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DCH Quality Focus

The Department of Community Health (DCH) createzl @uality Strategic Plan in June
2007 and obtained Centers for Medicare and MediSaiwices (CMS) approval for the
plan in 2008. Since that time, DCH has continuoasisessed the Plan and its effectiveness
toward achieving the defined goals and objectidesievements to date have been
recorded in the Plan’s updates. Since the lasttapdanificant changes have taken place
within DCH to strengthen its quality direction afodus. One of the most significant of
those changes was the re-alignment of managedndréee-for-service staff and programs
to create a synergistic quality effect. BecauseMedicaid providers serve both the fee-
for-service and managed care populations, the staffibers focused on quality initiatives
from both program areas were brought together enwont. This coming together enhanced
the unit’s ability to educate each other aboutrtbheique quality initiatives and where
appropriate, combine like initiatives. It also alled DCH to communicate a common
message to all providers about the quality of tautee delivered to all Medicaid and
PeachCare for Kid8" recipients.

The DCH continues its strong commitment to the gssof quality strategic planning and
assessment. Each annual update will identify planthe forthcoming year; acknowledge
accomplishments of the prior year; identify oppaoities for improvement, and review and
revise goals. By doing this, DCH ensures its amgéocus on quality care, optimal
service and improved outcomes. This current upddt@rovide details about Georgia’s
efforts to ensure the highest quality of healtteadelivery to all Medicaid and PeachCare
for Kids ™ members.

Mission

To provide access to affordable, quality healtle¢garour communities; encourage
responsible health planning and use of health rem@urces; and promote healthy
behaviors and improved health outcomes.

Guiding Principles

AccessEnsure and support efforts to remove any bartehealthcare services and
resources.

Beneficiary SatisfactianListen to, understand, and address the neeoeraficiaries and
stakeholders in a prompt, respectful, and respensianner

Cultural and Linguistic Competencdnsure that members have access to appropriate
services that are responsive and accessible weasdi population

Accountability Demonstrate responsibility to stakeholders

QUALITY STRATEGIC PLAN UPDATE 2 JANUARY 2010



Ceorgla
Famllles
a ficaittn i

Integrity: Perform responsibilities with honesty, sinceritgurtesy and the highest quality
of ethical and professional conduct

Communication Promote an open transparent exchange of infoomaind ideas with a
commitment to listen and respond accurately, rlialand in a timely manner to
beneficiaries and stakeholders

DCH Health Policy Priorities for 2010:

Medicaid Transformation
Health Care Consumerism
Financial & Program Integrity
Health Improvement
Workforce Development
Emergency Preparedness
Customer Service

DCH Organizational Changes

The Georgia Department of Community Health (DCH}weeated in 1999 to serve as the
lead agency for health care planning and purchassggs in Georgia. The General
Assembly created DCH by consolidating four agenitieslved in purchasing, planning
and regulating health care. In 2009, the Generakfbly passed legislation to transition
the Georgia Division of Public Health and the Odfiaf Healthcare Facility Regulation to
DCH from the Department of Human Services. The iewbalth Emergency
Preparedness Section became a separate unit uGder@CH is also designated as the
single state agency for Medicaid. Currently, theifdons associated with DCH are:

Emergency Preparedness and Response
Financial Management

The Office of General Counsel
Healthcare Facility Regulation
Information Technology

The Office of Inspector General

Public Health

State Health Benefit Plan

Medicaid

Operations

Assessment

DCH has taken time to assess the progress achigenist its original Georgia Families
Quiality Strategic Plan and has identified its acglishments and opportunities for
improvement. DCH has also re-evaluated its initetiand established goals and will
identify revisions to both in this Plan update.
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Some of our major accomplishments during this assest periodnclude:

e Procured an External Quality Review Organizationcliperformed its initial year
of contracted work to DCH'’s satisfaction

o Worked with consumer groups and the communicatii@partment to educate
members on the availability and use of the HITT svieb

e Redefined performance measures to align with stadimad and nationally accepted
metrics

o Defined performance targets for reported metrics

o Facilitated the Strategic Quality Council and thptoving Birth Outcomes
Workgroup that brought together DCH business umitls community stakeholders
in an effort to collectively improve the health ocoines for all Georgia citizens
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|. Introduction

A.States Decision to Contract with Managed Care Organization

Georgia Families (GF) continues its partnershipveenh DCH and private Managed Care
Organizations (MCO) which are full-risk Health M&nance Organizations (HMO)
licensed by the Department of Georgia InsuranceSaidty Fire (DOI). Georgia’s
Managed Care Organizations are referred to as@anagement Organizations (CMO).
Amerigroup Community Care, Peach State Health BtahWellCare of Georgia are the
three CMOs that have managed the care of membmabeehin this program since its
inception.

Georgia requires mandatory managed care enrollfoeReachCare for Kid&",

Georgia’s Children’s Health Insurance Program (QH#Rd specific Medicaid eligible
members. The Georgia Families Medicaid eligibititegories include Low Income
Medicaid (LIM), transitional Medicaid, pregnant wemand children in “Right from the
Start Medicaid” (RSM), newborns of Medicaid-covermeomen, refugees, and women with
breast and cervical cancer.

The Georgia Families program strives to promote@myate utilization of services and
quality of care through activities such as utili@atmanagement, provider contracting, case
and disease management programs, and performapoaviement projects. The State, in
collaboration with the Care Management Organizati@MOs), the State of Georgia, the
Georgia Families enrollment broker (Maximus), acda@cgroups, and beneficiaries work
as strategic partners for quality improvement.

The Georgia Families program is currently in itartb year of implementation and has
transitioned from a start-up program to a matuog@m. It is redesigning its processes,
policies, procedures, operations, and organizatigrerform effectively as it moves into a
higher phase of growth and development. This Fanpart of that redesign effort.

Georgia Families will continue, at a minimum andapplicable, to be in compliance with
all Federal and state laws and regulations inclyudunality assessment and improvement
requirements in Title XIX of the Social SecuritytA€itle 42 Code of Federal Regulations
(CFR) 438. The Plan’s goals and objectives crdmdramework that will guide the
program to improve the health care outcomes ohwmembers.
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Membership Update
The following chart displays the distribution oetmembership among the
CMOs as of Decembdr, 2009:

Region CMO Membership
Atlanta AMERIGROUP 130,042
Peach State 177,098
WellCare 220,606
Atlanta Region Total 527,746
Central Peach State 51,610
WellCare 83,664
Central Region Total 135,274
North AMERIGROUP 28,265
WellCare 36,942
North Region Total 65,207
East AMERIGROUP 55,305
WellCare 99,987
East Region Total 155,292
Southeast AMERIGROUP 35,171
WellCare 65,326
Southeast Region Total 100,497
Southwest Peach State 79,010
WellCare 37,782
Southwest Region Total 116,792
Georgia Families Total 1,100,808

Source: Georgia Families monthly process results summary report — December 2009
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B. Comment Process

The Medicaid Managed Care Final Rule 42 CFR 843{&0equires that state Medicaid
programs have a written Quality Assessment ancdbReance Improvement (QAPI)
strategy for their managed care programs. 42 CF8.8082(d) requires that state Medicaid
programs "periodically” review the effectivenesgtadir managed care quality assessment
and performance improvement (QAPI) strategies. MRCFR 8438.202(e)(1) requires
that state Medicaid programs submit to the Cerfitersledicaid and Medicare Services
(CMS) "regular” reports on the effectiveness angl@mentation of the QAPI strategy.

Two strategic plan assessments have been condoctibet Georgia Families program -
one in June 2007(submitted to CMS in February 2@08)the second in May 2008
(submitted to CMS in March 2009). CMS evaluated approved Georgia’'s QAPI strategy
after finding it to be in compliance with all apgdble federal requirements.

Georgia conducts strategic plan assessments egary\Where indicated, changes to the
strategy are made and the results of the assesaneergported to CMS. DCH maintains
the ultimate authority for oversight of the Qual@yrategic Plan and the management and
direction of the Georgia Families program. The lfaq@proved Quality Strategic Plan will
be posted at the below site:

http://dch.georgia.gov/00/channel_title/0,2094, 321 96559860,00.html

DCH will accept and address comments on the Quétitgtegic Plan from stakeholders,
advocacy groups, consumer groups, and othersehiaiwv the document on an ongoing
basis; however, the plan will be updated annuallpmments are encouraged and should
be submitted tonanagedcarequality@dch.ga.gdRublic comments will be accepted from
June 15th to August 15th of each year and updai@sges reflected in the subsequent
revision of the Plan.

January 15th — YRTREEEREEEEE Submit draft to internal DCH management for approval

am
MarchR1st = NN s maaaaaa,,,, Submit draft to CMS for approval

Post CMS approved final document to DCH website for public viewing and comment

June 1st
Jiune 15th

Public Comment

August 15th
Sentember 1st

s Review and respond to public comment;
e Revise Plan to reflect updates/changes
December 31st
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C. Goals and Performance Driven Objectives:

The goals set by Georgia Families reflect the &tgtorities and areas of concern for the
population covered by the CMOs. Quantifiable penfance driven objectives have been
established to demonstrate success or identifyesigis in meeting intended outcomes.

