diabetes (SPD)
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Table 0.16 Statin Therapy for Patients with Diabetes (SPD)

Average Predicted Outcome,
July 2021

Baseline

49.4509°

SP Waiver

Implementation

49.2221*

Difference

-0.2287

( 48.7419, 50.1598)

( 48,5712, 49.8731)

( -0.7994, 0.3420)

Slope

0.1334*

0.0456*

-0.0878

( 0.1077, 0.1591)

( -0.0497, 0.1408)

( -0.1769, 0.0012)

Average Predicted Outcome,
Dec 2022

51.27*

49.5483¢

-1.7217

( 49.6414, 52.8985)

( 48.8736, 50.2229)

( -3.4297, -0.0137)

N

1,061,260

Notes: 95% confidence intervals in parentheses. SP = Standard Plarfp < 0.05.
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Diabetes Screening for People with Schizophrenia or Bipolar Disorder wholdsiag

Antipsychotic Medications (SSD)

The percentage of people with schizophrenia or bipolar disorder who are using antipsychotic medications
and who were screened for diabetes was steady betweed3® from 2017 through 2019. The measure

fell to 74.9% in 2020 but increased to 77.3% in 20220P2 the measure again dropped to 75.7%, which is
still lower than preCOVID levels.

Figure 0.22 Trends in Diabetes Screening for People with Schizophrenia or Bipolar Disorder who are Using

Antipsychotic Medications
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Prevention Quality Indicator 05 (PQI Q%}hronic Obstructive Pulmonary Disease (COPD) or
Asthma in Older Adults Admission Rate

Thetrend inadmission rate for COPD and asthma was statistically zero throughout thepleEmentation
period, and remained (statistically) unchanged in the pogilementation period. A statistically significant
decline of 0.1 percentage points at implementatioraperated by February 2023 so that there currently is

no difference in this posmplementationrate from the projectedrate.

Figure 0.23 COPD & Asthma Admission Rate

Percent (%)

« Actual —— Pre-Waiver Trend
—— Post-Waiver Trend Post, assuming no waiver

COVID-19 adjustment: Mar. 2020 to end of study period




Table 0.17 PQI0O5: COPD & Asthma Admission Rate

Outcome, July 2021

Average Predicted

Baseline

0.395

SP Waivetmplementation

0.3041*

Difference

-0.0909

( 0.3327, 0.4572)

( 0.2642, 0.3440)

( -0.1566, -0.0251)

Slope

-0.0008

0.0051

0.0059

( -0.0036, 0.0019)

( -0.0030, 0.0132)

( -0.0013, 0.0131)

Average Predicted
Outcome, Feb 2023

0.3851*

0.407*

0.0219

( 0.2184, 0.5517)

( 0.3526, 0.4614)

( -0.1481, 0.1920)

N

2,138,148

Notes: 95% confidence intervals in parentheses. SP = Standard Plarfp < 0.05.
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Prevention Quality Indicator 15 (PQI 15) Asthma in Younger Adults Admission Rate

This measure captures admissions for asthma among younger adults. Lower values are better. This is a rare
outcome, and thus even with overrgillion-member months most estimates are imprecise. There was a
downward trend in the premplementation periodwhich became more negative after implementation but

was not statistically significant. There is no statistical difference in the rate in July 2021 or February 2023.

Figure 0.24 PQI 15: Asthma inYounger Adults Rate
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Table 0.18 PQI 15: Asthma in Younger Adults Rate

Average Predicted Outcome, July 2021 0.0404* 0.0323¢ -0.0082

( 0.0323, 0.0486) ( 0.0267, 0.0378) ( -0.0178, 0.0014)
Slope -0.0004* -0.0009 -0.0004

( -0.0007, -0.0001) ( -0.0018, 0.0001) ( -0.0014, 0.0005)
Average Predicted Outcome, Feb 2023 0.0552 0.0386* -0.0165

( 0.0321, 0.0782) ( 0.0333, 0.0440) ( -0.0397, 0.0066)
N 5,428,255

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Pediatric Quality Indicator 14 (PDI14): Asthma Admission Rate

Admissions for pediatric asthma are outcome that camramaged by effective healthcare delivery,

reducing these rates over areas with less effective outpatient pediatric asthma managementto Prior

COVIBL9 and Waiver implementation, asthma admission rates were not changing substantially, with a

small, negative, slope estimate. At the time of SP implementation, the asthma admission rate had a
statistically significant decrease of 0.0015 percertpgints. During implementation, we see a statistically
significant 0.0003 percentage point decrease in the slopkcating that asthma admission rates have

been decreasing quicker than expected. By December 2022, asthma admission rates are 0.0074 percentage
points lower with the waiver than would have been expected in the absence of the waiver. This decrease is
nearly a 50% decrease over the projected admission rates in the absence of the waiver, though the high
projected values may be due to confounding from C@MDIynamicsNote that for most of the post

implementation period, the seasonal effects are larger thtamestimated SP effect

Figure 0.25 PDI 14: asthma admission rate
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Table 0.19 PDI 14: asthma admission rate

