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FINAL REPORT 
2014 External Quality Review of Indiana’s Hoosier Healthwise Program and Healthy Indiana Plan 

Recommendations to the MCEs and Indiana Medicaid Related to Non-Emergency Medical 
Transportation 

Based on our review of Non-Emergency Medical Transportation (NEMT) policies and procedures and 
examination of data pertaining to NEMT, B&A has developed specific recommendations to each MCE 
and to Indiana Medicaid. 

Recommendations to the MCEs 

1. MDwise should ensure their transportation broker does not enroll providers that are non-
IHCP providers and monitor rejected encounters to identify potential issues. 

2. Anthem, MHS, and MDwise should evaluate utilization to determine why it appears members 
are utilizing the NEMT benefit for non-covered services.  Additionally, the MCEs should 
develop and enact a plan to ensure the NEMT benefit is utilized appropriately. 

3. Anthem, MHS, and MDwise should regularly evaluate the demand for NEMT services, their 
memberships per county, and compare that to the available NEMT providers to alleviate 
access to care issues.  An analysis such as the one shown in Appendix E in this report is one 
suggested method to conduct this evaluation on a periodic basis. 

4. Anthem and MDwise should collect ownership and controlling interest documentation from 
their NEMT broker, and compare that list to federal excluded provider databases. 

Recommendations to Indiana Medicaid  

1. Indiana Medicaid may want to consider evaluating the basis of the capitation rate to the 
MCEs for NEMT. Low rates may contribute to a less robust benefit being delivered through 
the MCEs and their brokers, which may result in fewer providers willing to participate in the 
IHCP programs, ultimately causing problems with access and availability. 

2. Indiana Medicaid should ensure that MCEs maintain appropriate oversight of their NEMT 
vendors. 

3. Indiana Medicaid should monitor the MCEs’ progress on ensuring appropriate utilization of 
the NEMT benefit. 
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Findings Related to PMP Assignment 

In general, the MCEs all have robust policies related to PMP assignment.  Each MCE outlined to B&A 
their processes and workflows for PMP assignment logic which met the contractual requirements.  
However, when actual data was reviewed, it appears that while the MCEs have documented policies and 
procedures, they are not always implementing them effectively. 

PMP Assignment within 30 Days 

The MCE contract (section 6.2.2) states, “If the member has not selected a PMP within thirty calendar 
days of the member’s enrollment, the Contractor shall assign the member to a PMP.”  B&A reviewed 
each new member’s assignment date to the MCE then compared that information to when the member 
was assigned to a PMP.  Exhibit VI.1 below highlights the variance between each MCE’s ability to assign 
a member within 30 days.  The results are consistent for both Hoosier Healthwise and Healthy Indiana 
Plan, so one combined exhibit is displayed. 

Exhibit VI.1 

Days from Member Assignment to MCE to Assignment of PMP 

Anthem MHS MDwise TOTAL 
30 Days or Less 77% 100% 99% 93% 
31 to 60 Days 5% 0% 1% 2% 
61 or More Days 18% 0% 0% 5% 
TOTAL 100% 100% 100% 100% 

MHS assigned 100 percent of members within 30 days and MDwise assigned 99 percent of members 
within 30 days.  

Conversely, Anthem only assigned 77 percent of members within 30 days.  In discussions with Anthem 
regarding this, it was determined that a potential explanation is that although their auto assignment logic 
which is programmed to activate at 27 days to auto-assign a member, it will not do so if there is not an 
available PMP within 30 miles.  Therefore, when a member is assigned to Anthem, the member does not 
self-select a PMP, and there is not an open PMP panel within 30 miles, the member will not be assigned a 
PMP within 30 days.  Instead, a list of these members is transferred to a report which is manually worked 
by staff to assign a PMP. 

Assigning Family Members to the Same PMP 

In the CY 2013 EQR, providers noted frustration with family members being assigned to different PMPs.  
Additionally, the OMPP requires the MCEs to consider if another member of the family/household is 
already assigned to a PMP.  B&A reviewed the frequency of new family members being assigned to a 
different PMP. The results are shown in Exhibit VI.2 on the following page. 
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Exhibit VI.2 
Newly Assigned Members Assigned to the Same or Different PMPs Than a Family Member 

Anthem MHS MDwise 
HHW HIP HHW HIP HHW HIP 

Total New Members in 2013 63,746 646 46,127 1,584 142,528 2,408 

Member Count When All Family 
Members Have the Same PMP 

42,832 624 28,405 1,354 88,574 2,070 

Member Count When Not All Family 
Members Have the Same PMP 

20,914 22 17,722 230 53,954 338 

Percent of Members When Not All 
Family Members Have the Same PMP 

33% 3% 38% 15% 38% 14% 

Over one third of newly assigned Hoosier Healthwise members assigned to the MCEs in CY 2013 were 
assigned to a PMP that was different than the PMP of another member within the household.  There could 
be justifiable reasons for this, such as the newest member chose a different PMP, the existing PMP’s 
panel was full, or the family composition is mother and children and the mother selected an OB/GYN and 
the selection for the children is a pediatrician. 

All three MCEs stated that one reason for this disparity in PMP assignment among family members is 
that, for a significant number of members, they do not receive the member’s Case ID on the 834 
membership file.  The Case ID is the number that identifies people within the same household.  B&A 
analyzed the member files within the Indiana Medicaid data warehouse to determine if the Case ID was 
missing. On 99.998 percent of the member files within the data warehouse, the Case ID was assigned to 
the member.  Therefore, the problem does not appear to be that the Case ID does not exist but, rather, 
somewhere in the data transfer between the enrollment broker and the MCE’s 834 membership file 
members’ Case IDs are inadvertently being removed and not transmitted to the MCEs. 

PMP Assignment within 30 miles 

The MCE Policies and Procedures Manual indicates that members should be assigned to a PMP less than 
30 miles from their residence, unless a member self-selects a PMP greater than 30 miles from their 
residence. B&A analyzed the geodesic (straight line) distance between newly assigned members and 
their assigned PMP to determine median distance in miles.  Exhibit VI.3 below shows the median 
distance between the home location of newly assigned members in CY 2013 and their PMP’s office.  
While the geodesic distance is not the driving distance, because the median distance is well within the 30 
mile requirement, further analysis was not conducted.  

Exhibit VI.3 
Median Geodesic Distance Between 
Members and Their PMP (in miles) 

Anthem MHS MDwise 
HHW 6.7 7.3 7.5 
HIP 7.4 7.4 10.3 

It should be noted that the calculation above only takes into consideration those newly assigned members 
that have an address within Indiana or a contiguous state.   
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Topics Discussed as a Follow-up to the CY 2013 Report 

Because the providers’ view of the Indiana Medicaid Program is directly tied to their relationship with the 
MCEs, Indiana Medicaid is keenly interested in how the MCEs are responding to, and taking action on, 
the feedback gleaned from the face-to-face interviews conducted during the CY 2013 EQR.  Although the 
MCEs had only a few months between learning the findings from the CY 2013 EQR and the CY 2014 
EQR being conducted, B&A and Indiana Medicaid wanted to determine how quickly the MCEs were able 
to respond to the feedback from the CY 2013 EQR.   

Access to Information  

One of the concerns expressed to B&A during the 2013 provider on-site visits was that provider 
representatives did not have access to necessary information when they came on-site.  B&A inquired of 
this to each of the MCEs. 

 Anthem representatives have access to view claims but must route all questions and concerns to 
the IRU for investigation or claim modification.  

 MHS representatives have access to the claims system and can make updates in the field.  If the 
provider representative does not know the answer in the field, he or she is responsible to navigate 
internal departments to get the answer for the provider.  

 MDwise corporate representatives have cell phones and computers with access to the claims paid 
by DTS (the internal MDwise corporate claims payment system), but they have no access to the 
claim systems from many of the delivery systems for HHW claims.  Conversely, some delivery 
system representatives do not have access to HIP claims. 

 The technological capabilities of the representatives at the MDwise delivery systems vary greatly, 
from remote access in the field via laptops with internet cards to no laptop use at all. 

Provider Visits to a Decision-Maker versus a Non Decision-Maker 

When B&A interviewed office and billing managers in CY 2013 about provider representatives 
scheduling visits, providers generally preferred that MCE representatives schedule a time to meet rather 
than just stopping by the office unannounced or dropping materials off with a receptionist. 

When asked, the MCEs did not have clear policies on this topic.  Anthem uses Salesforce.com to track 
contacts. The PR representatives log the names of the people they spoke with, the items discussed, 
related e-mails or documents, and follow-up activities.  MHS has many standing meetings with providers.  
The representatives stop by other providers in the area to make the most use of time in the region.  MHS 
stated that sometimes offices will not let its representatives see a decision-maker.  They log both types of 
visits the same in their system.  MDwise corporate representatives document each visit using a site visit 
report. The representative records who is seen and what they spoke about at the meeting.  Its delivery 
system uses the site visit report, but corporate does not validate the accuracy of the report. 

Credentialing and Provider Enrollment 

Another finding expressed by providers in the CY 2013 EQR surrounded the amount of time it took to 
join an MCE. 

PMPs, FQHCs and RHCs all shared that the HP provider enrollment process can take 90-180 days.  HP 
will backdate the enrollment to the application date, but the MCEs will not backdate enrollment to the HP 
enrollment date to allow for retroactive payment for services.  
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Anthem stated that National Committee for Quality Assurance (NCQA) requirements for credentialing 
slow down their process after HP enrolls the provider.  Anthem enrolls a provider 30 days after HP 
provides the provider’s IHCP number.  It does not back-date the provider’s eligibility date back to the 
date HP enrolls the entity. Anthem’s policy states “Contract dates are 30 days from receipt of contracts or 
30 days after the credentialing date.” 

MHS tells providers that its credentialing process will be 45-60 days, but it usually takes around 30 days.  
Beginning in the middle of 2013, MHS began retroactively enrolling its providers back to the HP 
effective date.  

MDwise’s delivery systems manage credentialing for medical service providers.  Intecare performs 
credentialing of all behavioral health providers. The providers’ effective dates are when the credentialing 
is complete.  The delivery systems report that their credentialing processes take anywhere from 21-120 
days. 

Managing Turnover 

Office managers and billers build meaningful relationships with their representatives.  Many can list the 
names of the last two or three representatives serving them at each MCE.  Because of these relationships, 
they are unhappy when a trusted representative leaves an MCE or a delivery system and no notice or 
alternate contact name is sent to them.  Nine interviewees in last year’s face-to-face interviewers asked 
the reviewers who their representative was since they did not know.  Also, during this year’s telephone 
interview with providers, a significant percentage of providers still noted that they do not know who their 
provider representative is, which indicates this is an ongoing issue. 

Anthem 

Because the Anthem PR department only started in late CY 2013, there has not been much time to 
analyze turnover.  They have only had one representative and one practice consultant leave their 
territories. Both were promoted within Anthem so that they could assist their replacement with the 
transition. The departures were communicated to providers by having the old representative visit 
providers with the new one.  If this is not possible, Anthem will have an internal PR representative, a 
practice consultant or the manager cover the territory while the new representative is trained.  Then the 
manager will make a face-to-face introduction of the new representative to the providers. 

MHS 

Similarly, MHS PR has not had a great deal of turnover.  All except one MHS PR representatives has 
more than five years of tenure.  The one individual that has been on the team for only three years worked 
for the provider services call center previously. 

Should a representative leave, MHS will get the representative’s contacts and access to their e-mail 
accounts and voice mail. The PR Director will notify the representative’s providers that he or she is 
leaving. The Director will then send the providers a letter introducing the new representative.  The 
Director will also visit all of the new representative’s providers with him or her as a point of introduction. 

MDwise 

The MDwise turnover picture differs between the corporate office and the delivery systems.  Since 2007, 
the corporate office has had only two representatives leave.  One MDwise representative was promoted 
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and another left in 2008. When this happens, another representative immediately covers those providers 
since they have no assigned geographic territories. 

Delivery systems have a higher turnover rate.  When B&A mentioned that several Hoosier Alliance9 

providers had expressed concerns about the lack of notification that their representative was gone, 
MDwise’s corporate office could not provide an explanation for why this happened.  When asked about 
its vacancy coverage, Hoosier Alliance representatives stated that they have no standing policy.  They 
stated that interim account executives are assigned.  Once new account executives are assigned, they are 
required to introduce themselves to PMP groups within 90 days.  Other delivery systems send e-mail 
messages or letters, announce it in their newsletters or on their website, or make phone calls.  Only one of 
the delivery systems stated that it sends its Provider Relation Manager and/or an employee familiar with 
the office to accompany the new person to the physician office. 

Disease Management/Case Management (DM/CM) 

Findings from last year’s field interviews were that few providers had any knowledge about the MCE 
DM/CM program (27 percent out of 59 interviewed).  Of the providers that did know about the program, 
most only knew about it because they had received a letter about a particular patient.  Even those 
providers that had any knowledge of the program typically did not know what the program was about, 
what they are to do to collaborate with the DM/CM team, or how to refer members to the programs.  Only 
five providers indicated they knew of the ability to refer members to the DM/CM program. 

When B&A shared this information with the MCEs, all of them were surprised that providers did not 
know more about the MCEs’ DM/CM program.  They all stated that they would actively evaluate how 
they are messaging information on their DM/CM program since their current messages do not appear to 
be effective. 

Anthem has already implemented changes since last years’ review and has been building out its case 
management department.  In addition to telephonic case management, Anthem has been assigning 
specific case managers to specific providers.  These case managers visit their assigned providers to help 
build a relationship between the Case Management department and the providers’ offices.  The case 
managers have been visiting all of Anthem’s contracted hospitals, FQHCs and, now, CMHCs. 