1. Promotion of an organization wide commitment tolijy@af care and service
1.1.Design, develop and implement (DDI) Georgia’s needitaid Management
Information System (MMIS)
1.2.Develop and implement mechanisms to increase aoldion for quality
1.3. Utilize care management and care coordination gragrand processes to promote
member self-care and wellness, prevention of deseamplications, and cost-
effective service delivery

2. Improvement and enhancement of the quality of patiare provided through
ongoing, objective, and systematic measuremeatysis, and improvement of
performance
2.1.Increased Children’s Preventive Health Screenings
2.2.Increased Access to Preventive/Ambulatory HealtviSes
2.3.Increased Prevention and Screening for CervicalBirdst Cancer
2.4.Improved Access to Oral Health Services
2.5. Improvements in Birth Outcomes
2.6. Improvements in Respiratory Conditions and AsthrageC
2.7.Improvements in Diabetes Care and Outcomes
2.8. Assurance that Individuals with Behavioral Healtimcerns are properly cared for
2.9. Appropriate Drug utilization

3. Promotion of a system of health care delivery fivavides coordinated and improved
access to comprehensive healthcare and enhancadegrand client satisfaction.
3.1.Reducing Low Birth Weight Rates Project
3.2. Promotion of the Patient-Centered Medical Home ephc
3.3.Improvements in member and provider satisfaction
3.4. Enhanced Benefits - CMOs are to provide memberts ngtalth education and

prevention programs as well as expanded accessuweeas and providers thereby
giving them the tools needed to live healthierdive

4. Promotion of acceptable standards of healthcart@nmhanaged care programs by
monitoring internal/external processes for improgatopportunities
4.1. Maintaining fiscally sound contracts, policies grdcedures that adequately
address quality issues and requirements
4.2. Performance Improvement Projects
4.3.Reviews of CMO Clinical Practice Guidelines
4.4.EQRO activities
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II. Assessment

DCH routinely assesses the quality and appropratenf care and services delivered to
enrollees. The level of CMO contract compliancen@nitored continually and in
accordance with federal regulations, CMOs are stilbpeannual independent review
through the EQR process.

A.Quality and Appropriateness of Care

Race, Ethnicity, and Primary Language
Member data on race, ethnicity and primary languagaptured at the time the
member enrolls with Medicaid or PeachCare for Klis The member diversity
data is then sent electronically to each CMO asgdaheir monthly eligibility file.
Additionally, in FY 2010 the CMOs will monitor andport on several HEDIS
diversity metrics. This information will be utilideoy the CMOs to ensure the
following:

« Adequate number of PCPs and specialist per mendperattion

« Adequate number of PCPs and specialist with lang@agability for the
population per county

« Adequate written materials and translation servisaslable in the
prevalent languages of potential enrollees andlleeraaterials for
established members translated into all langudgdsate spoken by 5
percent or more of the population in the plan’vieerareas

« Identification of areas within the state with bpsdctices and opportunities
for improvement

o Development of CMO cultural competency plan

External Quality Review
The Performance, Quality and Outcomes (PQO) urth@Medicaid Division
competitively procured Health Services Advisory @ydHSAG) to work as the
State’s external quality review organization (EQR®gompliance with CFR
438.204. HSAG is contracted with DCH to performethrequired external quality
review (EQR) activities as outlined in the Balan&adiget Act (BBA):
« Validation of CMO performance improvement projects
« Validation of CMO performance measures
« Areview, conducted within a 3-year period, to dei@e the CMO
compliance with standards established by the $tatemply with the
requirements of 438.204(Q).
In addition, HSAG is conducting an encounter datiédation audit as an optional
activity and provided assistance with the develapmoé an auto-assignment
algorithm based on quality and cost of care.
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Clinical Standards/Guidelines

DCH requires the CMOs to institute Clinical Praet@uidelines (CPGSs) in the
following three areas: chronic kidney disease, 8llead screening and
immunizationsAlong with these required Clinical Practice Guidek, the CMOs
have adopted additional evidence-based clinicaltipe@guidelines and
disseminated them to providers via their providandbooks and web portals. CMO
provider relations’ staff visits to providers prota@dherence to the CPGs. Each of
the three CMOs has adopted the same clinical pegtiideline to address Child
and Adolescent Obesity and all three are workingpitaboration with DCH to
approve and adopt a standardized hypertensionigeagiideline.

CPGs must be disseminated to all network provideds upon request, to members
and potential members. In order to ensure congiafgrlication of the guidelines,
the CMOs encourage providers to utilize the CP@smaanitor compliance with

the guidelines until 90 percent or more of the pdeks are consistently in
compliance. The CMOs may use provider incentivategies to improve providers’
adherence to the CPGs.

Each CMO trends their providers’ adherence to tR&E€by medical record
reviews (MRR) and performance measure outcomesteily, CMOs submit bi-
annual performance measure outcome updates anidyanedical record review
data to DCH. DCH will transition the MRR to ad-h@porting with
implementation of the next amendment to the CMQreah

QUALITY STRATEGIC PLAN UPDATE 11 JANUARY 2010



eorgia
CFam ilies

Chaices for a ficaitny Lifc

B.Contract Compliance

DCH recognizes that monitoring access is the instigp to ensure members have access to
appropriate providers conveniently located; thukiogng access as barriers to care.
Information on participating providers is critidat assisting enrollees in selecting a health
plan that will provide seamless continuity of catéhe time of enrollment; improving

health care outcomes; and improving quality of chalevered.

Access to Care

The State’s contract with the CMOs requires théieatto comply with all applicable
federal and state laws, rules, and regulationsighieyy but not limited to: all access to care
standards in Title 42 CFR chapter 1V, subchapterfi@e 45 CFR 95, General Grants
Administration Requirements. Accesses to careraontequirements are detailed in this
section.

Maintains and Monitors a Network of Appropriate Riders

The CMO contracts require each CMO to establishraaithtain a network of
appropriate providers that is sufficient to provatkequate access to all services
covered for the enrolled population in accordanith section 1932(b)(7) of the
Social Security Act (as enacted by section 470df{#)e BBA of 1997).

DCH requires the CMOs to submit provider network@ehcy and capacity reports.
These reports are reviewed to ensure the CMO ddfeppropriate range of
preventive, primary care and specialty servicesdhmadequate for the anticipated
number of members for the service area and thaetisork of providers is

sufficient in number, mix and geographic distribatto meet the needs of the
anticipated number of members in the service &eagraphic access requirements
for CMO networks are listed below (see below):

Urban Rural
PCPs (primary care providers) Two (2) within ei@)tmiles | Two (2) within fifteen (15) miles
Specialists One (1) within thirty (30) One within forty-five (45) minutes or
P minutes or thirty (30) miles | forty-five (45) miles
. One (1) within thirty (30) One within forty-five (45) minutes or
General Dental Providers minutes or thirty (30) miles | forty-five (45) miles
: . One (1) within thirty (30) One within forty-five (45) minutes or
* q
Dental Subspecialty Providers minutes or thirty (30) miles | forty-five (45) miles
Hospitals One (1) within thirty (30) One within forty-five (45) minutes or
P minutes or thirty (30) miles | forty-five (45) miles
. One (1) within thirty (30) One within forty-five (45) minutes or
Mental Health Providers minutes or thirty (30) miles | forty-five (45) miles
One (1) twenty-four (24) One (1) twenty-four (24) hours a day
| (or has an after hours emergency phone
. hours a day, seven (7) days 3 :
Pharmacies L number and pharmacist on call), seven
week within fifteen (15) | 7y 4206 4 week within thirty (30)
minutes or fifteen (15) miles / . .
minutes or thirty (30) miles

* This requirement will be effective with the apped and implementation of the 2010 amendment taxk© contract
as drafted.
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Timely Access
Through its contract with the CMOs, DCH requiresle@MO to monitor their
network provider timeliness and take correctiveaactf there are compliance
issues. The CMOs must ensure their network prosider
« offer hours of operation that are no less tharhtihes of operation
offered to commercial enrollees or are comparabtbdse of Medicaid
fee-for-service providers;
« are encouraged to offer After-Hours primary carailability during the
evenings and on weekends;
« meet the state’s timely access to care and serfoceppointment wait
times, taking into account the urgency of the needervices (see

below)

PCPs (routine visits) Not to exceed 14 calendgs da

PCP (adult sick visit) Not to exceed 24 hours

PCP (pediatric sick visit) Not to exceed 24 hours

Specialists Not to exceed 30 Calendar Days

*Dental Providers (routine visits) Not to exceedl Qalendar Days

*Dental Providers (urgent care) Not to exceed d@rh

Non-emergency hospital stays 30 Calendar Days

Mental health Providers 14 Calendar Days

Urgent Care Providers Not to exceed 24 hours

Emergency Providers Immediately (24 hours a dajays a week) and
without prior authorization

* This requirement will be effective with the appad and implementation of the 2010 amendment of2lkO contract as drafted.

Additionally, the CMOs must ensure provider resgotisies for returning calls
after-hours are within the contractual standaré {ssow):
*Urgent Calls Shall not exceed 20 minutes

*Other Calls Shall not exceed one hour
* This requirement will be effective with the appad and implementation of the 2010 amendment taikk© contract as drafted.

CMOs must also ensure “in office” wait times arehivi “do not exceed” state

established time frames for enrolled members (stmb):

*Scheduled Appointments Wait times shall not excé@aninutes. After 30 ’L
minutes, the patient must be given an update o

the wait time with an option of waiting or

rescheduling the appointment.

*Work-in or Walk-In Appointments Wait times shalbhexceed 90 minutes. After 45

minutes, the patient must be given an update on

the wait time with an option of waiting or

rescheduling the appointment

* This requirement will be effective with the appab and implementation of the 2010 amendment t&Ciik®© contract as drafted.

