Attachment 1
Question 7d and Question 15
DEPARTMENT OF HEALTH CARE POLICY AND FINANCING

QUALITY IMPROVEMENT AND DISEASE MANAGEMENT PROGRAMS

Immunization project: The immunization project is callaboration with the state
immunization registry, the Colorado Immunizatiofohmation System, to provide more
accurate data regarding the immunization statuscholdren enrolled in Medicaid.
Currently, the data for children’s immunization esitis collected via the Healthcare
Effectiveness Data and Information Set protocolictwhncludes a claims review plus a
chart review for a sample of the eligible populati&ince many children are vaccinated
outside of their doctor’'s office, many vaccinatioasz missed with the Healthcare
Effectiveness Data and Information Set collectioethnd. Combining Healthcare
Effectiveness Data and Information Set with Reyistata will provide more accurate
information regarding rates of immunization for [dhén on Medicaid. If Centers for
Medicare and Medicaid Services approves the plandiaboration, there will be a 50%
federal match for the state registry.

Focused Studies: The Department’s external quedityew organization conducts two
focus studies each year. Two studies are beindumed this year. The first assesses the
rates of adolescent well child visits for childr@ged 12-18 in the Medicaid program, and
identifies missed opportunities when an adolesgisits a provider but a well-child visit
is not conducted. A second study addresses cati@inof care for clients receiving
both physical health and behavioral health serviod Medicaid managed care
organizations for physical health and behavioralthewill be participating in this second
statewide study to identify the extent to which gibgl and behavioral health providers
coordinate care for clients with a serious meritaéss diagnosis. This project requires
each managed care organization to institute amvien&on to improve coordination of
care and to track to see if that intervention fective.

Consumer surveys are conducted for both childrenaginlts to determine how Medicaid
clients perceive their quality of care.

Implementation of Medical Home (Senate Bill 07-13€jislation and Senate Bill 07-
211: these two pieces of legislation mandate thpaDiment to implement systems to
provide a Medical Home for all children on Medicadd the Children’s Basic Health
Plan and to monitor Medical Homes for quality ofecaSpecifically, one mandate of
Senate Bill 07-211 is that the Department conswikls external clinical advisors to make
recommendations for performance measures for $peciinical activities to build
accountability into Department programs. For thedMal Home bill, the Department is
working closely with the Colorado Department of RuliHealth and Environment on
implementing the Medical Home bill and creatingnst@rds for defining and measuring
Medical Homes.
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Provider profiling: On a quarterly basis, the giyalimprovement section creates a
newsletter with a provider profile focused on ai¢aplated to access to care or quality of
care. The profile is personalized for each provalat identifies clients on the providers’
panel that may be in need of the highlighted servieor example, the most recent
newsletter highlighted immunization rates for cteld under 2 years old and included a
list of the clients assigned to the provider's gahat, according to our records, are due
for immunizations. Historically, profile topics V& included: rates of preventive care for
children, immunization rates, rates of preventivarec for adults, and emergency
department utilization rates.

Quality Intervention: Each year, our external dyalieview organization conducts a
targeted intervention based on priorities estabtisby the Department. This year, a
survey will be conducted that is designed to idgrdarriers to care for the women in the
Primary Care Physician Program and the Fee fori@esprogram who did not receive
timely prenatal care. This survey will allow thevdlpment of future interventions that
better target barriers to care for the women nogéssing care.

Performance Measurement: The Department uses thithelare Effectiveness Data and
Information Set measures to assess the qualityaie clients enrolled in Medicaid and
the Children’s Basic Health Plan receive. Thesesmess are chosen in collaboration
with the Children’s Basic Health Plan and the Madlicphysical health managed care
organizations.

Return on Investment forecasting calculation tddle Department was selected by the
Center for Health Care Strategies to be one ofteigites to test this forecasting tool. The
tool is used to calculate the forecasted returnimrestment for several disease
management programs as well as a predicted retumvestment on the Medical Home
project.

Annual Site reviews: Each year, the Department gotmd site reviews of all the
contracted behavioral health and physical healtpamizations that serve Medicaid
clients. The foci for the site reviews in FY07-0O8::aquality assurance, utilization
management, the grievance & appeals process, tie Beriodic Screening, Diagnosis
and Treatment program, preventive services, amthdiare & credentialing of providers,
as well as corrections made to problems identifieoh the previous years’ site reviews.

Long-term Care & Home and Community Based Serviéesivities: The quality
improvement activities for Long-term Care and themid and Community Based
Services waiver include three areas of focus. Tite focus area is identification of
problems and necessary improvement for MedicaidterAative Care Facilities. The
Alternative Care Facilities provide housing for theme and Community Based Services
for clients who are Elderly, Blind and Disabled dPérsons with Mental Iliness. The
second focus is the creation and implementatioa Gfitical Incident Reporting System
for Home and Community Based Services administbyefiingle Entry Points agencies.
Finally, the Department is investigating the potisjbof implementing training provided
by Department for the Single Entry Point agencyecamnagers. Currently, individual
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Single Entry Points agencies are required to teaich new Single Entry Point agency
case manager. The high turnover of case managsrprioven to be burdensome on
Single Entry Point agencies in providing this tnagn The Department is exploring the
possibility of implementing and seeking fundingotovide basic standardized training, in
addition to the yearly training currently conductgdthe Department.