Average Predicted Outcome, July 2021 0.0083* 0.0068* -0.0015¢

( 0.0075, 0.0091) ( 0.0061, 0.0076) ( -0.0025, -0.0005)
Slope 0.0000 -0.0004* -0.0003*

( -0.0001, -0.0000) ( -0.0005, -0.0003) ( -0.0004, -0.0002)
Average Predicted Outcome, Dec 2022 0.0148* 0.0074 -0.0074*

( 0.0129, 0.0168) ( 0.0067, 0.0082) ( -0.0095, -0.0053)
N 72,961,157

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Prevention Quality Indicato®8 (PQI08) Heart FailureAdmission Rate

This measure captures admissions for heart failure among younger adults. Lower values are better and
reflect effective outpatient management of heart failure. Despite the figure showing an increase to 2019
and subsequent decrease, overall trends areistaglly flat in both the preand post implementation

time period. There is a notable but (barely) statistically zero effect at implementation. Overall, there is

little statistical evidence this rate was changed as a result of the transformation.

Figure 0.26 PQI 08 Heart Failure Admissions Rate

Percent (%)

e Actual - Pre-Waiver Trend

Post-Waiver Trend Post, assuming no waiver
COVID-19 adjustment: Mar. 2020 to end of study period




Table 0.20 PQI 08: Heart Failure Admissions Rate

Average Predicted Outcome, July 2021 0.1628* 0.1388* -0.024

( 0.1369, 0.1888) ( 0.1204, 0.1572) ( -0.0502, 0.0021)
Slope 0.0005 0.0001 -0.0004

( -0.0004, 0.0015) ( -0.0033, 0.0036) ( -0.0036, 0.0027)
Average Predicted Outcome, Feb 2023 0.1957 0.1638* -0.0319

( 0.1230, 0.2684) ( 0.1453, 0.1823) ( -0.1061, 0.0422)
N 7,558,037

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Pediatric Quality Indicator 16 (PDI 16) Gastroenteritis Admission Rate

This metric has a fair amount of imprecisipthe values are rathennstable. But overall, pre
implementation values had a slight decline, with a considerable decline during the pandemic, with rates
beginning to drift upward immediately prior to implementatiohe regression model estimates a
statistically significanincrease of54 per 100K children at implementation, withséightlylower slope

leading toa not statistically significaibwer rate in December 2022. In addition to thet statistically

significantresults, the clinical significance of the differenciois.

Figure 0.27 Pediatric Quality Indicator 16 (PD/ 16) Gastroenteritis Admission Rate

Rate per 100K
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Table 0.21 Pedjatric Quality Indicator 16 (PDI 16) Gastroenteritis Admission Rate

Average Predicted Outcome, July 2021 0.9675* 1.5105 0.543

( 0.6131, 1.3218) ( 1.2276, 1.7934) ( 0.0906, 0.9955)
Slope -0.0057 -0.0181 -0.0124

( -0.0186, 0.0072) ( -0.0659, 0.0298) ( -0.0586, 0.0339)
Average Predicted Outcome, Dec 0.9867* 1.3196* 0.333
2022

( 0.0173, 1.9561) ( 1.0503, 1.5890) ( -0.6815, 1.3475)
N 80,261,898

Notes: 95% confidence intervals in parentheses. SP = Standard Plarfp < 0.05.
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Pediatric Quality Indicator 18 (PDI 18) Urinary Tract Infection Admission Rate

This measure is another preventable admission dt@ver values are better. It showsslight increase

throughout the pre implementation period. With the low end of .75 per 100,000 lives increasing up to 2.5
at the end of the pramplementation period. This trend, when extended forward, leads to the projection of
3 to 3.5 admissions per 1@O in early 2023. At implementation, the rate falls and continues a downward
trend throughout 2022 into 2023 where, with only two exceptions, the 14 months after January 2022 are

all below the minimum rates in the prienplementation period (ignoring theery low rate in December

2017).

Figure 0.28 Pediatric Quality Indicator 18 (PDI 18) Urinary Tract Infection Admission Rate

Rate per 100K
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Table 0.22 Pediatric Quality Indicator 18 (PD/ 18) Urinary Tract Infection Admission Rate

Baseline SP Waiver Implementation Difference

Average Predicted Outcome, July 2021 2.3087 1.6094* -0.6993*

( 1.8720, 2.7454) ( 1.2894, 1.9294) ( -1.2434, -0.1551)
Slope -0.0041 -0.1026* -0.0985

( -0.0167, 0.0085) ( -0.1563, -0.0488) ( -0.1507, -0.0462)
Average Predicted Outcome, Dec 2022 3.2208* 0.8477 -2.3731*

( 2.0719, 4.3697) ( 05912, 1.1042) ( -3.5455, -1.2006)
N 80,261,898

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Poor mental health days

We usedrespondents from Oklahoma (OK) to control for other secular trends during the study period,
AAYyO0S hyQa aSRAOFAR LINRBIAINIY RARYQOG AYLX SYSYy(d Yyl
2024) and thus was still providing coverage thatWea RSt SR | F (i SusihgifdeftrServicBNahd NJ Y
primary care case managemend/e found that the number of poor mental health days increased in both
statesover the study period After controlling for covariates, we see that NC respondents had 0.7 fewer

poor mental health days than OK throughout the time period, weatfound no evidence of a change in

b/ Qad NI} GSa FFGSNI GKS tldzyOK 2F {tao

Figure 0.29 Trends in the number of poor mental health days in the last 30 days
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Table 0.23 DiD estimates