The Georgia Department of Audits and Accounts (Dd&dnducts reviews of the
GeoAccess Reports submitted by the CMOs on a glyabi@sis. These reports are
reviewed for compliance with the access standanti;med in the CMOSs’ contract.
They also conduct secret shopper surveys of pros/idéfices to determine the
accuracy of the providers’ panel status as wethas compliance with appointment
wait times. Their findings and recommendationscfanrective actions are submitted
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to the DepartmentThe Department reviews the findings and develops
recommendations for corrective action to the Plans.

Direct Access to Women’s Specialist

In compliance with 42 CFR 438.206(b)(2) and tonpote improved health care
outcomes for enrollees, the state requires the Cd@sovide female members with
direct access to women'’s health specialists withénnetwork for covered care. This
is in addition to the member’s designated sourgeriofiary care if that source is not a
women’s health specialist. No referrals are neddetémale members to access a
women’s health specialist within the networks fecessary routine and preventive
health covered care including family planning seesi

Each CMO is required to submit monthly geograplkimesas reports to ensure their
network is adequately staffed with women'’s heaftbcsalists. They must also submit
a monthly PCP Assignment Report which identifiegpedviders (including women’s
health specialists) that have been selected by renas their PCP. DCH monitors
this requirement by reviewing, tracking and trewgdine reports submitted by the
CMOs.

Second Opinion

The State requires each CMO to provide and be nsiiple for payment of a second
medical opinion when there is a question conceraidgagnosis or the options for
surgery or other treatment of a health conditiBequests for a second medical
opinion may be made by a member; a member’'s amabnefpresentative; or any
member of the health care team. CMOs must haveaegure for enrollees to obtain
a second medical opinion from a qualified healtte gaofessional within the network,
or arrange for the enrollee to obtain a second caédpinion outside of the network.
Each plan is required to clearly state its procedar obtaining a second medical
opinion in the member handbook. Additionally, thanbs second opinion procedure is
required to be in compliance with section 42 CFR.236(3)(b).

DCH monitors compliance with this requirement tlgbueview of CMO policies and
procedures, as well as monitoring complaints raggrdoverage of second opinions.

Out of Network

In compliance with 42 CFR 438.206(b)(4) the Statguires that if a CMO is unable

to provide a member with medically necessary ses/govered under the contract, the
CMO must adequately and timely cover these seraaeside of the network for as
long as the CMO is unable to provide the servigéisen in-network providers do not
furnish the services the member needs becauseraf oraeligious objections, the
CMO must furnish these services outside of the agtwlso. The CMO is required to
coordinate with the out-of-network providers regagdpayment and must ensure that
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the cost to the member is no greater than it wbeld the covered services were
furnished within the network.

In addition, CMOs are responsible for covering darenew enrollees utilizing an out-
of-network provider for chronic conditions or artime/ongoing course of treatment.
In this circumstance, CMO coverage must continuelfoto 30 days while
transitioning the member’s care to an in-netwoikvder.

DCH continues to monitor compliance with out-ofwetk coverage for unavailable
medically necessary services through review of Gddlicies and procedures, as well
as monitoring complaints regarding accessibilitpadviders.

Credentialing

The State requires that each CMO complies withrélyeirements specified in 42 CFR
438.214 which include selection and retention ofvjaters, credentialing and re-
credentialing requirements, and nondiscriminatid@H requires the CMOs to
establish and verify credentialing and re-creddéintiecriteria for all professional
providers. At a minimum the plan’s providers minstcredentialed as Medicaid
providers in the State prior to enrolling as a Ci©vider. Each CMO is required to
credential network providers in accordance withdtandards of the National
Committee for Quality Assurance (NCQA), Joint Corssion on Accreditation
Healthcare Organization (JCAHO), or Utilization v Accreditation Commission
(URAC). The CMOs are required to:

« have a system for verification and examinatiorhefdredentials of
each of its providers;

« have written policies and procedures for credenggbroviders to
ensure compliance with all applicable federal aatesregulations;

« have written policies/procedures for taking appiatpraction
whenever, as determined under the quality assuramoggam,
inappropriate or substandard services have beefmdgaor services
which should have been furnished have not beengedy

« have a written plan for conducting reviews of phismis and other
licensed medical providers which includes ongogaw within the
organization; and

« exercise reasonable care in assuring that delivezatih care
services are performed by appropriately licensedigers.

DCH conducts reviews of the CMO credentialing megtninutes; documentation of
all adverse disciplinary actions recorded on tlwviglers; and reports with expiration
dates for provider licenses, certifications, inswecoverage, and other documents.
DCH also randomly audits the CMOs’ provider lissrtg ensure the following
provider credentials are not expired: Malpractiteurance, Drug Enforcement
Administration Registration, Board Certification @onentation, and Delegated Entity
lists to include coverage by county, providers’ eaand specialties.
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Coordination and Continuity of Care
Care coordination and continuity of care facilitdte linkage of members with appropriate
services and resources in a coordinated efforthéese good health. DCH recognizes that
coordination and continuity of care is important filember safety, to avoid duplication of
services, and to improve health care outcomes.

Ongoing Source of Primary Care

Pursuant to 42 CFR 428.208(b), the State requie€MOs to have procedures to
ensure each enrollee has an ongoing source of fyricage appropriate to his or her
needs.The CMOs are required to offer each member a chafipgimary care
provider (PCP). The plan must inform members d@irtRCP assignment; their
ability to choose a different PCP; the list of gd®mrs from which to make a choice;
and the procedures for making a change.

To improve continuity and coordination of care, @&Os must attempt to perform
an initial screening and assessment for all eresligithin 90 days from the date of
enrollment to identify pregnancy, chronic condigpbarriers to obtaining health care
(such as transportation) and special or signifiteatth care needs. The CMOs must
also have procedures to coordinate services teeptaluplication of services.

Special Needs Population
The Managed Care State Plan Amendment (SPA) itetertain groups of
members as those with “special health care ned@t&®se members are exempt from
enrolling in the Georgia Families program. Theseniers include:
« Medicaid members in the Children’s Medical Servieesgram;
« Children receiving services through the Georgiaidad Program (GAPP);
« Members residing in hospice or long term care ifaes!;
« People who are institutionalized;
« Children eighteen (18) years of age or younger arean foster care or another
out-of-home placement;
« Children (18) years of age or younger who are ygtbster care or adoption
assistance under Title IV-E of the Social Secukityninistration;
« People in Medicaid who qualify for Medicare; and
« People who qualify for Supplemental Security Incq®8l)

Georgia Families is aggressively working with theo@jia Department of Human
Services Division of Family and Children’s Servi¢B$-CS) and Maximus, the
Georgia Families enrollment broker, to identify iagisms to assist with early
identification of members with significant healttre needs. Methods being
explored include utilization of standardized sciegriools such as the Child and
Adolescent Health Measurement Initiative (CAHMIpk@and surveys.

The CMOs have implemented mechanisms for identifyassessing and ensuring

the existence of a treatment plan for individuaithwpecial health care needs.
Mechanisms include: outreach activities; evaluatibhealth risk assessments; and
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review of historical claims data. The CMOs utilz@se and disease management
programs to target and improve the health outcdoramembers identified as
having special health care needs.

Georgia Families recognizes that health care outsdior all members including
those with special health care needs are improveshW CP utilization increases. A
“medical home” decreases fragmented care, incresggsidentification and
treatment of chronic health conditions, and promdsetter care coordination.
Georgia Families identified that members may navkithe importance of PCPs
and the positive effects that the use of medicalémhas on health statubhis

barrier is being addressed by increasing membewlealye of the need for and
benefit of declaring a medical home. In the intef®CH will monitor CMO
requirements related to significant health carelad¢krough case and disease
management reports to be implemented with the apgdroontract amendment.

Special Access

The State requires that each CMO have a procgdage that ensures members
identified as needing a course of treatment orlegguare monitoring have direct
access to a specialist appropriate for the memiberidition and needs. The CMOs
must provide information to members with a conditibat requires on-going care
from a specialist on how to request a standingra&fand how they may request and
obtain access to a specialty care center. DCH mi@nsipecial access by reviewing
CMO policies and procedures to ensure these pomagsare in place and by
monitoring complaints for evidence of non-complianc

Coverage and authorization of services

In line with the DCH mission to improve access fforaable, quality health care;
encourage healthy behaviors to achieve improvetirheatcomes; and assure
responsible health planning and use of health rem@urces, the CMOs must manage
service utilization through utilization review, priauthorization, and case management.

Covered Services

Pursuant to 42 CFR 438.210(a), each CMO may exteeservice limits but may
not provide members with services in an amounttitum, and scope that is less
than the amount, duration, and scope for the sameces furnished to recipients
under the Georgia fee-for-service Medicaid progrdtar enrollees eligible for
Early Periodic Screening, Diagnostic and Treatn(ERISDT) services, the Plan
must cover all medically necessary services toecoiwr ameliorate a defect or
condition found during a screening even if the ®@ware not covered by the
Georgia State Medicaid Plan as long as they ardddietdcovered services as
defined in Title XIX of the Social Security Act.

Plans are required to offer expanded services talmees and to specify which
expanded services are covered by the Plan. The @&fihes expanded services as
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those offered by the plan and approved by the 8tateare services more than or
not contractually required to be covered by the CMO

Medical Necessity

Pursuant to 42 CFR section 438.210(a)(4), DCH dsfmedically necessary
services as those services based upon generadiptadcmedical practices in light
of conditions at the time of treatment, and:

« appropriate and consistent with the diagnosis etitbating provider and the
omission of which could adversely affect the eligimember’'s medical
condition;

« compatible with the standards of acceptable megicadtice in the
community;

« provided in a safe, appropriate, and cost-effectetting given the nature of
the diagnosis and the severity of the symptoms;

« not provided solely for the convenience of the mends the convenience
of the health care provider or facility

« not primarily custodial care unless custodial d¢ar@ covered service or
benefit under the members evidence of coverage; and

« there must be no other effective and more consgevat substantially less
costly treatment, service and setting available.