CMHC Revenue and Billing Meeting 

It was found through the field interviews that the MCEs use the quarterly Revenue and Billing Committee 
meetings (which are sponsored by the CMHCs) as the primary method to communicate with the CMHCs. 
While the CMHCs appreciate having this forum, they stated that the meetings limit the number of 
questions that can be asked and often result in MCE responses of “we will get back to you with an 
answer.” 

When discussed this year, all of the MCEs believe that this meeting could be better organized.  The MCEs 
noted that other multi-stakeholder meetings that they attend (such as those sponsored by Indiana State 
Medical Association) run more smoothly.  The MCEs recommend that the CMHCs send their questions 
to the MCEs in advance of the Revenue and Billing Committee meetings so that the MCEs can conduct 
appropriate research and prepare comprehensive answers which would be delivered at the meetings. 

9 Hoosier Alliance is the largest, and only statewide, delivery system in the MDwise network. 
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However, since neither Indiana Medicaid nor the MCEs have control over the structure of the CMHC 
Revenue and Billing Meeting and it is currently the primary mode of communication to behavioral health 
providers by MCE provider services staff, the MCEs should consider developing a strategic plan for 
outreach to behavioral health providers outside the Revenue and Billing Committee. 

Universal Prior Authorization (PA) Form 

The issue of varying requirements was mentioned in the field interviews conducted in CY 2013.  Even 
though the State implemented a universal PA form in CY 2011, B&A learned that some MCEs are 
requiring extra information to process PAs for their organization. 

The disconnect between the providers and the MCEs appears to surround supplemental information.  
B&A discussed with the MCEs the possibility of convening a workgroup to investigate this further and, if 
needed, make recommendations to Indiana Medicaid for updating the universal PA form so MCE-specific 
supplemental forms will no longer be required.  Additionally, the current universal PA form is for medical 
services only.  A universal PA form specific to behavioral health services would also alleviate provider 
burden. 

Gaps-in-Care/HEDIS® 

Almost all of the providers interviewed in face-to-face meetings in CY 2013 liked the concept of a report 
defining which of their patients need well-care, vaccinations, laboratory tests, screenings, and other 
preventative care. However, two-thirds stated that the reports provided by the MCEs are out-of-date due 
to the claims lag and put unnecessary administrative burdens on the provider.  Providers indicated that 
using the reports require significant staff time to first verify the accuracy of the reports and then staff time 
to contact the members.  

Since last year’s EQR, all three MCEs have indicated their Gaps-in-Care/HEDIS® reports are now 
available to providers on-line and are updated monthly.  This is a considerable improvement and 
addresses many of the complaints providers noted last year. 

First Call Resolution and Consistent Answers 

During the CY 2013 on-site visits, B&A asked several questions about the quality of the MCE call 
centers. Several themes emerged: 

 Providers indicated they are often transferred numerous times at each MCE and must repeat their 
questions multiple times. 

 Providers consistently indicated they get different answers from different customer service 
representatives when asking the same question. 

 Providers stated that one MCE only allows the discussion of three claims per call regardless of 
how many claims the provider would like to discuss.  

Additionally, during this year’s telephone interviews with providers, the providers indicated that they are 
least satisfied with the helpfulness of the provider helplines (as previously highlighted in Exhibit VII.5). 
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Anthem 

Anthem admitted that their provider services department’s ability to convey consistent answers could be 
strengthened. Different call center staff members have different levels of research skills and different 
levels of experience. The employees need more training to make sure that all know the policies.  

Anthem has enhanced its call documentation.  For example, previously when a provider called asking if a 
service required PA, the representative would answer the question and not log this in the system.  Due to 
instances where providers were calling the commercial call center, asking the question, and getting 
incorrect responses from representatives not trained in HHW or HIP, representatives now document all 
PA calls in the customer service call tracking system. 

Furthermore, Anthem has increased its internal training and call monitoring.  They also have utilized the 
IRU findings for training.  When the IRU staff members identify a trend, these “hot topics” are brought 
forward as training topics for the rest of the team. 

MHS 

MHS uses a dedicated trainer for both provider relations and provider services.  Quality Specialists listen 
to calls with an increased emphasis on calls taken by new hires.  Communication between staff occurs at 
weekly or bi-weekly team huddles and meetings.  Each staff member has a monthly one-on-one meeting 
with a supervisor. 

MHS internal staff communication is timely and transparent.  All training material and resources are 
housed on a common SharePoint site.  Management does not allow staff members to print out training 
materials or resources.  This rule forces them to go to the SharePoint site and cite only the most recent 
material or training bulletin.  There is also an area of the SharePoint site where employees can post 
questions to managers/team members.  The entire team can see the answers.  

MHS has a 95 percent first call resolution rate. MHS has a policy that its representatives will answer all 
claims questions on one call.  After last year’s EQR, they realized that staff members were not following 
this internal policy. The management team has recently reinforced the policy. This change has increased 
the call time but makes for happier providers.  For calls that Provider Services cannot answer, they will 
work with PR to set up a visit or a call. 

MDwise 

MDwise representatives are trained to base answers on written documentation rather than providing 
incorrect information.  The MDwise provider services department has a knowledge base from which they 
can find answers. They also have access to the DTS (internal) claims system which is used to adjudicate 
HIP claims and claims for some, but not all, of the delivery systems.  For those delivery systems that do 
not use the corporate office’s claims processing system, the MDwise corporate office must transfer callers 
to these delivery systems to answer HHW claim questions.  MDwise could not quantify the volume of 
transfers like this.  

Call center representatives log questions and responses into the customer service system.  The system 
tracks all calls so a customer service representative will notice if a provider is answer shopping.  They can 
then elevate the provider to the compliance department. 

MDwise was the MCE that implemented the three-claims-per-call maximum.  In response to this, 
MDwise stated that the ‘three claims per call limit’ was so they could answer provider calls efficiently 
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and effectively. In MDwise’s view, calling in about claims questions should be the last resort after 
utilizing online resources or fax inquiries.   

Recommendations to the MCEs and Indiana Medicaid Related to Provider Services Staff and 
Communication with Providers 

Based on our review of policies and procedures and examination of data pertaining to provider services 
staff and communication with providers, B&A has developed specific recommendations to each MCE and 
to Indiana Medicaid. 

Recommendations to the MCEs 

1. The MCEs should convene a work group to investigate the barriers to using the universal PA 
form and potentially recommend an update to Indiana Medicaid. 

2. The MCEs should convene a work group to investigate developing a universal Behavioral Health 
PA form. 

3. The MCEs should evaluate the effectiveness of messaging to providers on DM/CM programs. 

4. The MCEs should develop a strategic plan for outreach to CMHC/Behavioral Health providers 
that includes regularly scheduled onsite visits by MCE field staff. 

5. The MCEs should not rely on the CMHC Revenue and Billing Committee meeting as the primary 
mode of communication with behavioral health providers. 

6. Anthem and MDwise should evaluate ways to decrease time needed for the provider enrollment 
and credentialing processes. Consider retroactively enrolling back to the HP effective date. 

7. Anthem should cross-train all customer service staff on both Hoosier Healthwise and HIP. 

8. MDwise should ensure that all delivery systems have the same standards for employee 
qualifications, training, employee transition, and hiring. 

9. MDwise should require delivery systems to send representatives to MDwise to learn corporate 
processes or have written documentation that all delivery system standards are up to par based on 
corporate requirements. 

10. MDwise should ensure representatives from all delivery systems that do not utilize the corporate 
claims processing system (where HIP claims are processed) have the training and technology to 
answer HIP claims questions. 

11. MDwise should consider an alternative to requiring its corporate Customer Service department to 
transfer calls to other delivery systems since the corporate staff does not have access to every 
claims processing system used in the MDwise network.  

12. MDwise should mandate, or at least strongly encourage, the use of current technologies for its 
delivery system representatives so that the onsite provider experience can be enhanced (e.g. 
laptops with internet access). 
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 Recommendations to Indiana Medicaid 

1. Indiana Medicaid may want to set performance standards and contract expectations for Provider 
Representatives including: 

o Experience and education 
o The number of visits per year per provider type (including behavioral health providers) 
o What constitutes a visit (not simply dropping off materials) 

2. Indiana Medicaid may want to set performance standards and contract expectations for Provider 
Enrollment and Credentialing.  

3. Indiana Medicaid may want to set performance standards and contract expectations for the 
Provider Helpline staff including: 

o First call resolution 
o Transfer rates to another department within the MCE 
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B&A EQR staff then met with claims and operations staff at each MCE to discuss TPL policies and 
procedures. In so doing, B&A wanted to confirm that each MCE was following their policies and 
procedure as written. Findings from these discussions are outlined in the next section. 

Another aspect of the review was to determine if the MCEs and the State’s data warehouse have 
consistent TPL carrier information documented.  B&A requested that each MCE provide a data extract of 
all active members and include their TPL carrier information when applicable.  B&A also obtained a data 
extract from the State’s data warehouse for all members which included their TPL carrier information.  A 
SAS program was developed that compared the TPL information documented in the State’s data 
warehouse to the TPL information documented by the MCEs. 

B&A also reviewed claim denial reasons to determine how frequently claims are being denied for TPL.  
B&A obtained a list of denial reason codes and denied claims from each MCE.  Because there could be 
multiple TPL denial reasons and these reasons varied by MCE, B&A rolled all TPL denials into a “TPL 
Combined Reason” category to compare TPL denials across MCEs. 

It should be noted that the HIP was excluded from the data analytics review of this study because a 
condition of eligibility for HIP is that a member does not have access to other insurance.  Therefore, if 
TPL is discovered for a HIP member, the member is disenrolled from the program. 

Interview and Document Review Findings 

In all three MCEs, day-to-day TPL management occurs in the claims departments.  The MCEs and 
Indiana Medicaid have contracts with HMS10 for coordination of benefits and assistance with third party 
insurance coverage verification and validation.  Each month, HMS provides each MCE and Indiana 
Medicaid with a file of other insurance that is known for Indiana Medicaid members. 

MCE Documentation Requirements of Providers for TPL Claims 

Anthem 

Anthem requires that providers attach documentation of a third party denial with every claim when the 
member has other insurance.  Providers can submit a third party Remittance Advice (RA) or a letter from 
the third party carrier explaining either the denial of coverage or reimbursement.  When the other 
insurance does not have a benefit that is covered by Medicaid (e.g., pregnancy coverage), Anthem still 
requires that the provider submit a claim to the primary insurer for every claim and obtain a denial for 
non-covered service.  The B&A interviewers informed Anthem that the other MCEs were more lenient 
and would accept a front end “non-covered benefit denial” and apply that denial to all subsequent related 
claims without a denial from the other insurance for every subsequent claim submitted.  Anthem officials 
stated, “This is certainly something that Anthem will research and incorporate into our practices when 
possible.” 

MHS 

MHS has a less stringent proof requirement than Anthem.  MHS providers can document services never 
covered by primary insurance via a letter or by attaching a denied Explanation of Benefits (EOB).  This is 
the same process as when the primary insurance does not respond within 90 days of the date of service.  

10 HMS is a healthcare analytics company that assists health insurance payers ensure healthcare claims are paid 
correctly and by the responsible party. 
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For services that primary insurers require to be bundled (e.g., prenatal services), but Medicaid allows 
unbundled billing, MHS allows the provider to attach one denial for the global code to justify all of the 
unbundled services.  Unique to MHS is that instead of denying a claim for TPL, MHS will suspend the 
claim.  The claims department will then manually work the claim to determine if the TPL is valid or not.  
MHS stated that coordination of care when a member has TPL is their top priority.  In fact, MHS 
provided an example of when a member obtained TPL coverage during an inpatient stay and MHS called 
the other carrier to coordinate the care for the member so that the TPL carrier was able to seamlessly 
manage post-discharge care. 

MDwise 

MDwise policies and procedures clearly specify its documentation requirements.  If a service that is 
repeatedly furnished to a member is not covered as a benefit by the third party carrier, a provider can 
submit photocopies of the original insurer’s denial for up to one year from the date of the original denial.  
The provider must write “Blanket Denial” on the documentation submitted.  MDwise clarified that this is 
for validated non-covered services (e.g., vision, pregnancy).  For covered services, they require a denial 
for that date of service be submitted every time.  For services that primary insurers require to be bundled, 
but Medicaid allows unbundled billing, the claims will deny for timely filing and then the provider can 
appeal or work with their provider representative to resolve the issue.  For all but one of MDwise’s 
delivery systems, providers can call in advance or make an inquiry and explain the situation.  For 
MDwise’s largest delivery system, however, the inquiry process is not permitted and providers are forced 
to bill to receive timely filing denial and then appeal.  

MDwise TPL functions are performed in three claims payment departments.  All of the delivery systems 
have similar policies and procedures, but MDwise has not analyzed delivery system TPL denials nor have 
they tracked or trended the amount of TPL per delivery system.  MDwise has tested and audited the in-
house corporate office system that was built in 2012. The MDwise corporate office performs the out-of-
network disputes for all delivery systems.  MDwise also stated TPL has not been one of their top five 
denial reasons unless the filing limit issues associated with it are counted.  This comment, however, was 
not found in B&A’s examination of the data which showed that for MDwise when all TPL reasons are 
combined into a general TPL denial reason, TPL is the fifth highest denial reason. 