Unadjusted Model

Adjusted Model

Difference between pre- and post-intervention periods in control 1.212%*= 2.291*
group (OK) (0.613,1.811) (0.176,4.407)
Difference between control (OK) and intervention (NC) groups in the -0.699*** -0.584***
pre-intervention period (-0.982,-0.417) (-0.870,-0.299)
DiD estimate -0.722 -0.518
(i.e., intervention effect) (-1.602,0.157) (-1.346,0.311)

N

22,290

Notes: Adjusted model includes sex, age groups, racial categories, income, employment, educational and marital status variales as well

as year and state fixed effects. The sample consists of individuals who resided either in North Carolina oOklahoma, had a lower

household income (< $35,000) and had a valid response to the question. Due to small sample size issues, we did not restrict the sample

to only Medicaid beneficiaries. Observations with missing values for covariates wereexcluded from the sample. * p<0.05, ** p<0.01, ***

p<0.001
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Binge drinking

Using respondents from OK to control for other trends during the study period, we find that the number of
binge drinking days in NC was relativetigble throughout 2016 2022. Both states looked similar in terms
of average number of binge drinking days in the month. There was no discernable change in NC after SP

implementation, controlling for trends prior to implementation and trends in OK.

Figure 0.30 Trends in the number of days of binge drinking in the last 30 days

many

Source: BRFSS.




Table 0.24 DiD estimates

Unadjusted Model Adjusted Model

Difference between pre- and post-intervention periods in control 0.108 0.518
group (OK) (-0.453,0.669) (-2.048,3.084)
Difference between control (OK)and intervention (NC)groups in the -0.112 -0.216
pre-intervention period (-0.363,0.139) (-0.469,0.0373)
DiD estimate 0.0665 0.0358
(i.e., intervention effect) (-0.688,0.821) (-0.741,0.812)

N

6,620

Notes: Adjusted model includes sex, age groups,racial categories, income,employment, educational and marital status variables as well

as year and state fixed effects. The sample consists of individuals who resided either in North Carolina or Oklahomahad a lower

household income (< $35,000) and had a valid response to the question. Due to small sample size issues, we did not restrict the sample

to only Medicaid beneficiaries. Observations with missing values for covariates were excluded from the sample.

INTERIM EVALUATION REROFRHEMANAGED CAREOMPONENODFb h w ¢ |

/v wh[ LbER{

1061 m p

2



Concurrent Use of Opioids and Benzodiazepines (COB)

The percentage of beneficiaries aged 18 and older with concurrent use of prescription opioids and
benzodiazepines has declined since 2016. The steepest decline was between 2016 (25.6%) and 2019
(14.0%). The measure has continued to decline since 2019 dmat slowly. In 2022, the measure was

11.7%, the lowest in our analysis period. Lower is better for this metric.

Figure 0.31 Trends in Concurrent Use ofOpioids and Benzodiazepines
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Percentage of beneficiaries with access to preventive/ambulatory health services (AAP)

Figure 0.32 Trends in the percent of beneficiaries receiving preventive/ambulatory health services.
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Notes: Baseline and SP Waiver Implementation trends are predictions from the multivariate interrupted time series model descirbed in

-waliver incremental intercept and slope to
zero but including trends due to COVID or changing beneficiary characteristics.
The percentage of Medicaid beneficiaries receiving preventive or ambulatory health services in the month
just prior to SP implementation was about?8This percentage fell to 25% immediately upon
implementation and showed a decrease of 2.6 percentage points in July 2021. The trend was increasing
very slightly prior to SP implementation. After SP implementation, the trend became negative. By
December2022, the percentage of beneficiaries receiving preventive/ambulatory health services was
roughly 6 percentage points lower than expected without SP implementation. Note that this measure is
usually calculated at an annual rate, and so is lower than typieakuares of this metric. It is, of course,
not expected that a beneficiary would have a visit every month. Thus, this result should not necessarily be
interpreted as a barrier to access; it may be that more effective management reduced the need for
ambuldory visits. Unlike many other metrics, the period immediately prior to the implementation date

was relatively steady; the difference between the posplementation rate and rate projected in the




absence of the implementation is due to the steady decline in actual rates. This is curious and bears further

inspection.

Table 0.25 Percentage of Medicaid beneficiaries receiving preventive/ambulatory health services.