Disease Management Programs

The Department’s disease management program c®nsissix already-existing or
anticipated individual programs or contracts. Eagram is described below:

Asthma: The Department contracts with Alere Mellibac. to administer the asthma
disease management program. The program startegist in October 2002 and was
implemented statewide in November, 2004. The Depant has identified over 30,000
clients with a diagnosis of asthma, the majoritywich are children. Clients eligible for
the program have asthma as their primary or secgrdlagnosis and have more than
$800 in paid claims in the previous 12 months. Tatanual medical and pharmacy
claims cost equal $165M. Clients in the asthma ramgare identified through monthly
downloads provided by the Department. Once emtal¢o the asthma program, the
client receives a welcome letter with educationatemals and a breathing monitor. The
client then receives an introductory call, followey 3-6 additional calls from registered
nurses over the course of 12 months based upasetiezity of the condition. During this
time, updates are provided to the client's physicis needed. After a year in the
program, if the client is on appropriate medicadicand has had no asthma related
emergency room visits or hospitalizations for 6 thenthe client is graduated out of the
program. In the first six-months, the program aebéka return on investment of 2.84 and
missed days of school/work for enrollees decreageiD%.

Telehealth Pilot Program for Chronic Conditionse tBepartment contracted with
Specialty Disease Management starting in July 2@0%erve 165 clients with one of
three chronic illnesses: congestive heart failectepnic obstructive pulmonary disease
and/or diabetes as their primary or secondary disign The program was started to
fulfill the mandate of Senate Bill 06-165, Sect@f 5-5-701, C.R.S.(2006), requiring the
Department to issue a request for proposals toumruilot programs to investigate the
feasibility of managing and treating clients witbesified chronic medical conditions,
including chronic heart failure, diabetes and clvambstructive pulmonary disease, using
telemedicine whenever appropriate. Clients aretifieth through monthly downloads
provided by the Department. Clients eligible fbe tprogram have, and have been
determined to be high cost and/or high risk. Cemm®lled, the client is provided with in-
home tele-monitoring equipment that allows for tise of multiple peripherals including
a Glucometer, weight scale, blood pressure, pulseneter, and spirometer, as
appropriate for the condition being managed. CElmrasurements are transferred to a
nurse station through the telephone line to all@maote evaluation of the client’s
condition. Measures determined to be outside piaspecific parameters set by the
client’s physician prompt follow up from a registdrurse and physician notification.

Congestive Heart Failure: The Department contraetita Alere Medical, Inc. in July,
2007 to better manage clients with congestive Hadunre. Congestive heart failure is the
3

Department of Health Care Policy and Financing Dy 13, 2007, Joint Budget Committee Hearing



second most costly chronic diagnosis for inpategts, and has an annual total medical
and pharmacy claims cost of $43M. Clients eligifule the program have congestive
heart failure as their primary or secondary diagno®nce enrolled, high risk clients are
provided with a biometric home monitor with scal€lients unable to use a scale are
provided with a symptom-only monitor. Client measuents are transferred to a nurse
station through the telephone line to allow remetaluation of the client’s condition.
Measures determined to be outside patient-spepificameters set by the client’s
physician prompt follow up from a registered nusesel notification to the physician.
Clients who are unable or refuse to use an in-homeitoring device receive telephonic
assessments as frequently as required by weightyanptoms.

Chronic Obstructive Pulmonary Disease: The Departroentracted with Alere Medical,
Inc. in October 2007 to manage clients with chrooistructive pulmonary disease.
Chronic obstructive pulmonary disease is the thirdst common chronic diagnosis
among Colorado Medicaid adults with an annual totatlial and pharmacy claims cost
to the Department of $46M. This program is desigtediecrease costs of chronic
obstructive pulmonary disease to the DepartmetientS are identified through monthly
downloads provided by the Department. Clientsildigfor the program have chronic
obstructive pulmonary disease as their primaryemordary diagnosis. Once enrolled,
high risk clients are provided with a biometric f@monitor. Client measurements are
transferred to a nurse station through the telephioe to allow remote evaluation of the
client’s condition. Measures determined to be idatpatient-specific parameters set by
the client’s physician prompt follow up from a refgred nurse and notification to the
physician. Clients who are unable or refuse toarsé-home monitoring device receive
telephonic assessments as frequently as requiregrgtoms.

High-Risk Obstetrics: The Department anticipatestiaeting with Matria Healthcare in
December 2007 to address costs and complicatienstirg from high-risk pregnancy
outcomes. Recent studies show that Colorado ragiksdtionally in access to prenatal
care and 45 in the nation for pre-term births and low birthigfet babies. Fourteen of
the 15 top diagnoses, ranked by dollars, wereaelad high-risk pregnancy, totaling
$69M in hospital claims paid by Colorado Medica@ +Y05. Annually, Colorado
Medicaid covers approximately 24,500 deliveriesie@s may self-refer into the
program, be referred by a physician or be identiflrough monthly downloads provided
by the Department. Clients who are screened andrrdmed to be high-risk are
contacted and educated through written materiadfiiding a comprehensive book which
outlines both the healthy progressions of pregnascyell as high-risk conditions which
may occur. Clients may also access informatiorntva\Web and will receive regularly
scheduled outreach calls from a program nurseerdntions are tailored to each client’s
needs. Clinical alerts trigger nurse interventidosysing on an appropriate care plan.

Weight Management: the Department anticipates aeotimig with National Jewish
Medical & Research Center in February, 2008 to esklconcerns and costs related to
poor weight management. A data pull from 2003-20®&aled approximately 10,000
Medicaid clients with a diagnosis of obesity. tJuger 7,000 of these clients also have a
diagnosis of high blood pressure, heart failurel/@ndiabetes that generally result from
being obese. Annual claims dollars for these idiedticlients were $104.5M. Clients
must have a body mass index of > 25 and may sklf-neto the program, be referred by
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a physician or be identified through monthly dovauds provided by the Department.
This program emphasizes lifestyle modification tig health education and increased
activity levels. This program will operate cohe$pavith the Department of Public
Health and Environment’s weight management progoginfocusing on the 43 counties

not currently being served by the Colorado Depantmef Public Health and
Environment.
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