Filing Limits and TPL 

When a provider receives an EOB from a TPL carrier which would require Medicaid cover some or part 
of the service, each MCE has unique criteria for how the provider should submit the claim to the MCE.  
Two of the MCEs (Anthem and MDwise) follow the same 90-day for in-network and 365-day out-of-
network requirements in submitting a standard claim. MHS allows both in-network and out-of-network 
providers 365 days for TPL claims.  Anthem and MHS start the claim submission timeline on the date the 
provider receives the TPL EOB, while MDwise uses the date the service was rendered.  The differences 
are highlighted in Exhibit VIII.1 on the following page. 
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Exhibit VIII.1 
TPL Filing Limits per MCE 

MCE In-Network Out-of-Network 

Anthem 90 days from TPL carrier EOB 365 days from TPL carrier EOB 

MHS 365 days from TPL carrier EOB 365 days from TPL carrier EOB 

MDwise 90 days from date of service 365 days from date of service 

These variations can impact claims for services that primary insurers require to be bundled, but for which 
Medicaid allows unbundled billing (like prenatal care/delivery).  Anthem must receive the claims within 
90 days from the date on the other insurer’s EOB.  Anthem will then cover the services to the beginning 
of the episode that the primary insurance would have bundled.  MHS allows 365 days from the other 
insurer’s EOB; therefore, timely filing is typically not an issue.  MDwise will deny claims submitted after 
90 days from the date of service and require the provider to appeal. 

Coordination of Care 

Section 9.7.1 of the State’s MCE contract, page 10-15 of the MCE Policies and Procedures Manual, and 
42 CFR 438.208(b) all state that the MCEs must share information with other payers and coordinate care.   

To determine how the MCEs meet this requirement, B&A asked each MCE what they do when the 
member has TPL coverage and the member wants to go to a provider that is in the TPL carrier’s network 
but not the MCE’s network. 

Anthem 

Anthem advised B&A it will pass prior authorizations on to the next MCE or the TPL carrier.  They also 
work to help their members find a doctor that is in both the Anthem network and the TPL carrier’s 
network. Anthem stated they will do single-case agreements with out-of-network providers if necessary. 

MHS 

MHS advised B&A it follows the 60-day coordination of care requirements when a member transfers to 
or from another MCE.  MHS stated that it has never had a case where it has not been able to work with 
another insurer. MHS will do a single-case agreement if the provider is willing to enroll in the Indiana 
Health Coverage Program (IHCP).  MHS has a detailed coordination of benefits (COB) policy.  When an 
MHS member with TPL is hospitalized, MHS will call the primary carrier.  MHS confirms the 
authorization number from the primary carrier and authorizes one to two days to cover the coinsurance.  If 
the member becomes eligible for TPL during a hospital stay, MHS will cover the stay but begin 
coordination of post-discharge care with the new TPL carrier while the member is still in the hospital. 

MDwise  

MDwise advised B&A that it is rare that a member has a provider that accepts TPL coverage but does not 
accept Medicaid. They also advised they would be willing to do a single-case agreement if necessary. 
MDwise noted when trying to coordinate benefits for members with TPL coverage, their concern is the 
time it takes the State to disenroll a Package C or HIP member from the MCE when the member becomes 
ineligible due to TPL. 
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TPL and Newborn Members 

Page 10-15 of the MCE Policies and Procedures Manual states, “MCEs must not deny claims for TPL for 
newborns less than 30 days old.”  None of the documentation submitted by the MCEs defined the MCEs’ 
policy on this requirement.   

Anthem 

When B&A asked Anthem to explain their process, they advised they would have to research this.  Upon 
researching its system, Anthem admitted to B&A, “Anthem identified that we are incorrectly denying for 
TPL newborn claims. We have paid back all claims identified in our claim sweep (24 total claims). 
Anthem is working to correct our configuration to properly adhere to the State contract.” 

MHS 

MHS stated that if a newborn claim pends because there is a primary EOB attached or other COB 
information has been submitted on the claim, then the TPL team calls the primary insurer to determine if 
the parent’s coverage also covers the newborn and will then take the appropriate action.  If there is no 
indication of TPL, MHS will pay all newborn claims without review to TPL.  

MDwise 

MDwise stated that their system bypasses authorization and TPL edits for claims during a member’s first 
30 days of life.  

Coordination of Benefits with Medicare 

B&A also inquired about the MCEs’ policies around coordination of benefits with Medicare.  With the 
implementation of Hoosier Care Connect in 2015 (a Medicaid program that is replacing the Care Select 
program for aged, blind, or disabled (ABD) members) and the potential implementation of HIP 2.0 (an 
expansion of the HIP program to an estimated 334,000-598,33411 members), this may become a larger 
issue for the State of Indiana. Even though there will not be Medicare-eligibles in any of the Indiana risk-
based managed care programs, there are and will be cases where a member obtains Medicare coverage 
retroactively or the State takes some length of time for disenrollment from one of its programs.  As an 
example, Anthem is currently in the middle of coordinating with Medicare for a high-cost HIP member 
who received retroactive Medicare coverage.  At the time of this report, the State and Medicare were in 
negotiations about who should be the primary payer for these claims. 

In the case of all three MCEs, Medicaid is always the payer of last resort.  When Medicare is primary, the 
MCEs inform the provider that they are required to bill Medicare and the MCE recoups funds as 
necessary. 

In the case of MDwise, the MCE identifies members who will turn 65 in the month prior to their birthday. 
MDwise takes cost avoidance steps by denying any claims received between the birthday and the end of 
the month.   

11 http://www.in.gov/fssa/hip/2445.htm 
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Differences in TPL Carrier Information 

Because the file from HMS is sent to the MCEs monthly, it is inevitable that member TPL information 
may change before receiving an updated file.  Therefore, B&A asked the MCEs what their practices are 
when their TPL records do not match the file provided by HMS.  

Anthem 

When a provider challenges the validity of Anthem documented TPL carrier information, the Internal 
Resolution Unit (IRU) researches the TPL insurance policy and will verify the information with HMS.  
To ensure Anthem-researched information is not overwritten by the next month’s HMS file, Anthem 
maintains a coordination of benefits (COB) team that upon receipt of new data re-validates if conflicting 
TPL or new TPL information is received.  The team then corrects membership information and enters 
comments on the source of new information.  Anthem does not overwrite prior TPL, but creates a new 
adjudication level.  For HIP members, Anthem provides a required regulatory report to the State which 
outlines HIP members who have been identified as having other health insurance. 

MHS 

When a provider challenges the validity of MHS documented TPL carrier information, MHS staff will 
work with the TPL carrier to determine the validity of the TPL coverage.  To ensure the HMS file does 
not overwrite MHS-researched information, any differences between MHS’s system and the HMS file are 
identified on a report which is then manually reviewed.  The MHS-researched information is accepted as 
the valid TPL information.  MHS then follows the State defined process of advising HMS of the variance 
by submitting a paper form requesting an update to the TPL file.  MHS noted that the paper process is 
very cumbersome and would prefer an electronic solution to submit TPL differences rather than 
individual paper forms.  For HIP members, MHS provides a required regulatory report to the State which 
outlines HIP members who have been identified as having other health insurance. 

MDwise 

When a provider challenges the validity of MDwise documented TPL carrier information, MDwise staff 
will validate each challenged TPL to determine if it is accurate.  If the TPL is verified, MDwise will only 
substantiate it again in one year.  If the insurance changes during the year via an update to the HMS file, 
MDwise will reprocess the claims.  To ensure the HMS file does not overwrite MDwise-researched 
information, the system is designed to accept MDwise-researched information and disregard HMS 
information.  If the MDwise and HMS information do not match and the MDwise information has not 
been validated, the HMS information is accepted as valid.  MDwise indicated that while the delivery 
systems are to follow the corporate policies for TPL, they have not performed an audit of the delivery 
systems to ensure that these processes are being managed consistently across its delivery system. 

Time to Update TPL 

B&A asked the MCEs how long it took them to load the HMS data file once received on a monthly basis.   

Anthem and MDwise load HMS files overnight.  MHS does so within a few days of receipt.  Provider-
reported or member-reported differences are researched and are updated, when necessary, within 30 days 
by all MCEs. 
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Comparison of MCE and State’s Data Warehouse TPL Carrier Information Findings 

Providers interviewed as part of the CY 2013 EQR stated that the TPL carrier information provided by 
the State’s web-portal, Web interChange (managed by HP), often did not match the MCEs’ records.  To 
quantify this concern noted by providers, B&A compared the documented TPL information in the State’s 
data warehouse to the documented TPL information noted by the MCEs to identify the level of variance 
between them.  As previously stated, the MCEs and Indiana Medicaid have contracts with HMS to assist 
with identifying TPL carrier information.  HMS provides a monthly file update of TPL carrier 
information for Medicaid members to Indiana Medicaid and the MCEs.   

Even though Indiana Medicaid and MCEs all share the same vendor to obtain TPL information, there was 
variance found between the TPL information noted in the Indiana Medicaid data warehouse and the 
MCEs’ systems.  Specifically, there were 11,316 members noted by the MCEs as having TPL that were 
not identified in the State’s data warehouse as having TPL, which is a 26 percent variance overall.  The 
highest level of variance was seen with Anthem at a 41 percent mismatch rate.  MHS was the lowest at 9 
percent. MDwise’s overall mismatch rate was at the statewide average of 26 percent, as noted in Exhibit 
VIII.2 below. 

Exhibit VIII.2 
MCE to State's Data Warehouse 
Members with TPL Comparison 

TPL Coverage Docume nte d by MCEs also Found 
in State's Data Warehouse 

Yes No 
Count Percent Count Percent 

Anthem 8,945 59% 6,309 41% 
MHS 13,485 91% 1,389 9% 
MDwise 10,122 74% 3,618 26% 
Total 32,552 74% 11,316 26% 

For those members documented as having TPL in both the State’s and MCEs’ systems, B&A attempted to 
verify if the same TPL carrier was listed.  However, a common carrier identifier could not be located in 
all systems and each system had different naming conventions for the TPL carrier.  Though it was not 
possible to discern an absolute TPL carrier match rate, it was evident that the TPL carriers noted by the 
MCEs and by the OMPP do not always match.  In other words, even though the match rate between the 
State’s data warehouse and the MCEs’ systems for the presence of any TPL is 74 percent, the more 
specific match rate between the systems for the same TPL carrier would likely actually be less.   

Since the MCEs and the OMPP all receive their TPL information from the same source, the root cause of 
this variance is unknown.  It is also unknown if the State’s data warehouse (HMS file feed) or the MCEs 
systems are correct, but the variance confirms providers’ TPL concerns from the CY 2013 EQR because 
if a provider were to check Web interChange for TPL information, it would not always match the 
information provided by the MCEs.  MHS stated that they actively work with HMS to update member 
TPL information after researching which may account for their higher match rate than the other MCEs.   

In reviewing claim denials as supplied by the MCEs, it became evident that MHS denies far fewer claims 
than the other two MCEs, as well as far fewer claims for TPL reasons than the other two MCEs.  Since 
MHS indicated during their interview that they suspend rather than deny TPL claims on the front end, 
while Anthem and MDwise deny a claim and require the provider to appeal, this result is not unexpected.  

Burns & Associates, Inc. VIII-7 April 30, 2015 



 
 

 

 
 

 
 

 
 

 

 

 
 

 

 
 

 
 

  
 

 
 

 

 
 

 
   

 

 
 

 
 

 

  
 

  

 
   

FINAL REPORT 
2014 External Quality Review of Indiana’s Hoosier Healthwise Program and Healthy Indiana Plan 

Exhibit VIII.3 below stratifies total TPL denials and compares the TPL denials as a percent of the top 20 
denial codes reasons. 

Exhibit VIII.3 
MCE TPL Claim Denials from July 1 to Dec. 31, 2013 

Compared to Top 20 Claim Denial Reasons 

Anthem MHS MDwise 

Total Claims Denied - Top 20 Denial Reasons 266,182 38,434 85,835 
Total Claims Denied for TPL 15,906 1,239 6,166 
Percent of Claims Denied for TPL 6% 3% 7% 

Recommendations to the MCEs and Indiana Medicaid Related to Third Party Liability 

Based on our review of third party liability policies and procedures and examination of data pertaining to 
denials and third party liability, B&A has developed specific recommendations to each MCE and to 
Indiana Medicaid. 

Recommendations to the MCEs 

1. The MCEs should determine the root cause for the variance between the TPL information noted 
between the State’s data warehouse, which comes from the HMS file feed, and the MCE’s own 
systems.  One suggestion would be to use one month of information as a test to see if there are 
differences among specific populations or if there are differences by TPL carriers. 

2. If it is determined that the information in the HMS file feed is inaccurate/outdated, then the 
MCEs should provide the necessary information to HMS so HMS can update its systems.  The 
MCEs should use the State defined processes to provide this information to HMS. 

3. Anthem should ensure its system configurations are updated to adhere to the State’s policy of not 
denying TPL for members’ first 30-days of life. 

4. Anthem should monitor denial rates and reasons to determine provider education opportunities to 
reduce claim denials.  Having three to seven times the number of claim denials as the other MCEs 
is concerning to the EQRO and Indiana Medicaid. 

5. Anthem and MDwise should consider suspending then working TPL identified claims on the 
front end instead of denying these claims and requiring providers to appeal. 

6. MDwise should perform an audit of delivery system TPL procedures, processes, and denials to 
ensure consistency across its network. 

Recommendations to Indiana Medicaid 

1. Indiana Medicaid should consider applying a performance standard around researching and 
updating TPL both for HMS and for the MCEs.  The mismatch between the two causes provider 
frustration and delay in payments. 

2. Indiana Medicaid should work with HP/HMS to update the process of MCE submission of TPL 
information from the current paper process to an electronic solution. 
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A. Summary of This Year’s Topics, Timeline and Review Team 

Overview 

Burns & Associates, Inc. (B&A) was hired by Indiana’s Office of Medicaid Policy and Planning (OMPP) 
to conduct an External Quality Review (EQR) for both Hoosier Healthwise (HHW) and the Healthy 
Indiana Plan (HIP).  This review will encompass activities in Calendar Year (CY) 2013 and information 
from early CY 2014. 