Average Predicted Outcome, 27.9492¢ 25.3231F -2.6261*
July 2021

( 27.8682, 28.0301) ( 25.2578, 25.3883) ( -2.7139, -2.5383)
Slope 0.0299 -0.162¢ -0.1919*

( 0.0273, 0.0325)

( -0.1723, -0.1517)

( -0.2017, -0.1820)

Average Predicted Outcome,
Dec 2022

31.1578

25.2696¢

-5.8882%

( 30.9550, 31.3606)

( 25.2098, 25.3294)

( -6.0961, -5.6802)

29,835,574
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Chlamydia Screening in Women (CHL)

The percentage of women ages 21 to 24 who were identified as sexually active and who had at least one
test for chlamydia during the measurement year increased slightly from 2017 (55.7%) to 2019 (59.0%).
Since 2019, the measure has declined steadily by ab&upercentage points per yegsome of this

decline may be due to theational shortagef the reagent used for chlamydia screening that began in the

fall of 20201n 2022 the measure was 54.0%hich is a very minor decrease from the 2@2teening rate

Figure 0.33 Trends in Chlamydia Screening in Women
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Percent of Beneficiaries using Dental Services

Dental visits were carved out of managed care, and so may have had a different effect of SP
implementation than other measures. The monthly rate of dental service use (one or more visits) saw a
remarkable drop in the early pandemic period, as expectederall, the rate recovered after only a few
months, by June/July 202(Little evidence of a time trend is otherwise apparent, but statistically there is a
slight downward drift. The postimplementation trend is also statistically negative, but is statistically and
gualitatively higher than the premplementation trend. We estimate that the roghly half point

percentagepoint average decrease at implementation persists to a similar effect at January 2023.
Figure 0.34 percent of beneficiaries using dental services
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Table 0.26: percent of beneficiaries using dental services

Average Predicted Outcome, July 2021 8.3934* 7.9355¢ -0.4579%
( 8.3487, 8.4380) ( 7.8862, 7.9847) ( -0.5090, -

0.4068)

Slope -0.0122¢ -0.0204¢ -0.0082¢
( -0.0134, -0.0110) ( -0.0242, -0.0166) ( -0.0123, -

0.0041)

Average Predicted Outcome, Jan 2023 8.1744 7.5687* -0.6058*
( 8.1116, 8.2373) ( 7.5220, 7.6153) ( -0.6780, -

0.5336)

N

24,010,410

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Appropriate Testing for Pharyngitis (CWP)

This measure assesses the percentage of episodes for members 3 years of age and older with a diagnosis of
pharyngitis (sore throat), which adéspensed aan antibiotic and receive a group A streptococcus test for

the episode. A higher rate indicates appropriate testing that should be conducted before antibiotic

treatment is given and thus a higher level is preferred. The rate in the figure is relaiyelyut generally

flat, with an upward trend slightly more evident in the pasiplementation periodThe decrease during

the pandemic onset is highly evident, with a decrease of nearly 20 percentage points from March 2020 to
April 2020. Statistically, the pestplementation trend is higher than the pimplementation trend, which

means a stable increasetween the postmplementation result and the projected value in the absence of

the waiver. The higher trend means there is a statistical difference between thempkmentation and

the projected in February 2023.

Figure 0.35 appropriate testing for pharyngitis
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Table 0.27 appropriate testing for pharyngitis

Average Predicted Outcome, July 2021 82.7754 82.9535 0.1781

( 82.1569, 83.3939) ( 82.5132, 83.3939) ( -0.5730, 0.9292)
Slope 0.0849* 0.2882* 0.2033*

( 0.0759, 0.0939) ( 0.2191, 0.3573) ( 0.1347, 0.2719)
Average Predicted Outcome, Feb 2023 82.806* 86.8468¢ 4.0408*

( 81.0909, 84.5210) ( 86.5497, 87.1438) ( 2.3060, 5.7755)
N 569,243

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Pediatric Quality Indicators #15 (PD5): Diabetes Shotterm ComplicationsAdmission Rate

This measure calculates the rate of admission for a preventable condition among the pediatric population
for shortterm complications from diabetes that require admission (e.g. ketoacidosis). An effective
healthcare system will have low values for thas,it is something that is better managed in outpatient
settings. Thus, the pattern shown heyan unequivocal reversal in trend and declining valyesone of

the strongest results for the managed care transformation in this report.

Prior to Waiver implementation, admissions due to diabetes sterh complications ranged from about
0.004% (4 per 100,000) to 0.007%, and had a statistically flat trend prior to @9VIDe average
predicted admission rate in July 2021 was 0.0022 peege points lower than expected, suggesting the
Waiver implementation was associated with a small immediate decrease in preventable diabetes
admissions among pediatric beneficiaries. The fimgiementation trend was a steeper negative trend
than that pror to the Waiver implementation, with an estimated monthly decreaséddi022%, which was
statistically significantly different from 0. Overall, predicted diabetes admissions were projected to be
0.0092% in the absence of the waiver (92 per 100,000) &0@R3% (2.7 per 100,000) in the presence of
the Waiver implementation. This represents a 75% decrease over expected admissions feersmort
diabetes complicationslt is important to note, however, that this is a rare outcome, and thus a few
admissiongould affect the rate considerable. Becauset®farity, the implications across a broad
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Figure 0.36 Pedlatric Quality Indicators #15 (PDI15): Diabetes Shorterm Complications Admission Rate

Percent (%)

e Actual —— Pre-Waiver Trend
—— Post-Waiver Trend -~ —- Post, assuming no waiver

COVID-19 adjustment: Mar. 2020 to end of study period

Table 0.28 Pediatric Quality Indicators #15 (PDI15). Diabetes Shorterm Complications Admission Rate