Services must be sufficient in amount, duratioml secope to reasonably achieve
this purpose in accordance with 42 CFR 8440.230

Authorization

The state requires that each Plan require pridroaiziation and/or pre-certification
for all non-emergent and non-urgent inpatient adiors except for normal
newborn deliveries. The CMOs are permitted to negpiior authorization and/or
pre-certification for all non-emergent and/or of#aetwork services. Plans may not
require prior authorization or pre-certificatiorr Emergency services, post
stabilization services, urgent care services, EPS®&ening services or family
planning services.

DCH monitors CMO compliance with contractually reed authorization
timeframes outlined below:
« Standard Service Authorizations (routine): withihcalendar days from
receipt of request
« Expedited Service Authorizations (urgent): with# #ours from receipt
of request
« Retro Authorizations (post service): within 30 calar days from receipt
of request

CMOs may not arbitrarily deny or reduce the amodutation, or scope of a
required service solely because of the membergnadisis, type of iliness, or
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condition. In the event of denial of the requdstenount, duration, or scope
services, CMOs must notify the requesting provatet give the enrollee and
provider written notice of the decision. All deciss to deny service authorization
requests or to authorize a service in the amouwmatien, or scope that is less than
requested, must be made by a health care professubio has appropriate clinical
expertise in treating the enrollee’s condition isedse.

DCH ensures compliance with this requirement thhoG1O record reviews of
prior authorization requests as well as on sitetauand reviews of
complaints/appeals.

Structure and Operation
The contract with the CMOs complies with federal atate requirements related to
structure and operation. DCH continues to montaerisure CMO contractual compliance.

Provider Selection

CMOs cannot require a physician to participatecaeat any plan product
unrelated to providing care to members as a camddf contracting with that

CMO. The CMOs maintain a formal provider relatidasction to timely and
adequately respond to inquiries, questions andezasdrom network providers in
addition to a mechanism for provider dispute resmtuand execution of a formal
system of terminating providers from the networkI@s are not allowed to enter
into any exclusive contract agreements with pra@dieat exclude other health care
providers from contract agreements for networkip@dtion. Health care providers
cannot, as a condition of contracting with a CMéyuire the CMO to contract with
or not contract with another health care providene CMOs cannot, as a condition
of their contract with a provider, require the pgo®r to also participate in any other
non-Georgia Medicaid plan. CMOs cannot discrimiregainst providers serving
high-risk populations or those that specializeanditions requiring costly
treatments.

DCH monitors this through periodic audits of openaal processes and review of
provider contracts. DCH monitors the CMOs for coiapte through reviewing
provider selection policy and provider complairpags. DCH staff members work
closely with the CMOs on all received provider cdanqts to ensure adequate and
timely responses and to track and trend for CMiper service areas of
improvement.

Member Information

The State requires the CMOs to be responsibledocaing members on their
rights and responsibilities at the time of theiradiment into the plan and annually.
Educational activities and member information maybnveyed via mail, by
telephone, and/or through face-to-face meetingee GMOs are responsible for
providing members with handbooks and identificattands within 10 calendar
days of receiving the member enrollment file fro@H The CMOs must also
have written policies and procedures regardingititeés of members that comply
with applicable federal and state laws and regutati
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The Plans’ member handbooks are in compliance neghirements set forth in 42
CFR 438.10 and include information on:

« member rights and responsibilities,

« the role of PCPs,

« how to obtain care,

« what to do in an emergency or urgent medical sdanat

« how to request a Grievance, Appeal, or Administeatiaw Hearings, and

« how to report suspected Fraud and Abuse.

All written materials must be available in altefmatformats and in a manner that
takes into consideration the member’s special needsiding those who are
visually impaired or have limited reading proficocgn CMOs notify all members
and potential members that information is availablalternative formats and how
to access those formats. The CMO makes all writtEanmation available in
English, Spanish and all other prevalent non-Ehdhsguages as defined by DCH.

DCH monitors compliance with member informationuegments through review
of: policies and procedures pertaining to enrollmerember handbooks and
outreach material; call-scripts; and other membkated materials.

Enrollment and Disenroliment

DCH ensures the CMOs comply with the enrollment @isénroliment
requirements and limitations set forth in 42 CFR.88 including: disenrollments
requested by the CMO; disenrollments requestetidgnrollee; and procedures
for disenrollment determinations. Enroliment intedggia Families (GF) is
mandatory for members with the following eligibjlitategories: Low Income
Medicaid (LIM); Transitional Medicaid; Right fronlmé¢ Start Medicaid (RSM) for
children, pregnant women, and children born to rgthvith RSM; eligible women
with breast or cervical cancer; refugees; and Reahfor Kids™.

CMO Disenrollment Requests
The CMO may request member disenrollment for s¢veesons identified
in the contract such as:

« The Member demonstrates a pattern of disrupti\ebasive
behavior that could be construed as non-compliadti®not caused
by a presenting illness;

« The Member’s Utilization of services is Fraudulenabusive;

« The Member has moved out of the Service Region;

« The Member is placed in a long-term care nursiegifi, State
institution, or intermediate care facility for theentally retarded;

« The Member’'s Medicaid eligibility category changesa category
ineligible for GF, and/or the Member otherwise lraes ineligible
to participate in GF.

« The Member has any other condition as so defineld®M; or
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« The Member has died, been incarcerated, or movedf@tate,
thereby making them ineligible for Medicaid.

Member Requests for CMO Disenrollment

A Member may request disenroliment from a CMO plathout cause
during the ninety (90) calendar days following ttege of the Member’s
initial enroliment with the CMO plan or the date BGends the Member
notice of the enrollment, whichever is later. Memsb@ay request
disenroliment without cause every twelve (12) merittereafter.

DCH makes final determinations on all disenrollmesgjuests and notifies the
CMO via file transfer and the member via surfacd mdhin five (5) calendar days
of making the decision.

Subcontractor Delegation

All subcontracting arrangements entered into byGME must comply with 42
CFR 434.6(b) and (c). Through the contract with@hOs, DCH requires that all
subcontractors that provide care to Georgia Fasiiembers must have written
contracts reviewed by DCH prior to implementati@CH mandates that each
CMO: ensures subcontracts fulfill the requiremaitthe contract and applicable
federal and state laws and regulations; specfiiiesttivities and reporting
responsibilities delegated to the subcontractad;laas provisions for revoking
delegation or imposing sanctions in the eventtiatsubcontractor’s performance
is inadequate.

DCH holds the CMO accountable for all actions @& smbcontractor and its
providers. CMOs must: perform annual and on-goimgitoring of all
subcontractors; notify the subcontractor of idésdifdeficiencies or areas for
improvement; and require the subcontractor to sal@opriate corrective action
when applicable.

DCH requires signed attestation statements frorh EAGO attesting that the
activities of each of their approved subcontractmesbeing monitored. The State
requests and reviews a list of subcontractors gugito include dates the contracts
were executed and CMO subcontractor audit repdhs.CMOs must provide an
immediate notice to DCH of any changes to any exgstubcontractor agreements
and sub-contractual issues that jeopardize acoemsgquality of member care.

Confidentiality

Each member’s privacy is protected in accordantle the privacy requirements in
45 CFR Part 160 and 164 Subparts A and E, to ttentthat they are applicable.
CMOs must maintain written policies and proceddoexompliance with all
applicable federal, state, and contractual privaopfidentiality, and information
security requirements.

Internal Grievance System
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Each CMO is required to maintain a member grievayséem that includes a
grievance process, an appeal process and an attatines hearing process. In
compliance with 42 CFR 438.400(b) DCH defines astiten” as the denial or
limited authorization of a requested service, idolg the type or level of service,
and an appeal is a request for review of an acagrievance is defined as an
expression of dissatisfaction about any matterrdtien an action such as the
quality of services provided and rudeness of aiBevy

CMOs are required to inform members of their rigirisl general grievance system
procedures through adverse determination lettetsraamber handbooks. The
grievance process allows the enrollee, or the l&'slauthorized representative to
file a grievance or appeal.

CMOs must notify the enrollee that he or she hasa@3@ndar days from the date of
an adverse decision to appeal the decision by stiqgea fair hearing. Plans must
provide reasonable assistance in completing foanagpeals and taking other
procedural steps including providing toll-free nwerdbthat have adequate
TTY/TTD and interpreter capability. Members musbabe informed of their right
to continuation of benefits if requested and theeapbis filed timely. Members
must be provided with clearly written informatioxpéaining that if the final
resolution of the appeal is adverse to the mentbey, may be responsible for the
cost of the services furnished and if the finabheson overturns the Plan’s
decision, the Plan must authorize, provide andfpaglisputed services promptly.

CMOs are required to acknowledge receipt of edel firievance and appeal in
writing within 10 business days of receipt and md&germinations on grievances
within 90 calendar days. Final decisions on appealst be done within 45
calendar days or as expeditiously as the enrolleeadth condition requires. The
response must include the decision reached, tisemés) for the decision, the
policies or procedures that provide the basisHerdecision, and a clear
explanation of any further rights available to émeollee. Additionally, the plan
must ensure that the decision-makers for grievdappsals are health care
professionals with the appropriate clinical exserin treating the enrollee’s
condition or disease when the reason for the gniex@nvolves clinical issues or
relates to the denial of expedited resolution oappeal.