The Centers for Medicare and Medicaid Services (CMS) requires that EQROs complete three mandatory 
activities on a regular basis as part of the EQR: 

1) A review to determine MCE compliance with federal Medicaid managed care regulations; 
2) Validation of performance measures produced by an MCE; and 
3) Validation of performance improvement projects undertaken by the MCEs 

There are many optional activities that EQROs may also complete under authority of 42 CFR 438.358.  A 
comprehensive review of Activity #1 was completed in CY 2012.  Therefore, B&A met with the OMPP 
to determine the topics selected for this year’s EQR which include the following: 

 Validation of Performance Measures related to Provider Services Helpline, PMP Assignment, and 
New Member Health Screening. 

 Validation of MCE Performance Improvement Projects (still to be determined) 

 Optional EQR Activity: Conduct a Focus Study on Transportation Services 

 Optional EQR Activity: Examination of New Member Activities 

 Optional EQR Activity: Examination of Training of Provider Services Staff and MCE 
Communication with Providers 

 Optional EQR Activity: Conduct a Focus Study on Claim Denials 

All topics will be reviewed for both the HHW and HIP populations.  

Timeline 

The OMPP is requesting that B&A deliver the draft report for this EQR by September 30.  The final 
report is due October 31.  The schedule effectively begins with the release of this EQR Guide.  The first 
items that are being requested from the MCEs are due May 26.  Onsite meetings are scheduled during the 
weeks of June 23, July 14 and August 4, 2014.  All data collection activities and MCE responsibilities are 
scheduled to be concluded by August 8.  A full schedule may be found in Section C of this Guide. 

There will be an opportunity for the MCEs to provide accessory information if B&A needs further 
clarification on a specific review item after the onsite meetings are concluded. 
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The OMPP has customarily asked B&A to offer a debriefing session with each MCE.  The dates for these 
sessions have yet to be determined.  Each MCE/health plan will also receive a copy of the final EQR 
report that will be delivered to CMS once it has been reviewed by the OMPP. 

The B&A Review Team 

This year’s EQR Review Team consists of the following members: 

 Mark Podrazik, Project Director, B&A: Mark has previously conducted eight EQRs of the HHW 
program, five EQRs of the HIP and an external review of the Care Select program.  He will 
oversee the entire project and final report. 

 Brian Kehoe, Project Manager, B&A:  Brian assisted on the 2013 EQR of the HHW and HIP 
programs.  He has previous experience with multiple states’ Medicaid and Managed Care 
Programs. He will participate in all administrative review sessions and manage the entire project 
and final report.  

 Dr. CJ Hindman, MD, Kachina Medical Consultants:  Dr. Hindman is an independent contractor 
who served as the Clinical Team Lead of the EQRs conducted in 2009-2013 for HHW and HIP 
and the Care Select review conducted in 2009.  He was previously the Medical Director for 
Arizona’s Medicaid program and also served as Medical Director of a Medicaid managed care 
program.  He will lead the clinical portion of validation of MCE Performance Improvement 
Projects. 

 James Maedke, SAS Programmer, B&A: James will be the lead on all encounters-related 
analyses for the focus study related to Transportation, Claim Denials, and New Member 
Activities. 

 Rachel Chappell, Consultant, B&A:  Rachel is new to the B&A team, but brings with her over 15 
years of Medicaid experience, most recently providing oversight to multiples states’ Medicaid 
programs with CMS.  Rachel will assist with policy analysis and research. 

 Barry Smith, Consultant, B&A:  Barry has over 10 years of experience with financial analysis 
and data mining.  Barry will assist with policy analysis. 

 Derik Leavitt, Consultant, B&A:  Derik joined the B&A team in 2011 with over 10 years of 
experience in budget and financial analysis.  Derik will assist with database development and 
claims analysis. 

 Dr. Linda Gunn, PhD, Subcontractor: Linda has assisted B&A on five previous HHW EQRs, 
four HIP EQRs and the Care Select review.  She will participate in the examination of provider-
facing staff and communication with providers. 

 Kristy Lawrance, Subcontractor:  Kristy assisted on the 2013 EQR of the HHW and HIP 
programs and has previous experience working for the OMPP on various projects as well as for 
Advantage under its contract with the OMPP for Care Select.  She will participate in the 
validation of performance improvement projects as well as examination of provider-facing staff 
and analysis of claim denials. 
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B. Details on Topics in this Year’s EQR 

Topic #1—  Validation of Performance Measures 

The purpose for this review is to validate the results of quarterly report submissions from the MCEs to the 
OMPP. B&A will use the CMS EQR Protocol 2, Attachment A (updated September 2012)1 to report our 
findings related to the validation of these measures. This will be accompanied by a brief write-up in the 
EQR report. 

The measures that are being validated include: 

 QR-P1: Provider Helpline Performance 
 QR PMP1: PMP Assignment Report 
 QR-HS1: New Member Health Screening Report 
 QR-CMPH1/CMBH1 – Complex Case Management Reports 
 QR-CRPH1/CRBH1 – Care Management Reports 
 QR-DMPH1/DMBH1 – Disease Management Reports 

The measures will be computed for the HHW and HIP populations.  

When applicable, B&A is using the encounters reported to the OMPP and stored in the OMPP data 
warehouse, FSSA Enterprise Data Warehouse, as of May 1, 2014 as the source data for this analysis.  
When source data is not stored in the OMPP data warehouse, B&A will request the source data from the 
MCEs. It is B&A’s intention to share our results with each MCE individually and compare to what the 
MCE submitted.  If large differences are found, we will work with the MCE to determine the root cause 
of the differences. 

The QR-CMPH1/CMBH1, QR-CRPH1/CRBH1, QR-DMPH1/DMBH1, and HS1 report will be reviewed 
at a joint meeting with all three MCEs and B&A on June 25 at OMPP to discuss variation in definitions.  
The discussion of preliminary findings is scheduled in one-on-one onsite meetings with each MCE during 
the week of June 23.  The QR-P1, QR-PMP1, and QR-HS1 measures will be discussed more in depth 
with each MCE individually during onsite meetings the week of July 16.   

1 http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-
External-Quality-Review.html 
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2. B&A will ask each MCE for a file of their contracted transportation providers including provider 
name, provider number, provider address (city, state, zip), and provider type.  This is due to B&A 
by May 26, 2014.  Provider network data will be compared to analysis conducted in #1 above to 
determine demand versus availability trends. 

3. B&A will ask each MCE for a file of their fee schedule for transportation services including 
HCPCS code, HCPCS code description, reimbursement amount, and any service limitations.  
This is due to B&A by May 26, 2014. 

4. B&A will ask each MCE for a copy of their policies and procedures related to transportation 
services (including, but not limited to, scheduling a trip, no shows, interpretation services, and 
specialty population (i.e. neonatal) considerations). This is due to B&A by May 26, 2014. 

5. B&A will ask each MCE for a copy of their delegation agreement with their transportation 
broker. This is due to B&A by May 26, 2014. 

6. B&A will ask each MCE for a copy of any delegation oversight review/audit results of their 
transportation brokers. This is due to B&A by May 26, 2014. 

7. B&A will be requesting the MCEs to schedule a meeting with their transportation broker during 
the B&A July onsite visits to answer any questions that develop from #1 – 6 above. 

The results of the quantitative analysis, the qualitative review, and the vendor interviews will be 
summarized in a report specific to this focus study. 

On an as needed basis, B&A will consult with each MCE about our findings for these measures.  We 
would discuss findings with an MCE if we found that the results for an MCE differed greatly from the 
other MCEs. Most likely, these discussions would occur during our onsite meetings the week of July 14 
when we are also discussing findings from our analysis in Topic #1.  We will give each MCE notice of 
items we intend to cover in Topic #3 during this onsite meeting so that the appropriate staff can be 
available to answer questions. 

Topic #4— Optional EQR Activity: Examination of New Member Activities 

There are two primary focuses of this topic: PMP Assignment and Health Risk Screening/Assessment. 

PMP Assignment 

B&A will be reviewing each MCE’s policies/procedures for member PMP assignment compared to 
contractual requirements outlined in both the MCE’s contract with OMPP and the OMPP’s Managed 
Care Policies and Procedures Manual.  B&A will also be requesting each MCE to provide a copy of the 
new member welcome packets to B&A.  Interviews will be conducted with the MCE staff (or vendor staff 
if applicable) regarding new member activities. 

To verify compliance with contractual requirements, B&A will use the member files reported to the 
OMPP for the experience period CY 2013 and stored in the OMPP data warehouse, FSSA Enterprise 
Data Warehouse, as of May 1, 2014 as the source data for a quantitative analysis.  In order to conduct 
further analysis of contractual requirements, B&A will be requesting each MCE to provide data that is not 
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C. Detailed Schedule and Document Request 

The table below presents all information requests of the MCEs as well as all meetings scheduled for this 
year’s EQR.  We have some flexibility as to which day we visit each MCE.  As has been done in prior 
years, we are happy to accommodate specific MCE staff schedules wherever we can.  Therefore, we ask 
you to indicate your preferences for the onsite meetings in the form that accompanies this EQR Guide.  
Please provide feedback to us about your preferences no later than May 19. We will confirm all onsite 
meeting appointments by May 26. Specific times for meetings on each day will be scheduled with the 
MCE in advance of each meeting.  

Unless specifically requested below, MCE staff do not need to bring any materials to the interview 
sessions. 

Please note that all onsite interviews will cover both the HHW and HIP programs.  If the staff in a 
functional area differs between the two programs, we ask that representatives from each program attend 
the interview. 

Date Participants or 
Responsible Party 

EQR Item 

5-May B&A EQR Guide released to the MCEs. 

19-May MCEs Deliver to B&A Request for Preferred Meeting Time Form 

26-May MCEs Deliver to B&A Document Request items #1-8. 

26-May B&A Confirmation of all onsite meeting times sent to the MCEs. 

Notification to the MCEs of the 3 PIPs selected for review. 

9-Jun MCEs Deliver to B&A any ancillary materials related to the PIPs 
selected for validation (Document Request item #9). 

16-Jun MCEs Deliver to B&A Document Request items #10-15. 

25-Jun MCEs, B&A Onsite meetings with all MCEs to discuss: 
1) PIP/QMIP Reporting Tools and potential revisions 
2) QR-CMPH1/CMBH1/DMPH1/DMBH1/HS1 Reports 

Jun 25, 9:00 - 12:00 Location: OMPP, Conference Center Room 12 

Jun 25 & 26 MCEs, B&A Onsite interviews with each MCE to discuss: 
1) Validation of PIPs (1 hour per PIP) 

Jun 25, 1:30 - 4:30 Meeting with MCE #1 

Jun 26, 9:00 - 12:00 Meeting with MCE #2 

Jun 26, 1:30 - 4:30 Meeting with MCE #3 

Jul 16 & 17 MCEs, B&A Onsite interviews with each MCE to discuss: 
1) Validation of Performance Measures QR-HS-1, QR-P1, 
and QR-PMP1 (2 hours) 
2) Validation of Transportation (with MCE and 
Transportation Broker) (90 minutes) 

Jul 16, 1:30 - 5:00 Meeting with MCE #1 

Jul 17, 8:30 - 12:00 Meeting with MCE #2 

Jul 17, 1:30 - 5:00 Meeting with MCE #3 

Burns & Associates, Inc. 8 May 5, 2014 



 

 

 

 

  

  

  

  

  

 
 

 

 

 
  

   
 

 
 

  
 

 
 

 
 

 
 
 

Date Participants or 
Responsible Party 

EQR Item 

Aug 6 & 7 MCEs, B&A Onsite interviews with each MCE to discuss (45 minutes per 
topic): 
1) Health Risk Screening Tool/Assessment Procedures 
2) Validation of PMP Assignment Procedures 
3) Validation of TPL Procedures 
4) Training of provider-facing staff and implementation of 
best practices 

Aug 6, 9:00 - 12:00 Meeting with MCE #1 

Aug 6, 1:30 - 4:30 Meeting with MCE #2 

Aug 7, 9:00 - 12:00 Meeting with MCE #3 

8-Aug MCEs Any follow-up materials requested from the MCEs from the 
meetings on PIPs that occurred June 25 and 26 delivered to 
B&A (Document Request Item 16). 

MCEs Any follow-up materials requested from the MCEs from the 
meetings on Performance Measures that occurred July 16 and 
17 delivered to B&A (Document Request Item 17). 

Document Request 

Because many documents do not include PHI, for convenience we ask that you submit most documents 
directly to Brian Kehoe at bkehoe@burnshealthpolicy.com. If a document must be transmitted securely 
due to PHI, then submit the information to Brian either:  

(a) via the MCE’s secure email system; or  
(b) via the OMPP SharePoint site.  If using OMPP’s SharePoint, please upload your data under the 

\2014\EQR directory under your MCE name.  Please place HHW-specific and HIP-specific 
information in the same location under the HHW section of SharePoint. 

Each desk review item has been numbered to assist in tracking.  As we have asked in prior years, please 
include the desk review item number and your MCE name at the beginning of the electronic files that you 
are submitting.  For example, list of contracted transportation providers should be titled, “Item 1 [MCE 
name] Transportation Provider List.xlsx”.  Files may be transmitted in Word, Excel, Powerpoint or PDF 
format with the exception of the items which B&A has given you an Excel template.  In these cases, 
please return back in the Excel format provided. 

If more than one file is required to satisfy a request item: Please number the electronic files with the item 
number but put a consecutive letter after each document [e.g. Item 1a.. , Item 1b.., etc.]. 

All documents can be uploaded into the OMPP SharePoint site.  If documents have been uploaded to 
SharePoint, please email Brian Kehoe when they have been uploaded. 