Average Predicted Outcome, July 2021 0.0065 0.0044* -0.0022¢
( 0.0056, 0.0075) ( 0.0037, 0.0051) ( -0.0033, -
0.0010)
Slope 0.0000 -0.0002¢ -0.0003
( -0.0000, 0.0000) ( -0.0004, -0.0001) ( -0.0004, -
0.0001)
Average Predicted Outcome, Dec 2022 0.0092* 0.0027 -0.0065*
( 0.0067, 0.0116) ( 0.0021, 0.0033) ( -0.0090, -
0.0040)
N 53,936,713

Notes: 95% confidence intervals in parentheses. SP = Standard Plarfp < 0.05.
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Plan AllCause Readmissions (PCR)

The alicause (observed) readmission rate gives the percent of hospitalized beneficiaries who were re
hospitalized within 30 days and captures the ability of the healthcare system to keep the beneficiary from
being readmitted to the hospital. Lower is better for this metric. Theeenstabledownward drift to the

metric aftermanaged care implementatigithe estimated difference of 5.16 by March 2023 is nearly a 50

percent reduction from the estimated rate without Transformation.

Figure 0.37 Plan AllCause Readmissions (PCR)
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Table 0.29 Plan AlF Cause Readmissions (PCR)

Average Predicted Outcome, July 2021

11.5541*

10.0637

-1.4903

( 9.9439, 13.1643)

( 8.8176, 11.3099)

( -3.5302, 0.5496)
Slope -0.0109 -0.1949 -0.184
( -0.0548, 0.0329) ( -0.3995, 0.0098) ( -0.3837, 0.0158)
Average Predicted Outcome, Mar 2023 13.1487

7.9793

-5.1694

( 8.2351, 18.0622

( 6.8174, 9.1412)

(-10.2075, -0.1313)

35,367

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Pregnancy Risk Screening

Pregnancy risk screening had a flat (technically, positive and statistically significant but very small) trend
prior to waiverimplementation and COVHI9 onset, though it did begin to decrease during CQMIDAt

the time of implementation in July 2021 there was no apparent immediate effect of the waiver. During
implementation, the trend became significantly zero. By Februang 202.37% of pregnancies were

estimated to be receiving risk screening, which was about the same as the projected value of 45.51% in the
absence of the waiver.

Figure 0.38 Pregnancy Risk Screening
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Table 0.30 Pregnancy Risk Screening

Average Predicted Outcome, July 2021

50.6816*

50.7953¢

0.1137

( 49.9469, 51.4163)

( 50.2007, 51.3898)

( -0.8463, 1.0736)

Slope

0.0312¢

-0.0349

-0.0661

( 0.0130, 0.0494)

( -0.1280, 0.0582)

( -0.1575, 0.0253)

Average Predicted Outcome, Feb 2023

45.5109*

44.3687*

-1.1422

( 43.3946, 47.6271)

( 43.7547, 44.9827)

( -3.3282, 1.0438)

N

300,569

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Use of Imaging Studies focow Back Pain

This metric plots the percentage of beneficiaries who have a primary diagnosis of low back painrastd did
have an imaging study, such as ara), an MRI, or a CT scan within 28 days of the diagnosis. Evidence has
shown that such imaging is typically not warranted and may unnecessarily increase costs, thus higher
values fiot receiving imaging) are better. Pmaplementation, this measure has a small slopefod3 that

is statistically significant different from zero. At the point of implementation ip 2021, the model

identifies a decrease of approximately 2.6 percentage points in the measure. Hraglesnentation slope

of -0.3 reverses sign posnplementation to .17 percentage point per month; the change is statistically
significant. The higherénd leads to the observed 71.99 percentage points in February 2023 compared to
the projected counterfactual of 71.26 percentage points, a difference of .73 percentage points that is not

statistically significant.

Figure 0.39 Use of Imaging Studjes for Low Back Pain
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Table 0.31 Use of Imaging Studlies for Low Back Pain

Average Predicted Outcome, July 2021 74.5605¢ 71.9649¢ -2.5955

( 73.6782, 75.4428) ( 70.9177, 73.0121) ( -3.9800, -1.2110)
Slope -0.0287* 0.1671* 0.1958*

( -0.0545, -0.0028) ( 0.0234, 0.3107) ( 0.0547, 0.3368)
Average Predicted Outcome, Dec 2022 71.2615 71.994 0.7324

( 68.7981, 73.7249) ( 70.9896, 72.9984) ( -1.9269, 3.3918)
N 151,097

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.

INTERIM EVALUATION REROFRHEMANAGED CAREOMPONENODFb h w ¢ | ['Vwh[ LbER){ 1@Mmp 2



Quialitative Findings

The gqualitative evaluation highlights tlexperiencedefore and during the first two years of the transition
to managed care, providing insights into provider, PHP, and benefpRacgptionsof access to and quality
of healthcareParticipants from healthcare organizations shared barriers due to PCP assignment, prior
authorization, and the availability of specialigteo accept Medicaid or certain PHRdich prevent them
from providing timelycareto their patients Improvement in these barriers was reported during the second
year (2023) ofransition for some PHPs. Participatingnieficiaries consistently reportduktter access to
PCPs bufacedchallengedinding specialists and accessing prescription medications. The detailed results

are reported below.

a. Provider mrception of the impact on healthcare access leading up to managed care transition
Qualitative findings from before the transition to Medicaid managed care (22021 )showed that
participantsfrom healthcare organizations understood the goals of the transition and could foresee how it
might improve the quality of care in the future. However, several participants shared concerns about
patient access to care and care continuity during the transitidany participants expressed concethsit
patient care may be delayed due to unawareness of the transition among their patiedtissues
auto-enrollment and PCP assignme8tme participating healthcare organizations and PHPs expressed
concerns about specialists contracting with fewer PHPs or not contracting at all because of the
administrative requirements, which could lead to access issues for beneficiaries. A healthlsgstemn
described the impact adpecialists notontracting on patient access fidlows.