The Administrative Law Hearing process provides rnera an opportunity for a
hearing before an impartial Administrative Law Jeag all appeals upheld by the
CMO. The State maintains an independent Adminisgdtaw Hearing process as
defined in the Georgia Administrative Procedure @&iC.G.A Title 50, Chapter
13) and as required by federal law, 42 CFR 200.eiver or authorized
representative may request a State Administrataxg Hearing in writing within 30
calendar days of the date the Notice of Adverseofds mailed by the Plan.
CMOs must adhere to decisions as a result of thmididtrative Law Hearing
process.
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In compliance with federal statues, DCH requireg #ach CMO log and track all
grievances, appeals and Administrative Law Heardggiests and maintain records
of whether received verbally or in writing. Griexas must include a short, dated
summary of the problems, the name of the grievhetdate of the
grievance/appeal, the date of the decision, andigp®osition.

DCH requires each organization to process eackharee and appeal using
applicable state and federal statutory, regulatang, contractual provisions, and
internal written policies and procedures. DCH monsitcompliance through review
of quarterly reports submitted by each CMO, on tmrd reviews of CMOs and
subcontractors, and approval of policies and proesdand member and provider
handbooks.

Quality Measurement and Improvement
The CMO contracts require each CMO to maintain dfeti Committee for Quality
Assurance (NCQA) certification. As of April 200%¢ah of the three plans had
received new health plan accreditation and twdo$é plans submitted Healthcare
Effectiveness Data and Information Set (HEDIS) geniance data to NCQA.

Georgia Families is utilizing HEDIS and Agency fdealthcare Research and
Quality (AHRQ) performance measures including edministrative and hybrid
reporting that will be monitored and changed assgary to assess improvements
in quality of care. These performance measurefoamglly reported to DCH by
each CMO at least annually based on calendar wrafpDIS and AHRQ metric
specifications. Performance measure targets haye dstablished and will be
modified as needed. The FY 2010 amendment to th® Cbhtract contains
language allowing the CMOs to develop performancenmtives for their network
providers to drive achievement of the performamacgets. This contract addendum
also contains liquidated damages that may be leshedld a CMO fail to achieve
the established performance targets.

DCH is soliciting a Medical Record Review (MRR) @rgzation for validation of
hybrid performance measures (through the MMIS vendxCH is also negotiating
with our EQRO vendor to modify the contract to allfor EQRO validation of
performance measures.

C.Use of Available and Evolving Health Information Technology

DCH ensures that contracting CMOs maintain healtbrmation systems that collect,
analyze, integrate and report data, and achievelijeetives of the Georgia Families
program. In addition, DCH strives to create arlioperable system that allows providers
to access multiple systems (i.e. immunization tegitead, Medicaid Management
Information System (MMIS), etc.) simultaneously.
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The Georgia Health Information Technology TranspeygHITT) website
(http://georgiahealthinfo.coecame fully functional in May 2009. The laurtdtihe site
was done in two phases.
« Phase | went live in December 2008 and included:

Implementation of the technical architecture by IBM

MayoClinic.com health education content (preventiseallness, and

disease management information), and

Basic provider profiles including cost and quattymparison data.

« Phase Il was launched in May 2009 and included
= Expansion of provider profile information

Addition of a long-term care decision support cohteol featuring
the Centers for Medicare and Medicaid Service€-8tar quality
rating system, facility inspection reports and astee information
on the average cost of care for nursing home afime health
care. Consumers can also download checklists toaesover 3,600
facilities and look-up information on over 20,00@ypicians.

Some of the communications and marketing initiaifge the Georgia HITT site included:
DCH Communications office in conjunction with thé&i€e of HITT held a press
conference announcing the launch of Phase Il oiviiie site; brochures, flyers and other
web site literature were distributed in the loc&8 @S offices to promote the use of the web
site to Medicaid members; DCH participated in He#dirs throughout the state to
disseminate web site literature; and, Twiftérand Facebook" were utilized allowing for
the public to follow the latest updates throughialaretworking media.

The “Compare Health Plans” section of the websitgesigned to assist consumers with
selecting the right health insurance plan for thelwes and their family. This section also
displays selected HEDIS measures that are indgatidihe quality of care for children,
women and the diabetic population. DCH and otlekediolders continue to collaborate to
design information that will be available on thebsie such as selected measures from
validated Member Satisfaction survey results, agtevark data.Additionally, the HITT
team, as part of the Strategic Quality Council vgookip is assisting in making Georgians
aware of the Council’s initiatives to educate @hig about hypertension in an effort to
prevent and reduce cardiovascular deaths in Georgia

lll. Improvement

Quality Improvement is a formal approach to thelysia of performance and systematic
efforts to improve it. Based on the results ofdseessment activities, Georgia Families
will strive to improve the quality of care delivere

A.lImprovement through Interventions and Sanctions

DCH, in collaboration with the CMOs, has implemehseveral interventions to improve
the quality of care delivered to GF members. irgations that are in place include:

« Quality Assessment and Improvement Programs;

« Cross-State Agency Collaborative/Initiative;
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« Performance Improvement Project(s);
« Pay-for-Performance incentives;
« Information System or Electronic Health Recordiatives;
« Implementation of optional EQRO Activities; and
« Assurance of complete and accurate encounter data

Quality Assessment and Performance Improvementr&mg (QAPI)
DCH requires each CMO to have a QAPI program thedtsicontractual standards
at least as stringent as those requirements spaaifi42 CFR 438.236-438.242.
The CMO’s ongoing program objectively and systeoadlty monitors and
evaluates the quality and appropriateness of cateservices rendered, thereby
promoting quality of care and quality patient ou&s in service performance to its
population.

Each QAPI program is based on the latest avail@siearch in the area of quality
assurance and includes a method of monitoringyaisalkevaluation and
improvement of the delivery, quality and appropregss of health care furnished to
all members (including under and over utilizatidrservices). The state requires
the plans to submit annual evaluations of and gsd&t their QAPI program.

Cross-State Agency Collaborative/Initiative
Within the DCH Division of Medicaid, the Performan®uality and Outcomes
(PQO) Unit has responsibility for oversight of gtainitiatives, health care
utilization and medical management in the managee program. This unit
interacts internally with the DCH Medical Policy,oRider Services, Member
Services and Contract Services Units to assure et and exceed our goal of
quality health care. As barriers are identifiedeetive solutions are sought after
and implemented with involvement of internal antkexal stakeholders.

DCH and CMO leadership have taken a lead roleanhag out to Georgia’s child
health providers on an individual basis and throtlghGeorgia Chapters of the
American Academy of Pediatrics and the Americand&eay of Family Physicians.
Partnerships have also been forged with the DinisioPublic Health on issues
related to lead exposure, childhood obesity, astfame low birth weight rates; with
the Georgia Division of Family and Children Sergid¢e discuss issues related to
eligibility and children in state custody; with tBepartment of Behavioral Health
and Developmental Disabilities to discuss issukdad to mental health; and with
the Georgia Department of Education on issuesaeliat health care services
provided in the school settiagn each of these collaborations, the aim is to
improve the quality of children’s health care withcumented improvements in
performance metrics.

In July 2009, the Improving Birth Outcomes Work Gpowvas formed with the goal

of reducing Georgia’s low birth weight rate fronb% to 8.6% by 2015. The Work
Group includes representatives from: the Georgidibéed program staff; the
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Georgia OB GYN Society; leadership from the threzdMaid CMOs; the Georgia
State Health Benefit Plan program staff and inggi€ommercial Insurers; Private
Practitioners; the Georgia Family Connections Rastnp; the Hispanic Health
Coalition; the Georgia State Health Policy Centieg; United Way of Metro
Atlanta, the Georgia Office of Health Improvemeang the Voices for Georgia’s
Children. The Work Group identified objectives athtegies to achieve the goal.
Achieving these objectives aligns with DCH’s missand is critical to Georgia’s
success in reaching this goal.

In June 2009, DCH spearheaded the Strategic Quditycil. With representation
from DCH business units including HITT, the OffickHealth Improvement,

Public Health and the State Health Benefit Planiarghrtnership with the CMOs,
the Council decided its strategic direction waprevent cardiovascular deaths and
reduce Georgia’s cardiovascular death rate. /8200 United Healthcare
Foundation ranked Georgia’s cardiovascular dedthas 48 in the nation. The
group identified six factors that contribute todiavascular deaths in Georgia:
cardiovascular disease, hypertension, diabetegrblyplesterolemia, obesity and
smoking. Hypertension was found to have the highe=stalence based on the
business units’ claims data. To improve Georgiaiking, group members decided
to support and implement initiatives to preventedeand appropriately manage
hypertension. Progress will be monitored usinggrerbnce metric results
generated by the department’s MMIS system.

The Council is organizing a statewide initiative &2010 Blood Pressure
Awareness Campaign” to encourage Georgians tdhgethlood pressure checked
(“Know your numbers”) and learn about the dangénsntreated hypertension.

DCH will continue collaborations with internal aesternal stakeholders to
improve both quality of and access to care.

Performance Improvement Projects (PIPs)
DCH requires CMOs to conduct PIPs that are desigma@ghieve, through ongoing
measurements and intervention, significant impraseinsustained over time, in
clinical and non-clinical care and services thatexpected to have a favorable
effect on health outcomes and member satisfaction.