Also, please notify Brian Kehoe if some items are only available in hard copy format. 

Burns & Associates, Inc. 9 May 5, 2014 

mailto:bkehoe@burnshealthpolicy.com


 

 

  

 

 

 

 

 

 

  

 

 

 
 

 

 
 

 
 

 
 

 

 

Item # Item Due to B&A Review 
Period 

1 A file of all contracted providers that are eligible to bill for 
transportation services. Use the Excel file format provided 
that accompanies this EQR Guide. 

26-May Active in 
2013 

2 A file of the MCE's fee schedule for transportation services.  
Use the Excel file format provided that accompanies this EQR 
Guide. 

26-May As of 
12/31/13 

3 Copy of delegation agreements/contracts with transportation 
brokers. Copy of all delegation oversight reviews/audits/tools 
conducted on transportation brokers in last three (3) years. 

26-May Current 
Agreement/ 
Most Recent 

Reviews 
4 Copy of all policies/procedures regarding transportation 

services (both the MCE's and the Transportation vendor's). 
26-May Current 

5 Copy of training protocols/experience 
requirements/policies/procedures related to provider-facing 
staff (field staff, customer service, provider relations, etc.). 

26-May Current 

6 Copy of all policies/procedures regarding TPL and Timely 
Filing. 

26-May Current 

7 Copy of policies/procedures related to new member PMP 
Assignment and to Health Risk Screening Tool. 

26-May Current 

8 Copy of all materials sent to new members. 26-May Current 

9 Any ancillary materials related to the PIPs selected for 
validation. 

9-Jun Pending 

10 File of claim denials and dictionary of denial code reasons.  
Use the Excel file format provided that accompanies this EQR 
Guide. 

16-Jun DOS 4/1/13 
to 9/30/13 

11 File of new member contacts.  Use the Excel file format 
provided that accompanies this EQR Guide. 

16-Jun Contacts 
from 7/1/13 
to 12/31/13 

12 File of member PMP assignments. Use the Excel file format 
provided that accompanies this EQR Guide. 

16-Jun Assigned 
from 1/1/13 
to 12/31/13 

13 File of member Health Risk Screenings.  Use the Excel file 
format provided that accompanies this EQR Guide. 

16-Jun Assigned 
from 7/1/13 
to 12/31/13 

14 File of provider call center statistics.  Use the Excel file format 
provided that accompanies this EQR Guide. 

16-Jun Calls from 
7/1/13 to 
12/31/13 

15 List of all providers that field staff visited from January 1 to 
March 31, 2014. 

16-Jun Visits from 
1/1/14 to 
3/31/14 

16 Any follow-up materials requested related to the review of 
PIPs. 

8-Aug Pending 

17 Any follow-up materials requested related to the review of 
Performance Measures. 

8-Aug Pending 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

Index of Reports 

MCE Membership 
Report 

Number 
Report Name 

Start 
Page 

Anthem HHW P1 Provider Helpline Performance 1 

Anthem HIP P1 Provider Helpline Performance 3 

Anthem HHW PMP1 PMP Assignment Report 5 

Anthem HIP PMP1 PMP Assignment Report 8 

Anthem HHW HS1 New Member Health Risk Screening 11 

Anthem HIP HS1 New Member Health Risk Screening 14 

MHS HHW P1 Provider Helpline Performance 17 

MHS HIP P1 Provider Helpline Performance 19 

MHS HHW PMP1 PMP Assignment Report 21 

MHS HIP PMP1 PMP Assignment Report 24 

MHS HHW HS1 New Member Health Risk Screening 27 

MHS HIP HS1 New Member Health Risk Screening 30 

MDwise HHW P1 Provider Helpline Performance 33 

MDwise HIP P1 Provider Helpline Performance 35 

MDwise HHW PMP1 PMP Assignment Report 37 

MDwise HIP PMP1 PMP Assignment Report 40 

MDwise HHW HS1 New Member Health Risk Screening 43 

MDwise HIP HS1 New Member Health Risk Screening 46 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

Anthem Hoosier Healthwise 
QR-P1 Provider Helpline Performance 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

MCE Name: Anthem Hoosier Healthwise 
Performance Measure: QR-P1 Provider Helpline Performance 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A Comments 

1. Number of Provider Calls 
Received 

Total number of provider calls received by the MCE into the 
Provider Helpline ACD call queue during open hours of 
operations. 

X 

2. Number of Provider Calls 
Answered 

The number of provider calls answered on the Provider Helpline 
ACD call queue in the reporting quarter. X 

3. Number of Provider Calls 
Answered Live Within 30 
Seconds 

The number of provider calls answered within 30 seconds by a live 
voice on the Provider Helpline in the reporting quarter. X 

4. Percent of Calls Answered 
Live Within 30 Seconds 

Number of provider calls answered live within 30 seconds divided 
by number of provider calls received. X 

5. Number of Abandoned 
Calls 

Number of calls received into the Provider Helpline during open 
hours of operations that were abandoned (disconnected) by the 
caller or the system before being answered. 

X 

6. Percent of Abandoned Calls Number of abandoned calls divided by number of provider calls 
received. 

X 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-P1 - Provider Helpline Performance 
Anthem: Hoosier Healthwise 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of Provider Calls 
Received 

24,507 24,779 24,507 0 0.0% 24,364 -415 -1.7% 

2 
Number of Provider Calls 
Answered 

24,129 24,277 24,517 388 1.6% 24,333 56 0.2% 

3 
Number of Provider Calls 
Answered Live Within 30 
Seconds 

23,277 23,447 23,553 276 1.2% 23,233 -214 -0.9% 

4 
Performance Measure #1: Pct in 
30 Seconds 

95.0% 94.6% 96.1% 1.1% 1.2% 95.4% 0.7% 0.7% 

5 Number of Abandoned Calls 219 276 221 2 0.9% 274 -2 0.7% 

6 
Performance Measure #2: Pct 
Abandoned 

0.9% 1.1% 0.9% 0.0% 0.0% 1.1% 0.0% 0.0% 

As reported by MCE to 
the OMPP 

As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

Anthem Healthy Indiana Plan 
QR-P1 Provider Helpline Performance 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

MCE Name: Anthem Healthy Indiana Plan 
Performance Measure: QR-P1 Provider Helpline Performance 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A Comments 

1. Number of Provider Calls 
Received 

Total number of provider calls received by the MCE into the 
Provider Helpline ACD call queue during open hours of 
operations. 

X 

2. Number of Provider Calls 
Answered 

The number of provider calls answered on the Provider Helpline 
ACD call queue in the reporting quarter. 

X 

3. Number of Provider Calls 
Answered Live Within 30 
Seconds 

The number of provider calls answered within 30 seconds by a live 
voice on the Provider Helpline in the reporting quarter. X 

4. Percent of Calls Answered 
Live Within 30 Seconds 

Number of provider calls answered live within 30 seconds divided 
by number of provider calls received. X 

5. Number of Abandoned 
Calls 

Number of calls received into the Provider Helpline during open 
hours of operations that were abandoned (disconnected) by the 
caller or the system before being answered. 

X 

6. Percent of Abandoned Calls Number of abandoned calls divided by number of provider calls 
received. 

X 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-P1 - Provider Helpline Performance 
Anthem: Healthy Indiana Plan 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of Provider Calls 
Received 

4,751 4,114 4,751 0 0.0% 4,114 0 0.0% 

2 
Number of Provider Calls 
Answered 

4,746 4,099 4,746 0 0.0% 4,099 0 0.0% 

3 
Number of Provider Calls 
Answered Live Within 30 
Seconds 

4,671 4,031 4,671 0 0.0% 4,031 0 0.0% 

4 
Performance Measure #1: Pct in 
30 Seconds 

98.3% 98.0% 98.3% 0.0% 0.0% 98.0% 0.0% 0.0% 

5 Number of Abandoned Calls 5 15 5 0 0.0% 15 0 0.0% 

6 
Performance Measure #2: Pct 
Abandoned 

0.1% 0.4% 0.1% 0.0% 0.0% 0.4% 0.0% 0.0%

 Verified Q3 2013  Verified Q4 2013 

Part 3 
As reported by MCE to 

the OMPP 
As calculated by B&A with files submitted for EQR 

Part 1 Part 2 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: Anthem Hoosier Healthwise 
Performance Measure: QR-PMP1 PMP Assignment Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

Validation of the QR-PMP1 
report was deemed not possible 
after large variances were 
discovered between the 
EQRO's calculations and the 
what the MCEs reported to the 
state. It was determined that 
the variance was due to 
different interpretations of the 
report specification as provided 
by the state to the MCEs. 
Ambiguous statements in the 
report specification were 
determined to the be the cause 
of the multiple interpretations 
of the report specification. 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

Anthem Hoosier Healthwise 
QR-PMP1 PMP Assignment Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Newly Assigned Plan 
Members 

As of the last day of the reporting period, the total number of 
members received on the enrollment roster during the reporting 
period. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

2. Members who Self Selected 
a PMP 

As of the last day of the reporting period, the total number of 
members who self selected a PMP during the reporting period. 

X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

3. Members Auto-Assigned Indicate the number of members who were auto-assigned using Report validation was deemed 
with "smart" Logic system logic that includes the following: 

-Member's PMP assignment within the last 12 months 
-Family member's current PMP 
-Family member's previous PMP 
-PMP in previous group 
-PMP in family member's current group or previous group 

X 

not possible due to ambiguious 
report specifications. 

4. Members Auto-Assigned 
with "default" Logic 

The number of members who were auto-assigned using an 
approved default logic that does not include the described "smart" 
logic. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

5. Members Assigned a PMP As of the last day of the reporting period, the total number of 
members assigned a PMP during the reporting period. This number 
will not be an exact total of the assignment method counts. A 
member may have multiple types of assignments occur during the 
reporting period. 

X 

Line item validation not 
attempted by EQRO 

6. Total Members Assigned a 
PMP 

As of the last day of the reporting period, the total number of all 
members assigned a PMP regardless of when a PMP assignment 
was made. 

X 
Line item validation not 
attempted by EQRO 

7. Total Members with Open 
Network status 

The total number of members that have open network status either 
due to PMP assignment logic has not been applied, or due to lack of 
PMP availability within the required access targets. X 

Line item validation not 
attempted by EQRO 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-PMP1 - PMP Assignment Report 
Anthem: Hoosier Healthwise 

Experience Period >> 

Item No. Data Description Count 
Percent of 

Total 
Count  Difference 

Percent 
Difference 

Percent of 
Total 

Difference 

1 Newly Assigned Plan Members 36,062 65,279 29,217 81.0% 

2 
Members who Self Selected a 
PMP 23,611 38.6% 2,747 -20,864 -88.4% 4.2% -34.4% 

3 
Members Auto-Assigned with 
"smart" Logic 26,516 43.4% 44,745 18,229 68.7% 68.5% 25.2% 

4 
Members Auto-Assigned with 
"default" Logic 11,014 18.0% 17,787 6,773 61.5% 27.3% 9.2% 

5 
Members Assigned a PMP 

61,141 

6 
Total Members Assigned a PMP 

246,255 

7 
Total Members Assigned Open 
Network Status 1,309 

Section Not Validated 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR 

Calendar Year 2013  Verified Calendar Year 2013 

Part 1 Part 2 Part 3 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: Anthem Healthy Indiana Plan 
Performance Measure: QR-PMP1 PMP Assignment Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

Validation of the QR-PMP1 
report was deemed not possible 
after large variances were 
discovered between the 
EQRO's calculations and the 
what the MCEs reported to the 
state. It was determined that 
the variance was due to 
different interpretations of the 
report specification as provided 
by the state to the MCEs. 
Ambiguous statements in the 
report specification were 
determined to the be the cause 
of the multiple interpretations 
of the report specification. 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

Anthem Healthy Indiana Plan 
QR-PMP1 PMP Assignment Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Newly Assigned Plan 
Members 

As of the last day of the reporting period, the total number of 
members received on the enrollment roster during the reporting 
period. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

2. Members who Self Selected 
a PMP 

As of the last day of the reporting period, the total number of 
members who self selected a PMP during the reporting period. 

X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

3. Members Auto-Assigned Indicate the number of members who were auto-assigned using Report validation was deemed 
with "smart" Logic system logic that includes the following: 

-Member's PMP assignment within the last 12 months 
-Family member's current PMP 
-Family member's previous PMP 
-PMP in previous group 
-PMP in family member's current group or previous group 

X 

not possible due to ambiguious 
report specifications. 

4. Members Auto-Assigned 
with "default" Logic 

The number of members who were auto-assigned using an 
approved default logic that does not include the described "smart" 
logic. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

5. Members Assigned a PMP As of the last day of the reporting period, the total number of 
members assigned a PMP during the reporting period. This number 
will not be an exact total of the assignment method counts. A 
member may have multiple types of assignments occur during the 
reporting period. 

X 

Line item validation not 
attempted by EQRO 

6. Total Members Assigned a 
PMP 

As of the last day of the reporting period, the total number of all 
members assigned a PMP regardless of when a PMP assignment 
was made. 