So, even if they get autenrolled to a plan that we're inlet's just say one of their specialists did

not sign that contract, right? Then what happens to that piece when they [patients] need

specialty or subspecialty services amnd now out of network? And we don't have complete

visibility into which specialists are in which networks at this point, so we don't even have the ability

from a primary care standpoint to start to figure out how to communicate to somebody that there

isn't an orthopedic physian that's in the network in this area.
Participants from healthcare organizations shahedv they proactively worked to alleviate these concerns
about access to healthcare. First, they took additional steps to share DHHS resources about the transition
with their patients and educate them about different PHPs. Second, several participantededtincare
organizations decided to contract with all PHPs to maintain care contiftityd, because some specialty
practices had not contracted with all PHiPsmary care practicestarted identifying m-network specialists

for referral atmore distantgeographidocations to prevent care delays




b. Provider rception of the impact on healthcare acceksing the first two years of transition (July
2021 to May 2023)
Findings from 2022 interviews with healthcare organizations highlighted several challenges when working
with the PHPs that contributed to administrative burden and impacted patient access tolterenajor
challenges described were attributi@nrors (incorrect list of beneficiaries on the provider panglior
authorizations, and referral&arly findings fron2023showedimprovements in administrative processes
(e.g.,attribution and prior authorizatiopand care delivery (e.g., referrals) compared to thevipusyears
of thetransition. However,some concerns remained, causing delays in patient care.
Many participants described having patients on their panel who were not theirs before the
trangtion or losing their patients because they were assigteedther PCPs. Many participants described
working with their patients to correct PCP assignments to ensure care continuity. The prior authorization
process was a major hurdle to accessing healthcare services in 2022 and 2023 data. Participants described
how each PHP handled prior authorization for the same medications or services differently, causing delays
in access to card.hey described theervices and medications thitedicaid previously approvkor did
not require prior authorization as eitherot approvedor requiring prior authorizatiomnder thePHPs
creating frustrations foproviders and patientsA medical director at a healtbystemaffiliated practice
described their frustration as:
It seems thakvery EpiPenow requires prior authorization, which is just an insane waste of time. |
YSFEyZ GKSNB A ay Qi-savingarsl KhergdlPtamfredt. Andw@ydam Il dele9ing S
If | think this kid needs an EpiPen, | want them to have it in their hands today because they just
experienced a peanut allergy and reaction. | want them to have it. Why am | therghayump
iKSasS K22LJa (2 32 0GKNRdzAK GKA&a LINRPOSaakK ¢KIGdQa
This concern slightly improved in 2023, buibpauthorization wasstill an issue for some PHR® owner
and a provider of a pediatric practice described this frustration as:
But it has created a lot more administrative burden. For example, prior authorizations have just
been a nightmare. One of our good exampkthe babiesvho need their RSV vaccine, their
SYNAGIS vaccine. Each PHP has a completely different process for how that preapproval happens.
For some of them, it was pretty straightforward and seamless, while for others, ihwaghtmare.
Similar concerns were shared about referrals in both yeaseferrals became even more difficult after

the transition. The commonly reported specialists that were hard to find included mental health providers,




cardiologists, neurologists, otolaryngologists, gastroenterologists, dermatologists, and deitists.

administrator for an FQHC summed it as:
It is almost impossible to get a specialist to see a Medicaid patient. One, a lot of them are not
contracted with all the plans or stopped accepting Medicaid patients altogether... Medicaid was
YSOSNI I ANBFG LI &@SNE 0dzi etdhavelagprovalyo séhtl so@ebdady & S NI
to a specialist. And now, all of those things are added to it.

Preserving access to Medicaid patiewas a key consideration for health organization leadership when

deciding whether to maintaifPHPcontractsin 2022 and 2023A medical directofrom a healthsystem

affiliated practiced dz33S & (0 SRX PHp¥AGE GONBAIYGEA iX € 3L LI F2NJ LI GASy

disruption in access to carAs a resultmost participantsfrom healthcare organizatiorgecided to

continue contracting with all fiveHPsMost participants described their commitment to providing quality

patient care despite the administrative challenges of dealing with five PIHE@rganizational mission akin

G2 aSNBAYy3I ff LI GASYGa NBadbNFOHSEHEs agigomeh&fhi NI A Y & dz

systems as an essential decisimiaking factor to contract with aRHPglespite the challenges of working

with Medicaid health plansFor other participants, the administrative burdens are so significant that there

are barriers to providing basic levels of care. This leaves providers uncertain if they will continue

contracting with PHPs. As one provider from an independent pediatri¢ipeawoted:
L R2ydd gl yld G2 are (GKFd oLl GASydase NB y2a 3AA
roadblock in patient care or it takes double the amount of time for me to send a claim to that

company compared to another company, then it's at some pointrjostworth it for us.

c. Beneficianexperience®f accessindgpealthcareafter the transition

Early esults from beneficiary interviewand a focus groum 2023suggesmmixed experiences when
accessing primary and specialty cgBeme participants described no difference in accessing care after
transitioning to managed car©thers describedew cepays,not having medications coverednd
limitations to where they can access care.