As a result of the evaluation of the effectivenasthe PIPS, DCH will modify the
required PIPs with the implementation of an amemdrteethe CMO contract to
include:
e Well-child visits during the first fifteen (15) mtrs of life; blood lead
screening; childhood immunization rates; accesste for members aged
20 — 44; emergency room utilization; member satisfa and provider
satisfaction; we will no longer require the chrokidney PIP. Previously
our contract required two focused studies (dentdlahildhood obesity);
these focused studies will be transitioned to meguiPIPs. DCH will work
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with the CMOs to identify and implement a focusdstin any area that
needs to be addressed based on data and stakehpldeThe EQRO
annual report describes each CMO'’s performancetaildand is available
each year at
http://dch.georgia.gov/00/channel_title/0,2094, A2 96559860,00.html

e EQRO validated performance improvement project®)YRtdressing: well-
child visits; blood lead screening; childhood imraation rates; and access
to care for memberaged 20 — 44. It was identified by our EQRO that t
study questions for the CMO PIPs were not condisternss the three
CMOs, making it impossible to compare results acthe CMOs. As a
result of the EQRO’s finding, the CMOs agreed ® shme study questions
for their PIPS going forward. This action movedleatthe PIPs back to
their baseline performance year.

Additionally, the welichild visits during the first 15 months of life Pias been
identified as an area for collaborative improventgnall three CMOs. DCH
enlisted the assistance of its EQRO to coordinatalaborative performance
improvement project focused on improving the nundfezligible members who
kept their appointments with their primary carevpder for six or more well child
visits during the first fifteen months of life. Thcollaborative PIP in addition to the
other required PIPs will continue to be submittedually.

Pay-for-Performance Incentives
DCH contracted with its EQRO to develop an autogassent algorithm for
members who were otherwise not assigned to a CMRinthirty (30) days of
enrollment. The algorithm was developed with 70%hefweight assigned to
guality measures and 30% of the weight assignedst The quality component
utilizes the HEDIS quality measures validated by BQRO. The algorithm was
submitted to CMS for review and was incorporatéd anManaged Care State Plan
Amendment (SPA). This updated SPA was submitteiMi& for review and upon
CMS approval, the new auto-assignment algorithrhbv@limplemented.

The CMOs offer incentives to their contracted pdaeve who meet certain quality
and performance standards, targets or goals. ™M@ Qrovider pay-for-
performance incentives encourage and reward pros/fde surpassing these
standards, targets or goals.

Information System Initiatives
In July 2010, DCH will transition to a new Medicdhnagement Information
System (MMIS). In preparation for this transiti@CH staff members have been
engaged with the new MMIS vendor to assure thalitguaetric reporting will be
easily obtainable from the new system. This neviesyswill have the capacity to
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generate reports for both the managed care arfdrfeervice populations based on
the DCH selected HEDIS and AHRQ performance measure

DCH is also implementing an Electronic Health Rdo@HR) through the new
MMIS. The focus of the MMIS-EHR is to automate fhant-of-care
documentation within the physician’s practice athovainteroperability between

the physician’s practice and other caregivers aamkkfolders across the continuum
of care. The MMIS-EHR will allow beneficiaries take responsibility for their

well being through healthy behaviors and accegsitoary care physicians.

DCH has proposed that the new MMIS system be NC&#fied, thus
guaranteeing reports that meet HEDIS specificatibhe MMIS vendor will also
contract with a Medical Record Review Organizatomassist with reporting hybrid
measures. DCH will modify the contract with its EQRendor to allow EQRO
validation of the MMIS generated HEDIS performanaeasures. This will allow
comparisons between the MMIS generated performaratgc reports for the
Georgia Families program, the FFS program andntieidual CMO generated and
EQRO validated performance measure reports. TiMdMnitiative supports
improvements in access to and quality of care gsamements can only be driven
by accurate, validated, useful and reliable ddare importantly, for quality to
improve across the health care continuum, data brustonitored at all levels.

Implementation of Optional EQRO Activities
HSAG is conducting an Encounter Data Validation Y Project, which is an
Optional EQR Activity, during the 2009 contract yeghis year’'s EDV project
focuses on validating CMO EPSDT visits. In partizuihe study’s purpose is to
evaluate the extent to which administrative encexsttor EPSDT visits are
accurate and complete. This study will be comgletie first quarter of 2010 and
preliminary results will be available in the HSAGrAual Report.

Complete and Accurate Encounter Data
In 2009, DCH focused efforts on reducing a sigaificbacklog of CMO encounter
data. The backlogged volume affected the compdstenf encounter data available
for analysis, reporting and oversight. DCH cortedanith the certified public
accounting firm of Myers & Stauffer, LLC (M & S) twonduct monthly
reconciliations of encounter data in MMIS to the OM case disbursement
journals (amounts paid by the CMOSs) to determimepircentage of encounters
submitted by the CMOs. To hold the CMOs accountédi¢he timely and
complete submission of encounter data, DCH estadalishresholds that the CMOs
must meet. Currently, the CMOs are required tarsuB7% to 98% of encounter
data based on the reconciliation to CMO cash dgsbhuents. M & S conducts
monthly encounter reconciliations to determindnd submission target is met and
any CMO failing to meet the target is subject toctimns and liquidated damages.
Over the past year, DCH has worked with ACS andhhse CMOs to resolve
issues that would affect the timely submissionrafaeinter data. As a result, the
CMOs have significantly improved encounter subroissates. For the most recent
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reconciliation time period of October 2007 throuwglgust 2009, the CMOs have
the following submission rates:

CMO Submission Rate for Reconciliation Period
Amerigroup 99.24%
Peach State 99.19%
WellCare 94.80%
Combined (all CMOs) 96.96%

In addition to ensuring the volume of encounteadatbmitted by the CMOs meets
DCH'’s standards, DCH knows that accurate and camelecounter data is critical
to the success of any managed care program. D@4 @t the quality of encounter
data submissions from the CMOs in order to moratal improve the quality of

care; establish performance measures and geneatete and reliable reports;

and obtain utilization and cost information. Thengeteness and accuracy of these
data are essential for the overall management eacight of Georgia’s Medicaid
program.

Sanctions
In accordance with 42 CFR 438.706, DCH may usetsarscfor CMO non-
compliance with state and/or federal statutory glings and Georgia Families
Contractual provisions. With the addendum to tMQCcontract, liquidated
damages may also be levied if a CMO fails to aahiestablished performance
targets.

DCH maintains sanctions policies that detail thguneements cited in 42 CFR 438,
Subpart | for the CMOs. The policies cite the typésanctions and subsequent
monetary penalties or other types of sanctiongjlshe CMO not adhere to the
provisions of the contractual requirements andi@esand federal regulations.
Sanctions may include:

« granting members the right to terminate enrollnveitih the CMO
without cause and notifying the affected membertheir right to
disenroll

« suspension of all new enroliment

« suspension of payment to the CMO

« termination of the contract; and/or civil monetéines in accordance
with 42 CFR 438.704

« The State may impose temporary management ortlyimids (through
onsite survey, enrollee complaints, financial asjdbt any other means)
that there is continued egregious behavior by the, pncluding but not
limited to behavior that is described in 42 CFR 488 or that is
contrary to any requirements of sections 1903(nd) 82 of the Social
Security Act. Additionally, the State may impostemmediate sanctions
in accordance with 42 CFR 438.702.
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Before imposing any intermediate sanctions, th&eStaist give the plan timely
notice according to 42 CFR 438.710. Unless thatdur of a sanction is specified,
a sanction remains in effect until the State issfad that the basis for imposing the
sanction has been corrected and is not likelyd¢ane

B.Assessing Progress

The assessment of Georgia’s progress towards rmgebgrobjectives outlined in this
update is necessary for the continuous, prospeatidaetrospective monitoring of quality
of care and improved outcomes. DCH will assesghéner not the objectives have been
met utilizing several methods:

« Identifying, collecting and assessing relevant data

« Review and analysis of periodic reports: reports @eliverables are used to
monitor and evaluate compliance and performancéd B&views these reports
and provides feedback as appropriate.

« Review and analysis of program-specific Performavieasures: CMOs submit
performance measurement reports which measurepéacis performance and
evaluates its compliance in meeting contractudoperance standards for
specific health care services. Under their amemdatract, CMOs are required
to improve their performance rates to achieve sigguérformance targets.

In addition, GF will work to improve the quality ofre provided by the CMOs by
reviewing each CMQO’s QAPI evaluation, CAHPS and KEB&nnual report findings over
time.

As required, the process intended to embark oritguadprovement was addressed in the
initial Quality Strategy approved by CMS March 2G08] available at the below link:
http://dch.georgia.gov/00/channel_title/0,2094, 3341 96559860,00.html

V. Review

As with this submission, new projects and/or sge® evolve with data collection,
assessment of data, implementation of interventimiisevaluation of the effectiveness of
the GF Quality Strategy.

A.Frequency of Assessment

Assessment and review of the components of theil@&irategy are ongoing processes.
DCH is responsible for reporting Quality Strateagativities, findings, and actions to
members, providers, stakeholders, the DCH Boam GiMS.
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B.Frequency of Updates

The Quality Strategy will also be revised whengmgicant change occurs. DCH defines a
significant change as any change to the Qualitgt&gic Plan that may affect the delivery
or measurement of the quality of health care. Glfroval on all revisions/updates will
be attained by the State prior to posting on thél&bsite.

C.Interim Updates

As the Quality Strategy evolves, DCH will documehallenges and successes that result
in changes to the Strategy, including interim pemiance results, as available, for each
strategy objective. After internal review and apfai, results of interim performance
measures will be available on the DCH website below
http://dch.georgia.gov/00/channel_title/0,2094, 3321 96559860,00.html

V. Achievements and Opportunities

This section describes various quality improvenaahtievements and opportunities
identified by DCH.