X 
Line item validation not 
attempted by EQRO 

7. Total Members with Open 
Network status 

The total number of members that have open network status either 
due to PMP assignment logic has not been applied, or due to lack of 
PMP availability within the required access targets. X 

Line item validation not 
attempted by EQRO 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 

Burns & Associates, Inc. 9 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-PMP1 - PMP Assignment Report 
Anthem: Healthy Indiana Plan 

Experience Period >> 

Item No. Data Description Count 
Percent of 

Total 
Count Difference 

Percent 
Difference 

Percent of 
Total 

Difference 

1 Newly Assigned Plan Members 1,085 5,704 4,619 425.7% 

2 
Members who Self Selected a 
PMP 574 12.9% 986 412 71.8% 17.4% 4.4% 

3 
Members Auto-Assigned with 
"smart" Logic 3,285 73.9% 1,339 -1,946 -59.2% 23.5% -50.5% 

4 
Members Auto-Assigned with 
"default" Logic 584 13.1% 3,379 2,795 478.6% 59.2% 46.0% 

5 
Members Assigned a PMP 

4,443 

6 
Total Members Assigned a PMP 

21,880 

7 
Total Members Assigned Open 
Network Status 113 

Part 1 Part 2 Part 3 

Section Not Validated 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR 

Calendar Year 2013  Verified Calendar Year 2013 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: Anthem Hoosier Healthwise 
Performance Measure: QR-HS1 New Member Health Screening Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

EQRO was unable to validate 
report item 6 (number of 
members screened) with data 
provided from MCE. 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

MCE staff noted they identified 
a process gap in the number of 
times the MCE contacted 
members before defining them 
as unreachable (Item 4 of report 
specification). 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

The process gap noted above 
cause items 4, 5, and 6 to be 
reported incorrectly to the state. 

Burns & Associates, Inc. 11 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

Anthem Hoosier Healthwise 
QR-HS1 New Member Health Screening Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. New Member Totals The number of new members enrolled with the MCE during the 
reporting period that require a screening to be completed. 

X 

2. Terminated Members The number of new members enrolled with the MCE durin gthe 
reporting period that have since terminated within their first 90 
days of enrollment. 

X 

Slight variation can be 
attributed to retro eligibility 
available at the time data was 
pulled for the EQRO that was 
not available at the time of 
reporting to the state. 

3. New Members Net of 
Terminated 

Calculation of total members identified in Item #1 minus total 
members identified in Item #2. X 

Field is auto-calculated by 
template provide by OMPP to 
the MCEs. 

4. Unreachable Members The number of new members enrolled with the MCE during the 
reporting period that are determined to be unreachable. 
"Unreachable" is defined as a minimum of three outreach calls 
using the information provided to the MCE by OMPP but for 
which there is no response from the member. 

X 

MCE staff noted they identified 
a process gap in the number of 
times the MCE contacted 
members before defining them 
as unreachable (Item 4 of report 
specification). 

5. New Members Net of 
Terminated and Unreachable 

Calculation of total members identified in Item #3 minus total 
members identified in Item #4. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

6. Total Screened Indicate the number of new members identified in Item #1 that 
were screened within their first 90 days of enrollment. 

X 

EQRO was unable to validate 
figure reported to the state with 
data provided by the MCE. 
EQRO calculated 2013 Q3 
11.4% less than MCE reported 
to the state. EQRO calculated 
2013 Q4 42.4% less than MCE 
reported to the state. 

7. Percent Screened (all 
except Terminated) 

Calculation of the percentage of newly enrolled MCE members, net 
of terminated members that have had a health screening assessment 
completed within 90 days. Calculation is number in Item #6 
divided by number in Item #3. 

X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

8. Percent Screened Calculation of the percentage of newly enrolled MCE members, net Field is auto-calculated by 
(excluding Terminated and of terminated and unreachable members that have had a health template provide by state to the 
Unreachable) screening assessment completed within 90 days. Calculation is 

number in Item #6 divided by number in Item #5. 
X MCEs. 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 

Burns & Associates, Inc. 12 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-HS1 - New Member Health Screening Report 
Anthem: Hoosier Healthwise 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of New Members Enrolled 
During the Reporting Period 18,659 19,609 18,659 0 0.00% 19,609 0 0.00% 

2 
Number of Members in Item #1 that 
Terminated Within their First 90 Days 
of Enrollment 

3,410 3,726 3,259 -151 -4.43% 3,696 -30 -0.81% 

3 
New Members Net of Terminated 

15,249 15,883 15,400 151 0.99% 15,913 30 0.19% 

4 
Number of Members in Item #1 that 
have been Classified as Unreachable 4,924 366 7,738 2,814 57.15% 7,850 7,484 2044.81% 

5 
New Members Net of Terminated and 
Unreachable 10,325 15,517 7,662 -2,663 -25.79% 8,063 -7,454 -48.04% 

6 
Number of Members in Item #1 that 
were Screened Within their First 90 
Days of Enrollment 

2,050 3,985 1,817 -233 -11.37% 2,294 -1,691 -42.43% 

7 
Performance Measure #1: Pct Screened 
Within 90 Days (all except Terminated) 13% 25% 12% -2% -12.2% 14% -11% -42.5% 

8 
Performance Measure #2: Pct Screened 
Within 90 Days (excluding Terminated 
and Unreachable) 

20% 26% 24% 4% 19.4% 28% 3% 10.8% 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 

Burns & Associates, Inc. 13 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: Anthem Healthy Indiana Plan 
Performance Measure: QR-HS1 New Member Health Screening Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

EQRO was unable to validate 
report item 6 (number of 
members screened) with data 
provided from MCE. 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

MCE staff noted they identified 
a process gap in the number of 
times the MCE contacted 
members before defining them 
as unreachable (Item 4 of report 
specification). 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

The process gap noted above 
cause items 4, 5, and 6 to be 
reported incorrectly to the state. 

Burns & Associates, Inc. 14 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

Anthem Healthy Indiana Plan 
QR-HS1 New Member Health Screening Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. New Member Totals The number of new members enrolled with the MCE during the 
reporting period that require a screening to be completed. 

X 

2. Terminated Members The number of new members enrolled with the MCE durin gthe 
reporting period that have since terminated within their first 90 
days of enrollment. 

X 

Slight variation can be 
attributed to retro eligibility 
available at the time data was 
pulled for the EQRO that was 
not available at the time of 
reporting to the state. 

3. New Members Net of 
Terminated 

Calculation of total members identified in Item #1 minus total 
members identified in Item #2. X 

Field is auto-calculated by 
template provide by OMPP to 
the MCEs. 

4. Unreachable Members The number of new members enrolled with the MCE during the 
reporting period that are determined to be unreachable. 
"Unreachable" is defined as a minimum of three outreach calls 
using the information provided to the MCE by OMPP but for 
which there is no response from the member. 

X 

MCE staff noted they identified 
a process gap in the number of 
times the MCE contacted 
members before defining them 
as unreachable (Item 4 of report 
specification). 

5. New Members Net of 
Terminated and Unreachable 

Calculation of total members identified in Item #3 minus total 
members identified in Item #4. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

6. Total Screened Indicate the number of new members identified in Item #1 that 
were screened within their first 90 days of enrollment. 

X 

EQRO was unable to validate 
figure reported to the state with 
data provided by the MCE. 
EQRO calculated 2013 Q3 
36.5% less than MCE reported 
to the state. EQRO calculated 
2013 Q4 62.7% less than MCE 
reported to the state. 

7. Percent Screened (all 
except Terminated) 

Calculation of the percentage of newly enrolled MCE members, net 
of terminated members that have had a health screening assessment 
completed within 90 days. Calculation is number in Item #6 
divided by number in Item #3. 

X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

8. Percent Screened Calculation of the percentage of newly enrolled MCE members, net Field is auto-calculated by 
(excluding Terminated and of terminated and unreachable members that have had a health template provide by state to the 
Unreachable) screening assessment completed within 90 days. Calculation is 

number in Item #6 divided by number in Item #5. 
X MCEs. 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 

Burns & Associates, Inc. 15 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-HS1 - New Member Health Screening Report 
Anthem: Healthy Indiana Plan 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of New Members Enrolled 
During the Reporting Period 1,679 1,271 1,679 0 0.00% 1,271 0 0.00% 

2 
Number of Members in Item #1 that 
Terminated Within their First 90 Days 
of Enrollment 

22 19 18 -4 -18.18% 19 0 0.00% 

3 
New Members Net of Terminated 

1,657 1,252 1,661 4 0.24% 1,252 0 0.00% 

4 
Number of Members in Item #1 that 
have been Classified as Unreachable 1 2 619 618 61800.00% 593 591 29550.00% 

5 
New Members Net of Terminated and 
Unreachable 1,656 1,250 1,042 -614 -37.08% 659 -591 -47.28% 

6 
Number of Members in Item #1 that 
were Screened Within their First 90 
Days of Enrollment 

211 324 134 -77 -36.49% 121 -203 -62.65% 

7 
Performance Measure #1: Pct Screened 
Within 90 Days (all except Terminated) 13% 26% 8% -5% -36.6% 10% -16% -62.7% 

8 
Performance Measure #2: Pct Screened 
Within 90 Days (excluding Terminated 
and Unreachable) 

13% 26% 13% 0% 0.9% 18% -8% -29.2% 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 

Burns & Associates, Inc. 16 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MHS Hoosier Healthwise 
QR-P1 Provider Helpline Performance 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

MCE Name: MHS Hoosier Healthwise 
Performance Measure: QR-P1 Provider Helpline Performance 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A Comments 

1. Number of Provider Calls 
Received 

Total number of provider calls received by the MCE into the 
Provider Helpline ACD call queue during open hours of 
operations. 

X 

2. Number of Provider Calls 
Answered 

The number of provider calls answered on the Provider Helpline 
ACD call queue in the reporting quarter. 

X 

3. Number of Provider Calls 
Answered Live Within 30 
Seconds 

The number of provider calls answered within 30 seconds by a live 
voice on the Provider Helpline in the reporting quarter. X 

4. Percent of Calls Answered 
Live Within 30 Seconds 

Number of provider calls answered live within 30 seconds divided 
by number of provider calls received. X 

5. Number of Abandoned 
Calls 

Number of calls received into the Provider Helpline during open 
hours of operations that were abandoned (disconnected) by the 
caller or the system before being answered. 

X 

6. Percent of Abandoned Calls Number of abandoned calls divided by number of provider calls 
received. 

X 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 

Burns & Associates, Inc. 17 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-P1 - Provider Helpline Performance 
MHS: Hoosier Healthwise 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of Provider Calls 
Received 

11,690 11,031 11,689 -1 0.0% 11,003 -28 -0.3% 

2 
Number of Provider Calls 
Answered 

11,658 10,999 11,657 -1 0.0% 10,971 -28 -0.3% 

3 
Number of Provider Calls 
Answered Live Within 30 
Seconds 

11,098 10,444 11,101 3 0.0% 10,444 0 0.0% 

4 
Performance Measure #1: Pct in 
30 Seconds 

94.9% 94.7% 94.9% 0.0% 0.0% 95.1% 0.4% 0.4% 

5 Number of Abandoned Calls 32 32 32 0 0.0% 32 0 0.0% 

6 
Performance Measure #2: Pct 
Abandoned 

0.3% 0.3% 0.3% 0.0% 0.0% 0.3% 0.0% 0.0% 

As reported by MCE to 
the OMPP 

As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 

Burns & Associates, Inc. 18 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MHS Healthy Indiana Plan 
QR-P1 Provider Helpline Performance 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

MCE Name: MHS Healthy Indiana Plan 
Performance Measure: QR-P1 Provider Helpline Performance 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A Comments 

1. Number of Provider Calls 
Received 

Total number of provider calls received by the MCE into the 
Provider Helpline ACD call queue during open hours of 
operations. 

X 

2. Number of Provider Calls 
Answered 

The number of provider calls answered on the Provider Helpline 
ACD call queue in the reporting quarter. 

X 

3. Number of Provider Calls 
Answered Live Within 30 
Seconds 

The number of provider calls answered within 30 seconds by a live 
voice on the Provider Helpline in the reporting quarter. X 

4. Percent of Calls Answered 
Live Within 30 Seconds 

Number of provider calls answered live within 30 seconds divided 
by number of provider calls received. X 

5. Number of Abandoned 
Calls 

Number of calls received into the Provider Helpline during open 
hours of operations that were abandoned (disconnected) by the 
caller or the system before being answered. 

X 

6. Percent of Abandoned Calls Number of abandoned calls divided by number of provider calls 
received. 

X 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 

Burns & Associates, Inc. 19 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-P1 - Provider Helpline Performance 
MHS: Healthy Indiana Plan 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of Provider Calls 
Received 

546 1,295 546 0 0.0% 1,294 -1 -0.1% 

2 
Number of Provider Calls 
Answered 

545 1,293 545 0 0.0% 1,292 -1 -0.1% 

3 
Number of Provider Calls 
Answered Live Within 30 
Seconds 

526 1,237 526 0 0.0% 1,237 0 0.0% 

4 
Performance Measure #1: Pct in 
30 Seconds 

96.3% 95.5% 96.3% 0.0% 0.0% 95.8% 0.3% 0.0% 

5 Number of Abandoned Calls 1 2 1 0 0.0% 2 0 0.0% 

6 
Performance Measure #2: Pct 
Abandoned 

0.2% 0.2% 0.2% 0.0% 0.0% 0.2% 0.0% 0.0% 

As reported by MCE to 
the OMPP 

As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: MHS Hoosier Healthwise 
Performance Measure: QR-PMP1 PMP Assignment Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

Validation of the QR-PMP1 
report was deemed not possible 
after large variances were 
discovered between the 
EQRO's calculations and the 
what the MCEs reported to the 
state. It was determined that 
the variance was due to 
different interpretations of the 
report specification as provided 
by the state to the MCEs. 
Ambiguous statements in the 
report specification were 
determined to the be the cause 
of the multiple interpretations 
of the report specification. 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MHS Hoosier Healthwise 
QR-PMP1 PMP Assignment Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Newly Assigned Plan 
Members 

As of the last day of the reporting period, the total number of 
members received on the enrollment roster during the reporting 
period. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

2. Members who Self Selected 
a PMP 

As of the last day of the reporting period, the total number of 
members who self selected a PMP during the reporting period. 