Most participating beneficiariesould keep the same PCP they had before the iteoms but a few
reported issues with the PCP assignment, which took several calls to be corrected. A few participants
described difficulty accessing their PCP due to thpayoafter the trangion and the lack of aftehours
services offered by the PCP, making it hard for them to take time off from Wanky participants
described working closely with the®CP$o identify in-network specialists and were satisfied with the

services they receivetlany of these participating beneficiaries had established PCPs before the transition




to managed care and saw specialists within the same health system as their PCP, which made finding
specialists easyAn adult beneficiary described their experience as:

Medicaid has covered everything. I've had a baby, and | had gallbladder surgery to get it removed.

Um, and then it covered all of my follewp appointments.
However, someeported dissatisfactiomnd challenges accessing specialty services (@gntal health,
ophthalmology, dentistry) or medication6.K S& RS&ZONAOGSR -bRBRgzAR& I&ABSY HK3ad
which specialists are covered. These participants reported needing services or referrals to places that are
out-of-network with their PHP. A few caregivers described waiting to see a speordiigb find out at the
visit that they do not take the plan, resulting in eaftpocket expenses. More work is needed to determine
the causes of the variation in accessing specialty services by Medicaid beneficiaries.

Some participants shared barriers they faced in getting their medications on time. They described the
ease of getting prior authorization before the trati@n and how it had become difficult, resulting in long
waits for medications and ottf-pocket expenses. A participant with Type | diabetes caring for a child with
asthma described issues with accessing medication as:

So, there may be three or four days you go without medication because you're still waiting for a

representative to return your phone call if you had to leave a message if they were busy. Or the

representative at the time wasn't sure what was in your pemthey needed to look and give you a

callback.

Overall, participants from healthcare organizations shared barriers due to PCP assignment, prior
authorization, and the availability of specialists, which prevent them from providing timely access to their
patients. Ultimately, patient care is affected, patients are denied care. If providers choose not to

O2Yy (NI Ol 6AGK LAFYA Y20AYy3a FT2NBI NRZ SinflafyS FA OA I NA S &
beneficiaries consistently reported challengedinding specialistand outof-pocket expenditures foout-

of-network referrals, which cadeter healthcare access




Hypothesis 1.2: The implementation of Medicaid managed care will increase the
rate of use of behavioral health services at the appropriate level of care and

improve the quality of behavioral health care received.

While care for beneficiaries with severe behavioral health disorders have hbega brought under

Tailored Planscare for many mental illnesses and substance use disorders are provided by SPs for those
beneficiaries thaenrolled in a managed care plan. Therefore, behavioral health service use is also
expected toincrease irterms ofaccess to high quality care and improueehavioralhealth outcomes. We
examineda variety of metrics, capturing the experience of different populations served by Medicaid, to

measure improvement in these domaiasd examine &ew subpopulation strata.

We found significant progress by SPs in engaging beneficiaries with behavioral health needs if afre in
30metrics Sx measures of behavioral health care and qualirsened however,even after adjusting for
COVIEL9 effects. Theemaining B metrics showed no difference between the pend post SP

implementation periods.




Table 0.32 Summary of Metric Results for Hypothesis 1.2

SP/AMH
Measure
Set

Measure (Metric abbreviation)

Adjusted
waiver
effects

at

endpoint

Progress *
(Yes/No/No difference)

Adherence to Antipsychotic Medications
for Individuals with Schizophrenia (SAA)
Antidepressant Medication Management 4.0% pts
(AMM)  Acute phase
Antidepressant Medication Management 3.9% pts
(AMM) Continuation phase
Metabolic Monitoring for Children and -3.9% pts
Adolescents on Antipsychotics (APM)
percent receiving blood glucose testing
Metabolic Monitoring for Children and -2.2% pts
Adolescents on Antipsychotics (APM)
percent receiving cholesterol testing
SP Use of First Line Psychosocial Care for 3.1% pts No Difference
Children and Adolescents on (NS)
Antipsychotics (APP)
SP Follow-up After Hospitalization for Mental 3.9% pts No Difference
lliness (FUH)by MH providers within 7
days after discharge
SP Follow-up After Hospitalization for Mental 9.3% pts No Difference
lliness (FUH)by MH providers within 30 (NS)
days after discharge
Follow-up After Hospitalization for Mental | -4.7% pts No Difference
lliness (FUH)by primary care providers
within 7 days after discharge
Follow-up After Hospitalization for Mental | -9.1% pts No Difference
lliness (FUH)by primary care providers (NS)
within 30 days after discharge
Follow-up After Hospitalization for Mental 2.1% pts
lliness (FUH)with enhanced BH services
within 7 days after discharge
Follow-up After Hospitalization for Mental | 4.8% pts
lliness (FUH)with enhanced BH services
within 30 days after discharge
Follow-up After Hospitalization for Mental | 4.5% pts No Difference
lliness (FUH)by any type of providers (NS)
within 7 days after discharge
Follow-up After Hospitalization for Mental 6.3% pts No Difference
lliness (FUH)by by any type of providers (NS)
within 30 days after discharge
SP Follow-up Care for Children Prescribed -4.4% pts No Difference
ADHD Medication (ADD) (NS)