Achievements
DCH transitioned from using six “HEDIS-like” perfoance measures to
employing over thirty standardized measures tosasie quality of care provided
to GF members.

The procurement and pending implementation of teerGia MMIS system which
supports standardized performance measures isa BP@H achievement. This
process will make the generation of performancesonesment reports easier and
may reduce DCH's reliance on an outside vendoetegate DCH specific reports.

DCH continues to work to address EPSDT programsawséaoncern identified
through collaboration and data review. Our effartdude aggressively working
with Georgia provider organizations and societiesducate providers on the five
required components of the EPSDT visit - Compreiveridealth and
Developmental History; Comprehensive Unclothed Riay&xam; Laboratory
Tests; Immunizations; and Health Education/ Anatgpy Guidance. DCH has
been successful in ensuring consistent utilizatioihe American Academy of
Pediatrics/Bright Futures 2008 periodicity schedule

Opportunities
DCH continues to develop a definition for “spediahlth care needs” that is

specific to Georgia. We are currently reviewing federal Maternal and Child
Health Bureau’s definition of Children with spedmedalthcare needs (CSHCN).
Ideas such as using ICD-9-CM codes for childremygeu than 21 years and
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CSHCN screening tools such as the CAMHI tool atadavestigated. Once

defined, screening tools will be developed throagiollaborative stakeholder
process and utilized by GF.

Ensuring reliable and complete encounter data withe DCH MMIS system to
accurately reflect performance is an ongoing opputy for improvement. DCH
worked with external consultants and the CMOs tprowe the encounter data
submission rates. Subsequent encounter data submiages have complied with
DCH requirements.

DCH is also working to improve coordinated care aachprehensive EPSDT visits
by promoting the “medical home” for all preventiservices for EPSDT eligible
members. We have learned that provider educatidmesmber outreach efforts
are necessary to further awareness and knowledné #ie availability and
expectations of EPSDT services with the goal ofdasing member utilization of
EPSDT services.

To ensure providers are performing all required BEP8isit components during
each periodic visit, DCH discussed the mandator$EPvisit components with
CMS staff members and provided details of thatudismn to the CMOs. DCH also
prepared and posted a banner message for Mediaailers to inform them of the
mandatory EPSDT visit components. The CMOs thepgresl and distributed blast
faxes and made modifications to their member andiger handbooks to educate
members and providers about the components of aleterand comprehensive
EPSDT visit. Ongoing education about the EPSDTt wdl continue.

DCH staff members regularly meet with represengstivom the Georgia Chapters
of the American Academies of Pediatrics and FaHysicians to discuss “on the
ground” issues related to the EPSDT (Health Chpodgram. Additionally, DCH
will update its EPSDT — Health Check Manual in 2010 and align the
periodicity schedule for the fee-for-service pragraith that of the managed care
program.
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VI. APPENDICES

This list of performance measures and targetsheilleviewed and updated at least

Appendix A: Updated Performance Measures

annually to reflect current standards and progress

List

Targets for SFY 10 Contract

" - Measure year in Red
25 50 75 90
1. | Children's WELL-CHILD VISITS IN THE FIRST 15 MONTHS OF LIFE:  Percentage of
Preventive Health | members who turned 15 months old during the meawnmeyear and who had the
following number of well-child visits with a PCP g their first 15 months of life:
1. No well-child visits 1.0 1.9 3.1 6.8
2. One well-child visit 1.0 1.9 3.3 6.4
3.  Two well-child visits 2.2 3.1 5.1 7.5
4. Three well-child visits 3.9 5.8 8.1 9.9
5. Four well-child visits 7.2 106 | 13.6 16.1
6. Five well-child visits 13.6 17.8 | 20.8 234
7. Six or more well-child visits 44.5 575 | 654 73.7
2. | Children's WELL-CHILD VISITS IN THE THIRD, FOURTH, FIFTHAND S IXTH 1.6 2.2 25 2.9
Preventive Health | YEARS OF LIFE: Percentage of members 3 — 6 years of age whiveecene or
more well-child visits with a PCP during the mea&sunent year.
3. Children's ADOLESCENT WELL-CARE VISITS: The percentage of enrolled members 12-35.9 421 | 514 56.7
Preventive Health | 21 years of age who had at least one comprehewsi«eare visit with a PCP or
OBJ/GYN practitioner during the measurement year.
4. | Accessto CHILDREN AND ADOLESCENTS ACCESS TO PRIMARY CARE 78.1 84.5 | 90.0 91.9
Preventive PRACTITIONERS: Percentage of members 12 months — 19 years oflagdad a
/Ambulatory Health| visit with a primary care practitioner.
Services
5. | Access to ADULTS ACCESS TO PREVENTIVE/AMBULATORY HEALTH SERVI CES: | 71.6 79.6 | 84.8 87.6
Preventive Percentage of membez — 44 yrsand older who had an ambulatory or preventive
/Ambulatory Health| care visit.
Services
6. Children's CHILDHOOD IMMUNIZATION STATUS- COMBO 2: Percentage of children | 63 72 79 83
Preventive Health | two years of age who had four diphtheria, tetamasacellular pertussis (DTaP), three
polio (IPV), one measles, mumps and rubella (MMR} H influenza type B (Hib),
three hepatitis B, one chicken pox (VZV) by tregcond birthday. The measure
calculates a rate for each vaccine and two sepepatbination rates.
7. Children's LEAD SCREENING IN CHILDREN: Percentage of children two years of age whd9.3 65.9 | 76.5 84.0
Preventive Health | had one or more capillary or venous lead blood tiestlead poisoning by their
second birthday
8. | Children's WEIGHT ASSESSMENT AND COUNSELING FOR NUTRITION AND
Preventive Health | PHYSICAL ACTIVITY FOR CHILDREN/ADOLESCENTS: Percentage of
members 2-17 years of age who had an outpatieihtwth a PCP or OB/GYN and
who had evidence of BMI percentile documentatiaunseling for nutrition and
counseling for physical activity during the measoeat year.
Because BMI norms for youth vary with age and genttiés measure evaluates
whether BMI percentile is assessed rather tharbaolate BMI value.
9. Oral Health ANNUAL DENTAL VISIT: The percentage of members 2 — 21 years of age who
had at least one dental visit during the measureyear. 36.4 45.1 | 51.3 61.3
10. | Prevention and CERVICAL CANCER SCREENING: The percentage of women 21-64 years of
Screening age who received one or more Pap tests to screeerfacal cancer. 59 65 74 79
11. | Prevention and BREAST CANCER SCREENING: The percentage of women 40-69 years of age
Screening who had a mammogram to screen for breast cancer. a7 54 59 65
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Area

Measure

Targets for SFY 10 Contract

year in Red

25 50 75

90

12.

Access/Availability
of Care

PRENATAL AND POSTPARTUM CARE*: The percentage of deliveries of live
births between November 6 of the year prior tortfeasurement year and Novembe
5 of the measurement year. Fore these women, ¢éasure assesses the following
facets of prenatal and postpartum care:

a. Timeliness of Prenatal Care. The percentage ofatas that
received a prenatal care visit as a member of ty@nization in the
first trimester or within 42 days of enrollmentthre organization.

b. Postpartum Care. The percentage of deliverieshtuhia
postpartum visit on or between 21 and 56 days dftvery.

77 84 89

54 60 66

92

71

13.

Utilization Rates

FREQUENCY OF ONGOING PRENATAL CARE *: The percentage of Medicai
deliveries between November 6 of the year pridhtomeasurement year and
November 5 of the measurement year that receiveébttowing number of expected
prenatal visits:

< 21 percent of expected visits

21 percent — 40 percent of expected visits

41 percent — 60 percent of expected visits

61 percent — 80 percent of expected visits

g. >81 percent of expected visits

~0 oo

3.4
2.7
4.7
9.6
50.6

7.7
4.9
7.5
14.4
61.5

151
8.6

10.3
17.8
75.3

24.4
13.1
12.2
20.7
80.7

14.

Women's Health
Care Services

CESAREAN DELIVERY RATE: This measure is used to assess the number of
provider-level Cesarean deliveries per 100 del@geri

26.56

15.

Utilization

RATE OF INFANTS WITH LOW BIRTH WEIGHT:  This measure is used to
assess the number of low birth weight infants @€ Hirths

6.26

16.

Women's Health
Care Services

WEEKS OF PREGNANCY AT TIME OF ENROLLMENT*:  The percentage of
women who delivered a live birth during the meamaet year by the weeks of
pregnancy at the time of their enrollment in thgamization, according to the
following time periods:
Prior to pregnancy (280 days or more prior to aslyy
The first 12 weeks of pregnancy, including the efthe 1"
week (279 — 196 days prior to delivery)
e The beginning of the 13week through the end of the'®®eek
of preghancy (195 — 91 days prior to delivery)
e The beginning of the #Bweek of pregnancy or after (90 days o
fewer prior to delivery)
e Unknown

17.

Respiratory
Condition

APPROPRIATE TREATMENT FOR CHILDREN WITH UPPER

RESPIRATORY INFECTION: The percentage of children 3 months — 18 years
age who were given a diagnosis of upper respiratdegtion (URI) and were not
dispensed an antibiotic prescription.

of8 84 89

93

18.

Asthma

USE OF APPROPRIATE MEDICATIONS FOR PEOPLE WITH ASTH MA:
Percentage of members 5 — 56 years of age duringnéfasurement year who were
identified as having persistent asthma and who appgopriately prescribed
medication during the measurement year.