X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

3. Members Auto-Assigned Indicate the number of members who were auto-assigned using Report validation was deemed 
with "smart" Logic system logic that includes the following: 

-Member's PMP assignment within the last 12 months 
-Family member's current PMP 
-Family member's previous PMP 
-PMP in previous group 
-PMP in family member's current group or previous group 

X 

not possible due to ambiguious 
report specifications. 

4. Members Auto-Assigned 
with "default" Logic 

The number of members who were auto-assigned using an 
approved default logic that does not include the described "smart" 
logic. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

5. Members Assigned a PMP As of the last day of the reporting period, the total number of 
members assigned a PMP during the reporting period. This number 
will not be an exact total of the assignment method counts. A 
member may have multiple types of assignments occur during the 
reporting period. 

X 

Line item validation not 
attempted by EQRO 

6. Total Members Assigned a 
PMP 

As of the last day of the reporting period, the total number of all 
members assigned a PMP regardless of when a PMP assignment 
was made. 

X 
Line item validation not 
attempted by EQRO 

7. Total Members with Open 
Network status 

The total number of members that have open network status either 
due to PMP assignment logic has not been applied, or due to lack of 
PMP availability within the required access targets. X 

Line item validation not 
attempted by EQRO 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-PMP1 - PMP Assignment Report 
MHS: Hoosier Healthwise 

Experience Period >> 

Item No. Data Description Count 
Percent of 

Total 
Count Difference 

Percent 
Difference 

Percent of 
Total 

Difference 

1 Newly Assigned Plan Members 63,163 48,878 -14,285 -22.6% 

2 
Members who Self Selected a 
PMP 11,700 18.5% 7,791 -3,909 -33.4% 15.9% -2.6% 

3 
Members Auto-Assigned with 
"smart" Logic 27,064 42.8% 23,185 -3,879 -14.3% 47.5% 4.7% 

4 
Members Auto-Assigned with 
"default" Logic 22,325 35.3% 17,902 -4,423 -19.8% 36.6% 1.2% 

5 
Members Assigned a PMP 

61,089 

6 
Total Members Assigned a PMP 

184,989 

7 
Total Members Assigned Open 
Network Status 1,315 

Part 1 Part 2 Part 3 

Section Not Validated 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR 

Calendar Year 2013  Verified Calendar Year 2013 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: MHS Healthy Indiana Plan 
Performance Measure: QR-PMP1 PMP Assignment Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

Validation of the QR-PMP1 
report was deemed not possible 
after large variances were 
discovered between the 
EQRO's calculations and the 
what the MCEs reported to the 
state. It was determined that 
the variance was due to 
different interpretations of the 
report specification as provided 
by the state to the MCEs. 
Ambiguous statements in the 
report specification were 
determined to the be the cause 
of the multiple interpretations 
of the report specification. 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MHS Healthy Indiana Plan 
QR-PMP1 PMP Assignment Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Newly Assigned Plan 
Members 

As of the last day of the reporting period, the total number of 
members received on the enrollment roster during the reporting 
period. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

2. Members who Self Selected 
a PMP 

As of the last day of the reporting period, the total number of 
members who self selected a PMP during the reporting period. 

X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

3. Members Auto-Assigned Indicate the number of members who were auto-assigned using Report validation was deemed 
with "smart" Logic system logic that includes the following: 

-Member's PMP assignment within the last 12 months 
-Family member's current PMP 
-Family member's previous PMP 
-PMP in previous group 
-PMP in family member's current group or previous group 

X 

not possible due to ambiguious 
report specifications. 

4. Members Auto-Assigned 
with "default" Logic 

The number of members who were auto-assigned using an 
approved default logic that does not include the described "smart" 
logic. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

5. Members Assigned a PMP As of the last day of the reporting period, the total number of 
members assigned a PMP during the reporting period. This number 
will not be an exact total of the assignment method counts. A 
member may have multiple types of assignments occur during the 
reporting period. 

X 

Line item validation not 
attempted by EQRO 

6. Total Members Assigned a 
PMP 

As of the last day of the reporting period, the total number of all 
members assigned a PMP regardless of when a PMP assignment 
was made. 

X 
Line item validation not 
attempted by EQRO 

7. Total Members with Open 
Network status 

The total number of members that have open network status either 
due to PMP assignment logic has not been applied, or due to lack of 
PMP availability within the required access targets. X 

Line item validation not 
attempted by EQRO 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 
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QR-PMP1 - PMP Assignment Report 
MHS: Healthy Indiana Plan 

Experience Period >> 

Item No. Data Description Count 
Percent of 

Total 
Count  Difference 

Percent 
Difference 

Percent of 
Total 

Difference 

1 Newly Assigned Plan Members 2,172 1,609 -563 -25.9% 

2 
Members who Self Selected a 
PMP 657 30.2% 486 -171 -26.0% 30.2% 0.0% 

3 
Members Auto-Assigned with 
"smart" Logic 489 22.5% 183 -306 -62.6% 11.4% -11.1% 

4 
Members Auto-Assigned with 
"default" Logic 1,024 47.1% 940 -84 -8.2% 58.4% 11.3% 

5 
Members Assigned a PMP 

2,170 

6 
Total Members Assigned a PMP 

3,773 

7 
Total Members Assigned Open 
Network Status 0 

Part 1 Part 2 Part 3 

Section Not Validated 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR 

Calendar Year 2013  Verified Calendar Year 2013 
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MCE Name: MHS Hoosier Healthwise 
Performance Measure: QR-HS1 New Member Health Screening Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 
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MCE Name: 
Performance Measure: 

MHS Hoosier Healthwise 
QR-HS1 New Member Health Screening Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. New Member Totals The number of new members enrolled with the MCE during the 
reporting period that require a screening to be completed. 

X 

2. Terminated Members The number of new members enrolled with the MCE durin gthe 
reporting period that have since terminated within their first 90 
days of enrollment. 

X 

Slight variation can be 
attributed to retro eligibility 
available at the time data was 
pulled for the EQRO that was 
not available at the time of 
reporting to the state as well as 
NOPs that were deemed 
appropriate at time of orignal 
reporting. 

3. New Members Net of 
Terminated 

Calculation of total members identified in Item #1 minus total 
members identified in Item #2. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

4. Unreachable Members The number of new members enrolled with the MCE during the 
reporting period that are determined to be unreachable. 
"Unreachable" is defined as a minimum of three outreach calls 
using the information provided to the MCE by OMPP but for 
which there is no response from the member. 

X 

5. New Members Net of 
Terminated and Unreachable 

Calculation of total members identified in Item #3 minus total 
members identified in Item #4. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

6. Total Screened Indicate the number of new members identified in Item #1 that 
were screened within their first 90 days of enrollment. 

X 

7. Percent Screened (all 
except Terminated) 

Calculation of the percentage of newly enrolled MCE members, net 
of terminated members that have had a health screening assessment 
completed within 90 days. Calculation is number in Item #6 
divided by number in Item #3. 

X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

8. Percent Screened Calculation of the percentage of newly enrolled MCE members, net Field is auto-calculated by 
(excluding Terminated and of terminated and unreachable members that have had a health template provide by state to the 
Unreachable) screening assessment completed within 90 days. Calculation is 

number in Item #6 divided by number in Item #5. 
X MCEs. 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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QR-HS1 - New Member Health Screening Report 
MHS: Hoosier Healthwise 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of New Members Enrolled 
During the Reporting Period 12,178 12,213 12,177 -1 -0.01% 12,191 -22 -0.18% 

2 
Number of Members in Item #1 that 
Terminated Within their First 90 Days 
of Enrollment 

1,668 1,566 1,550 -118 -7.07% 1,599 33 2.11% 

3 
New Members Net of Terminated 

10,510 10,647 10,627 117 1.11% 10,592 -55 -0.52% 

4 
Number of Members in Item #1 that 
have been Classified as Unreachable 4,161 4,628 4,134 -27 -0.65% 4,616 -12 -0.26% 

5 
New Members Net of Terminated and 
Unreachable 6,349 6,019 6,493 144 2.27% 5,976 -43 -0.71% 

6 
Number of Members in Item #1 that 
were Screened Within their First 90 
Days of Enrollment 

2,823 2,429 2,832 9 0.32% 2,436 7 0.29% 

7 
Performance Measure #1: Pct Screened 
Within 90 Days (all except Terminated) 27% 23% 27% 0% -0.6% 23% 0% 0.8% 

8 
Performance Measure #2: Pct Screened 
Within 90 Days (excluding Terminated 
and Unreachable) 

44% 40% 44% -1% -1.9% 41% 1% 1.6% 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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MCE Name: MHS Healthy Indiana Plan 
Performance Measure: QR-HS1 New Member Health Screening Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 
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MCE Name: 
Performance Measure: 

MHS Healthy Indiana Plan 
QR-HS1 New Member Health Screening Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. New Member Totals The number of new members enrolled with the MCE during the 
reporting period that require a screening to be completed. 

X 

2. Terminated Members The number of new members enrolled with the MCE durin gthe 
reporting period that have since terminated within their first 90 
days of enrollment. 

X 

Slight variation can be 
attributed to retro eligibility 
available at the time data was 
pulled for the EQRO that was 
not available at the time of 
reporting to the state as well as 
NOPs that were deemed 
appropriate at time of orignal 
reporting. 

3. New Members Net of 
Terminated 

Calculation of total members identified in Item #1 minus total 
members identified in Item #2. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

4. Unreachable Members The number of new members enrolled with the MCE during the 
reporting period that are determined to be unreachable. 
"Unreachable" is defined as a minimum of three outreach calls 
using the information provided to the MCE by OMPP but for 
which there is no response from the member. 

X 

5. New Members Net of 
Terminated and Unreachable 

Calculation of total members identified in Item #3 minus total 
members identified in Item #4. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

6. Total Screened Indicate the number of new members identified in Item #1 that 
were screened within their first 90 days of enrollment. 

X 

7. Percent Screened (all 
except Terminated) 

Calculation of the percentage of newly enrolled MCE members, net 
of terminated members that have had a health screening assessment 
completed within 90 days. Calculation is number in Item #6 
divided by number in Item #3. 

X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

8. Percent Screened Calculation of the percentage of newly enrolled MCE members, net Field is auto-calculated by 
(excluding Terminated and of terminated and unreachable members that have had a health template provide by state to the 
Unreachable) screening assessment completed within 90 days. Calculation is 

number in Item #6 divided by number in Item #5. 
X MCEs. 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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QR-HS1 - New Member Health Screening Report 
MHS: Healthy Indiana Plan 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of New Members Enrolled 
During the Reporting Period 500 410 501 1 0.20% 409 -1 -0.24% 

2 
Number of Members in Item #1 that 
Terminated Within their First 90 Days 
of Enrollment 

9 8 8 -1 -11.11% 10 2 25.00% 

3 
New Members Net of Terminated 

491 402 493 2 0.41% 399 -3 -0.75% 

4 
Number of Members in Item #1 that 
have been Classified as Unreachable 215 186 212 -3 -1.40% 185 -1 -0.54% 

5 
New Members Net of Terminated and 
Unreachable 276 216 281 5 1.81% 214 -2 -0.93% 

6 
Number of Members in Item #1 that 
were Screened Within their First 90 
Days of Enrollment 

184 128 152 -32 -17.39% 127 -1 -0.78% 

7 
Performance Measure #1: Pct Screened 
Within 90 Days (all except Terminated) 37% 32% 37% 0% -0.5% 32% 0% 0.0% 

8 
Performance Measure #2: Pct Screened 
Within 90 Days (excluding Terminated 
and Unreachable) 

67% 59% 66% -1% -1.7% 59% 0% 0.2% 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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MCE Name: 
Performance Measure: 

MDwise Hoosier Healthwise 
QR-P1 Provider Helpline Performance 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

MCE Name: MDwise Hoosier Healthwise 
Performance Measure: QR-P1 Provider Helpline Performance 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Number of Provider Calls 
Received 

Total number of provider calls received by the MCE into the 
Provider Helpline ACD call queue during open hours of 
operations. 

X 

2. Number of Provider Calls 
Answered 

The number of provider calls answered on the Provider Helpline 
ACD call queue in the reporting quarter. 

X 

3. Number of Provider Calls 
Answered Live Within 30 
Seconds 

The number of provider calls answered within 30 seconds by a live 
voice on the Provider Helpline in the reporting quarter. X 

4. Percent of Calls Answered 
Live Within 30 Seconds 

Number of provider calls answered live within 30 seconds divided 
by number of provider calls received. X 

5. Number of Abandoned 
Calls 

Number of calls received into the Provider Helpline during open 
hours of operations that were abandoned (disconnected) by the 
caller or the system before being answered. 

X 

6. Percent of Abandoned Calls Number of abandoned calls divided by number of provider calls 
received. 

X 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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QR-P1 - Provider Helpline Performance 
MDwise: Hoosier Healthwise 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of Provider Calls 
Received 

43,629 39,954 43,624 -5 0.0% 39,952 -2 0.0% 

2 
Number of Provider Calls 
Answered 

43,173 39,529 43,170 -3 0.0% 39,544 15 0.0% 

3 
Number of Provider Calls 
Answered Live Within 30 
Seconds 

40,171 37,473 40,475 304 0.8% 37,589 116 0.3% 

4 
Performance Measure #1: Pct in 
30 Seconds 

92.1% 93.8% 92.5% 0.4% 0.4% 92.1% -1.7% -1.8% 

5 Number of Abandoned Calls 456 425 454 -2 -0.4% 408 -17 -4.0% 

6 
Performance Measure #2: Pct 
Abandoned 

1.0% 1.1% 0.7% -0.3% -30.0% 0.7% -0.3% -27.3% 

As reported by MCE to 
the OMPP 

As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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MCE Name: 
Performance Measure: 

MDwise Healthy Indiana Plan 
QR-P1 Provider Helpline Performance 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

MCE Name: MDwise Healthy Indiana Plan 
Performance Measure: QR-P1 Provider Helpline Performance 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Number of Provider Calls 
Received 

Total number of provider calls received by the MCE into the 
Provider Helpline ACD call queue during open hours of 
operations. 