INTERIM EVALUATION REROFRHEMANAGED CARFOMPONENOFb hwe¢ | /! wh[ LbERY{ 128 mp

2



Initiation of Alcohol Abuse or Dependence
Treatment (IET)

1.1% pts

Services Jamong beneficiaries with SUD

(SUD32)

Engagementin Alcohol Abuse or -0.4% pts No Difference
Initiation of Opioid Use Treatment (IET) 4.8% pts
Engagementin Opioid Use Treatment (IET| 4.8% pts
Initiation of Other Drug Use Treatment 2.0% pts No Difference
(IET) (NS)
Engagementin Other Drug Use Treatment| 0.9% pts No Difference
(IET) (NS)
Initiation of any type of Substance Use 5.1% pts
Treatment (IET)
Engagement in any type of Substance Use| 5.8% pts
Treatment (IET)
Follow-Up After Emergency Department -4.9% pts No Difference
\Visit for Alcohol and Other Drug Abuse or (NS)
Dependence (FUA)within 7 days
Follow-Up After Emergency Department -6.6% pts No Difference
\Visit for Alcohol and Other Drug Abuse or (NS)
Dependence (FUA)within 30 days
Follow-Up After Emergency Department -9.6%pts No Difference
\Visit for Mental lliness (FUM) within 7 days (NS)
Follow-Up After Emergency Department -7.4% pts No Difference
\Visit for Mental lliness (FUM) within 30 days (NS)
Continuity of Pharmacotherapy for OUD --
(POD / SUD22)
Use of Behavioral Health Care for People -3.5% pts
with SMI/SUD/SED
/Access to Preventive/Ambulatory Health -2.2% pts _
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Adherence toantipsychoticmedications forindividuals withschizophrenia(SAA)

Thepercentage of beneficiaries ages 18 and older during the measurement year with schizophrenia or
schizoaffective disorder who were dispensed and remained on an antipsychotic medication for at least 80
percent of their treatment period held constant at abdd@-61% between 2017 and 2019. The measure
peaked at 63.9% in 2020. It declined slightly to 61.1% in 2022, a similar level to {68©pi® period. Note,

for this metric, the sample included people who were ever enrolled in a Standard Plan.

Figure 0.40 Trends in adherence to antipsychotic medications for individuals with schizophrenia
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Notes: Adjusted model includes age (quadratic), urban location, race specific indicator variables and the Chronic lliness andDisability
Payment System (CDPS + Rx) risk adjustment scores (indicator flags).




Antidepressant Medication Management (AMM): Effective Acute Phase Treatment

This measure sees a steady upward drift through theigmgelementation phase with somevidence of a
pandemic increase in spring of 2020. At implementation there's a slight (not statistically significant)
increase in the trend, but the increase in July 2021 is a statistically significant 2.2 percentagei@nts.
projected rates largely follow the actual rates, although a slightly largeripggementation trend means
that the increase posimplementation steadily increase throughout the period to a statistically significant
difference of 4.05 percentage pdgin June 2022, when the meastends. This measure requires a 231

day look forward period and therefore this measure was only calculated through June 2022.

Figure 0.41 Antidepressant Medication Management (AMM): Effective Acute PhaseTreatment
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Table 0.33 Antidepressant Medication Management (AMM): Effective Acute Phase Treatment

Average Predicted Outcome, 57.9351* 60.1252¢ 2.1901*
July 2021

(56.6297, 59.2405) (58.776Q 61.4744) (0.2186,

4.1615)

Slope 0.1397 0.3088¢ 0.1691

(0.1003 0.179) (0.0635 0.5541) (-0.0740,

0.4122)

Average Predicted Outcome, 58.706* 62.7559" 4.0499*
Jun 2022

(55.9478, 61.4642) (61.3388,64.1731) (1.0743

7.0256)

N 83,282

Notes: 95% confidence intervals in parentheses. SP = Standard Plartp < 0.05.
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Antidepressant Medication Management (AMM): Effective Continuation Phase Treatment

The pattern for this measure is similar to @@mpanion measure which measures performance during the
acute phase of treatment: an increase throughout the-prplementation period, with a notable increase
at implementation and similar postplementation trends.The differences between the poest
implementation and projected rates in the absence of the waiver are roughly four percentage points,
roughly equal to the improvement over two year&ecause this measure is tied to the date of the

diagnosis and looks ahead for changes in care, the datagpapyear to end earlier than other metrics.

Figure 042 Antidepressant Medication Management (AMM): Effective Continuation Phase Treatment












































































































































































































































































































































































































































