5-9 Years

10-17 Years

18-56 Years

TOTAL

88.7
86.1
81.4
84

91.8
89.5
85.8
87

94.5
91.5
88.9
90

96.1
93.3
90.7
93

19.

Asthma

PERCENT OF MEMBERS WHO HAVE HAD A VISIT TO AN EMERG ENCY
DEPARTMENT (ED)/URGENT CARE OFFICE FOR ASTHMA IN TH E PAST
SIX MONTHS: This measure is used to assess the percentiefisavho have had
a visit to an Emergency Department (ED)/Urgent Qxdfiee for asthma in the past s
months.

COULD NOT FIND

20.

Asthma

ASTHMA ADMISSION RATE- RATE PER 100,000 POPULATION: This
measure is used to assess the number of patienitextifor asthma per 100,000

population (Population ages 2 to 17 years).

180.895
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Measure

Targets for SFY 10 Contract
year in Red

25

50

75

90

21.

Diabetes

COMPREHENSIVE DIABETES CARE: The percentage of members 18 — 75
years of age with diabetes (type 1 and type 2) eduh of the following:
Hemoglobin Alc (HbAlc) testing

HbAlc poor control (>9.0%)

HbAlc good control (<7.0%)

Eye exam (retinal) performed

LDL-C screening

LDL-C control (<100 mg/dL)

Medical attention for nephropathy

Blood pressure control (<130/80 mm Hg)

i. Blood pressure control (<140/90 mm Hg)

e

70
58
27.7
39.7
67
251
69
25.8
49.6

9
48
32.8
53.8

33.1
77

29.7
58.2

84
38
38.9
62.5

37.9
82

36.5
65.7

89
31
42.5
67.6

42.6
86

41.2
713

22.

Utilization Rates

DIABETES SHORT TERM COMPLICATIONS ADMISSION RATE-R ATE
PER 100,000 POPULATION: This measure is used to assess the number ehfmt
admitted for diabetes short-term complicationsd&etdosis, hyperosmolarity, coma]
per 100,000 population (All non-maternal discharggss 6 to 17 years with ICD-9-
CM principal diagnosis code for short term complimas)

29.019

23.

Behavioral Health

FOLLOW -UP CARE FOR CHILDREN PRESCRIBED ADHD MEDICATION:
Percentage of children newly prescribed attentieficid/hyperactivity disorder
(ADHD) medication who have at least three followagye visits within a 10-month
period, one of which is within 30 days of when finst ADHD medication was
dispensed.

e Initiation Phase. The percentage of members 6-12 years of agethg of
Index Prescription Episode Start Date with an aiiouy prescription
dispensed for ADHD medication, who had one follopwisit with
practitioner with prescribing authority during tB@-day Initiation Phase.

e Continuation and Maintenance (C&M) Phase. The percentage of
members 6-12 years of age as of the Index Pregrigpisode Start Date
with an ambulatory prescription dispensed for ADRldication, who
remained on the medication for at least 210 daglsadro, in addition to the
visit in the Initiation Phase, had at least twddatup visits with a
practitioner with 270 days (9 months) after theistion Phase ended.

23.8

27.4

32.6

38.6

40.6

47.9

47.3

58.3

24.

Behavioral Health

FOLLOW -UP AFTER HOSPITALIZATION FOR MENTAL ILLNESS:
Percentage of discharges for members 6 years adratjelder who were hospitalizeg
for treatment of selected mental health disordedsveho had an outpatient visit, an
intensive outpatient encounter or partial hosgédion with a mental health
practitioner.

1. The percentage of members who received follow-uhiwi7 days of discharge
2. The percentage of members who received follow-uhiwi30 days of discharge

i

51.4
26

65.9
38

75.0
58

80.3
66

25.

Utilization Rates

MENTAL HEALTH UTILIZATION: The number and percentage of members
receiving the following mental health services dgrihe measurement year:
e Any Services
Inpatient
Intensive outpatient or partial hospitalization
Outpatient or ED

26.

Utilization Rates

INPATIENT UTILIZATION- GENERAL HOSPITAL/ACUTE CARE: This
measure summarizes utilization of acute inpatianté @and services in the following
categories:

Total Inpatient

Medicine

Surgery

Maternity

27.

Access/Availability
of Care

CALL ABANDONMENT: The percentage of calls received by the orgaoizat
Member Services call centers (during operating $)oduring the measurement year

that were abandoned by the caller before being eresirby a live voice. Lower rateg

represent better performance.
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Targets for SFY 10 Contract
" - Measure year in Red
25 50 75 90
28. | Satisfaction With CAHPS HEALTH PLAN SURVEY 4.0H, CHILD VERSION: This measure
the Experience of | provides information on parents’ experience withitichild’s Medicaid organization.
Care Results summarize member experience through ratogsposites and individual
question summary rates. Four global rating questiefiect overall satisfaction:
. Rating of All Health Care
. Rating of Health Plan
. Rating of Personal Doctor
. Rating of Specialist Seen Most Often
Five composite scores summarize responses in keg:ar
. Customer Service
. Getting Care Quickly
. Getting Needed Care
. How Well Doctors Communicate
. Shared Decision Making
Item-specific question summary rates are repoxethe rating questions and each
composite question. Question Summary Rates avegported individually for two
items summarizing the following concepts:
. Health Promotion and Education
e  Coordination of Care
29. | Utilization Rates ANTIBIOTIC UTILIZATION:  This measure summarizes the following data on
outpatient utilization of antibiotic prescriptiodaring the measurement year,
stratified by age and gender:
e Total number of antibiotic prescriptions
e Average number of antibiotic prescriptions per menfer year
(PMPY)
e Total days supplied for all antibiotic prescriptson
e Average days supplied per antibiotic prescription
e Total number of prescriptions for antibiotics ohcern
e Average number of prescriptions PMPY for antibistid concern
e Percentage of antibiotics of concern for all awtiisi prescriptions
e Average number of antibiotics PMPY reported by delegs:
e For selected “antibiotics of concern”
e For all other antibiotics
30. | Utilization Rates OUTPATIENT DRUG UTILIZATION:  This measure summarizes data on
outpatient utilization of drug prescriptions, sifiatl by age, during measurement
year. The following data are reported:
e Total cost of prescriptions
e Average cost of prescriptions PMPM
e Total number of prescriptions
e Average number of prescriptions PMPY
31. | Health Plan RACE/ETHNICITY DIVERSITY OF MEMBERSHIP:  An unduplicated count
Descriptive and percentage of members enrolled any time dthi@gneasurement year by race
Information and ethnicity
32. | Health Plan LANGUAGE DIVERSITY OF MEMBERSHIP:  An unduplicated count and
Descriptive percentage of Medicaid members enrolled at any tioreng the measurement year
Information demand for language interpreter services and splakguage.
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Appendix B: Individual CMO PIP Performance*

CMO PIP Validation Status

Well Child Visit 15
Months

Amerigroup Community Care Childhood
Immunization Rates
Blood Lead Screening
Access to Care for
Members 20-44yrs
Member Satisfaction
Provider Satisfaction

Well Child Visit 15
Months

Peach State Health Plan | Childhood
Immunization Rates
Blood Lead Screening
Access to Care for
Members 20-44yrs
Member Satisfaction
Provider Satisfaction

Well Child Visit 15
Months

WellCare Georgia Childhood
Immunization Rates
Blood Lead Screening
Access to Care for
Members 20-44yrs
Member Satisfaction
Provider Satisfaction

*Validation Status reflects the EQR findings for OMiata submitted to
the EQRO in June 20009.
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Appendix C:

A Georgia Families “roll up” will be submitted toMlS with the next update to the

Individual CMO Performance Measure Results

Quality Strategic Plan
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Amerigroup Community Care*

Peach State Health Plari

WellCare of Georgia

Measure SFY
CMO CMO CMO iy
Numerator Denominator Numerator Denominator Numerator Denominator Targets
Rate Rate Rate
Well Child Visits in
the first 15 months
. : 62.25% 51.58% 57.42% 0
of life W|t_h 6 or 282 453 Hybrid 212 411 Hybrid 236 411 Hybrid 65.40%
more visits
(WCV-15)
Childhood
Immunizatiort 0 62.77% 75.91% 0
Combo 2 1,323 4,433 29.84% 258 411 Hybrid 312 411 Hybrid 72%
(CIS)
Lead Screening in 68.21% 57.18% 65.94% o
Children 309 453 Hybrid 235 411 Hybrid 271 411 St 65.90%
Adult Access to
Preventive/Ambulat] = g 55q 6,809 81.20% 8,398 10,646 78.88% 14,602 18,569 78.64% | 84.80%
ory Health Services
(20 - 44 years)
Member with
Diabetes who had 3
HbgALc test 336 451 2 264 411 AR 297 411 72.26% || 2905
. Hybrid Hybrid Hybrid
performed during
measurement perio
Use of Appropriate
Medication for 2,196 2,391 91.84% 1,540 1,690 91.12% 3,239 3,576 90.58% 94.50%
People with Asthmal
Note: CMO rates reflect the EQR validated findifgsCMO data submitted to the EQRO in June 2009.
AMERIGROUP Community Care and WellCare-Georgiagatelude both PeachCare for Ki¥sand Medicaid for all measures
2peach State Health Plan rates include Medicaid fonlhe all measures
SAMERIGROUP reported its CIS rate using administatata only
“No Georgia Registry of Inmunizations, Transacti@ml Services (GRITS) data was used for repottiadCIS measure
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