X 

2. Number of Provider Calls 
Answered 

The number of provider calls answered on the Provider Helpline 
ACD call queue in the reporting quarter. 

X 

3. Number of Provider Calls 
Answered Live Within 30 
Seconds 

The number of provider calls answered within 30 seconds by a live 
voice on the Provider Helpline in the reporting quarter. X 

4. Percent of Calls Answered 
Live Within 30 Seconds 

Number of provider calls answered live within 30 seconds divided 
by number of provider calls received. X 

5. Number of Abandoned 
Calls 

Number of calls received into the Provider Helpline during open 
hours of operations that were abandoned (disconnected) by the 
caller or the system before being answered. 

X 

6. Percent of Abandoned Calls Number of abandoned calls divided by number of provider calls 
received. 

X 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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QR-P1 - Provider Helpline Performance 
MDwise: Healthy Indiana Plan 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of Provider Calls 
Received 

5,505 5,058 5,504 -1 0.0% 5,056 -2 0.0% 

2 
Number of Provider Calls 
Answered 

5,464 5,031 5,467 3 0.1% 5,032 1 0.0% 

3 
Number of Provider Calls 
Answered Live Within 30 
Seconds 

5,082 4,675 5,146 64 1.3% 4,727 52 1.1% 

4 
Performance Measure #1: Pct in 
30 Seconds 

92.3% 92.4% 93.3% 1.0% 1.1% 93.4% 0.9% 1.0% 

5 Number of Abandoned Calls 41 27 39 -2 -4.9% 24 -3 -11.1% 

6 
Performance Measure #2: Pct 
Abandoned 

0.7% 0.5% 0.7% 0.0% 0.0% 0.5% 0.0% 0.0% 

As reported by MCE to 
the OMPP 

As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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MCE Name: MDwise Hoosier Healthwise 
Performance Measure: QR-PMP1 PMP Assignment Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

Validation of the QR-PMP1 
report was deemed not possible 
after large variances were 
discovered between the 
EQRO's calculations and the 
what the MCEs reported to the 
state. It was determined that 
the variance was due to 
different interpretations of the 
report specification as provided 
by the state to the MCEs. 
Ambiguous statements in the 
report specification were 
determined to the be the cause 
of the multiple interpretations 
of the report specification. 
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MCE Name: 
Performance Measure: 

MDwise Hoosier Healthwise 
QR-PMP1 PMP Assignment Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Newly Assigned Plan 
Members 

As of the last day of the reporting period, the total number of 
members received on the enrollment roster during the reporting 
period. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

2. Members who Self Selected 
a PMP 

As of the last day of the reporting period, the total number of 
members who self selected a PMP during the reporting period. 

X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

3. Members Auto-Assigned Indicate the number of members who were auto-assigned using Report validation was deemed 
with "smart" Logic system logic that includes the following: 

-Member's PMP assignment within the last 12 months 
-Family member's current PMP 
-Family member's previous PMP 
-PMP in previous group 
-PMP in family member's current group or previous group 

X 

not possible due to ambiguious 
report specifications. 

4. Members Auto-Assigned 
with "default" Logic 

The number of members who were auto-assigned using an 
approved default logic that does not include the described "smart" 
logic. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

5. Members Assigned a PMP As of the last day of the reporting period, the total number of 
members assigned a PMP during the reporting period. This number 
will not be an exact total of the assignment method counts. A 
member may have multiple types of assignments occur during the 
reporting period. 

X 

Line item validation not 
attempted by EQRO 

6. Total Members Assigned a 
PMP 

As of the last day of the reporting period, the total number of all 
members assigned a PMP regardless of when a PMP assignment 
was made. 

X 
Line item validation not 
attempted by EQRO 

7. Total Members with Open 
Network status 

The total number of members that have open network status either 
due to PMP assignment logic has not been applied, or due to lack of 
PMP availability within the required access targets. X 

Line item validation not 
attempted by EQRO 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 
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QR-PMP1 - PMP Assignment Report 
MDwise: Hoosier Healthwise 

Experience Period >> 

Item No. Data Description Count 
Percent of 

Total 
CY 2013 

Count 
Difference 

Percent 
Difference 

Percent of 
Total 

Difference 

1 Newly Assigned Plan Members 133,130 145,247 12,117 9.1% 

2 
Members who Self Selected a 
PMP 66,002 28.9% 12,680 -53,322 -80.8% 8.7% -20.2% 

3 
Members Auto-Assigned with 
"smart" Logic 98,148 43.0% 80,594 -17,554 -17.9% 55.5% 12.5% 

4 
Members Auto-Assigned with 
"default" Logic 64,301 28.2% 51,973 -12,328 -19.2% 35.8% 7.6% 

5 
Members Assigned a PMP 

228,451 

6 
Total Members Assigned a PMP 

274,569 

7 
Total Members Assigned Open 
Network Status 11 

Part 1 Part 2 Part 3 

Section Not Validated 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR 

Calendar Year 2013  Verified Calendar Year 2013 
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Appendix B: Validating Performance Measures 

MCE Name: MDwise Healthy Indiana Plan 
Performance Measure: QR-PMP1 PMP Assignment Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. 

X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 

Validation of the QR-PMP1 
report was deemed not possible 
after large variances were 
discovered between the 
EQRO's calculations and the 
what the MCEs reported to the 
state. It was determined that 
the variance was due to 
different interpretations of the 
report specification as provided 
by the state to the MCEs. 
Ambiguous statements in the 
report specification were 
determined to the be the cause 
of the multiple interpretations 
of the report specification. 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MDwise Healthy Indiana Plan 
QR-PMP1 PMP Assignment Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. Newly Assigned Plan 
Members 

As of the last day of the reporting period, the total number of 
members received on the enrollment roster during the reporting 
period. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

2. Members who Self Selected 
a PMP 

As of the last day of the reporting period, the total number of 
members who self selected a PMP during the reporting period. 

X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

3. Members Auto-Assigned Indicate the number of members who were auto-assigned using Report validation was deemed 
with "smart" Logic system logic that includes the following: 

-Member's PMP assignment within the last 12 months 
-Family member's current PMP 
-Family member's previous PMP 
-PMP in previous group 
-PMP in family member's current group or previous group 

X 

not possible due to ambiguious 
report specifications. 

4. Members Auto-Assigned 
with "default" Logic 

The number of members who were auto-assigned using an 
approved default logic that does not include the described "smart" 
logic. X 

Report validation was deemed 
not possible due to ambiguious 
report specifications. 

5. Members Assigned a PMP As of the last day of the reporting period, the total number of 
members assigned a PMP during the reporting period. This number 
will not be an exact total of the assignment method counts. A 
member may have multiple types of assignments occur during the 
reporting period. 

X 

Line item validation not 
attempted by EQRO 

6. Total Members Assigned a 
PMP 

As of the last day of the reporting period, the total number of all 
members assigned a PMP regardless of when a PMP assignment 
was made. 

X 
Line item validation not 
attempted by EQRO 

7. Total Members with Open 
Network status 

The total number of members that have open network status either 
due to PMP assignment logic has not been applied, or due to lack of 
PMP availability within the required access targets. X 

Line item validation not 
attempted by EQRO 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: NV 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-PMP1 - PMP Assignment Report 
MDwise: Healthy Indiana Plan 

Experience Period >> 

Item No. Data Description Count 
Percent of 

Total 
CY 2013 

Count 
Difference 

Percent 
Difference 

Percent of 
Total 

Difference 

1 Newly Assigned Plan Members 2,485 2,528 43 1.7% 

2 
Members who Self Selected a 
PMP 2,437 52.3% 77 -2,360 -96.8% 3.1% -49.2% 

3 
Members Auto-Assigned with 
"smart" Logic 324 7.0% 0 -324 -100.0% 0.0% -7.0% 

4 
Members Auto-Assigned with 
"default" Logic 1,901 40.8% 2,451 550 28.9% 97.0% 56.2% 

5 
Members Assigned a PMP 

4,662 

6 
Total Members Assigned a PMP 

8,622 

7 
Total Members Assigned Open 
Network Status 0 

Section Not Validated 

Part 1 Part 2 Part 3 
As reported by MCE to 

the OMPP As calculated by B&A with files submitted for EQR 
Calendar Year 2013  Verified Calendar Year 2013 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: MDwise Hoosier Healthwise 
Performance Measure: QR-HS1 New Member Health Screening Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MDwise Hoosier Healthwise 
QR-HS1 New Member Health Screening Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. New Member Totals The number of new members enrolled with the MCE during the 
reporting period that require a screening to be completed. 

X 

2. Terminated Members The number of new members enrolled with the MCE durin gthe 
reporting period that have since terminated within their first 90 
days of enrollment. 

X 

Slight variation can be 
attributed to retro eligibility 
available at the time data was 
pulled for the EQRO that was 
not available at the time of 
reporting to the state as well as 
NOPs that were deemed 
appropriate at time of orignal 
reporting. 

3. New Members Net of 
Terminated 

Calculation of total members identified in Item #1 minus total 
members identified in Item #2. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

4. Unreachable Members The number of new members enrolled with the MCE during the 
reporting period that are determined to be unreachable. 
"Unreachable" is defined as a minimum of three outreach calls 
using the information provided to the MCE by OMPP but for 
which there is no response from the member. 

X 

5. New Members Net of 
Terminated and Unreachable 

Calculation of total members identified in Item #3 minus total 
members identified in Item #4. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

6. Total Screened Indicate the number of new members identified in Item #1 that 
were screened within their first 90 days of enrollment. 

X 

7. Percent Screened (all 
except Terminated) 

Calculation of the percentage of newly enrolled MCE members, net 
of terminated members that have had a health screening assessment 
completed within 90 days. Calculation is number in Item #6 
divided by number in Item #3. 

X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

8. Percent Screened Calculation of the percentage of newly enrolled MCE members, net Field is auto-calculated by 
(excluding Terminated and of terminated and unreachable members that have had a health template provide by state to the 
Unreachable) screening assessment completed within 90 days. Calculation is 

number in Item #6 divided by number in Item #5. 
X MCEs. 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-HS1 - New Member Health Screening Report 
MDwise: Hoosier Healthwise 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of New Members Enrolled 
During the Reporting Period 13,627 14,619 13,987 360 2.64% 14,665 46 0.31% 

2 
Number of Members in Item #1 that 
Terminated Within their First 90 Days 
of Enrollment 

1,848 1,559 1,640 -208 -11.26% 1,482 -77 -4.94% 

3 
New Members Net of Terminated 

11,779 13,060 12,347 568 4.82% 13,183 123 0.94% 

4 
Number of Members in Item #1 that 
have been Classified as Unreachable 2,491 3,054 3,001 510 20.47% 3,281 227 7.43% 

5 
New Members Net of Terminated and 
Unreachable 9,288 10,006 9,346 58 0.62% 9,902 -104 -1.04% 

6 
Number of Members in Item #1 that 
were Screened Within their First 90 
Days of Enrollment 

9,288 9,977 8,857 -431 -4.64% 9,721 -256 -2.57% 

7 
Performance Measure #1: Pct Screened 
Within 90 Days (all except Terminated) 79% 76% 72% -7% -9.0% 74% -3% -3.5% 

8 
Performance Measure #2: Pct Screened 
Within 90 Days (excluding Terminated 
and Unreachable) 

100% 100% 95% -5% -5.2% 98% -2% -1.5% 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 

Burns & Associates, Inc. 45 April 30, 2015 



Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: MDwise Healthy Indiana Plan 
Performance Measure: QR-HS1 New Member Health Screening Report 

Validation Component Audit Element Yes No N/A Comments 
Documentation Appropriate and complete measurement plans and programming 

specifications exist that include data sources and programming 
logic. 

X 

Denominator Data sources used to calculate the denominator were complete and 
accurate. 

X 

Calculations of the performance measure adhered to the 
specifications for all components of the denominator of the 
performance measure. 

X 

Numerator Data sources used to calculate the numerator are complete and 
accurate. X 

Calculation of the performance measure adhered to the 
specifications for all components of the numerator of the 
performance measures. 

X 

If medical record abstraction was used, documentation/tools were 
adequate. 

X 

If hybrid method was used, the integration of administrative and 
medical record data was adequate. 

X 

If hybrid method or solely medical record review was used, the 
results of the medical record review validation substantiate the 
reported numerator. 

X 

Sampling Sample was unbiased. X 
Sample treated all measures independently. X 
Sample size and replacement methodologies met specifications. X 

Reporting State specifications for reporting performance measures were 
followed. 

X 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

MCE Name: 
Performance Measure: 

MDwise Healthy Indiana Plan 
QR-HS1 New Member Health Screening Report 

Methodology for calculating measure: (Check One) 

Administrative: X Medical Record Review: 

Audit Elements Audit Specification Met 
Not 
Met 

N/A 
Comments 

1. New Member Totals The number of new members enrolled with the MCE during the 
reporting period that require a screening to be completed. 

X 

2. Terminated Members The number of new members enrolled with the MCE durin gthe 
reporting period that have since terminated within their first 90 
days of enrollment. 

X 

Slight variation can be 
attributed to retro eligibility 
available at the time data was 
pulled for the EQRO that was 
not available at the time of 
reporting to the state as well as 
NOPs that were deemed 
appropriate at time of orignal 
reporting. 

3. New Members Net of 
Terminated 

Calculation of total members identified in Item #1 minus total 
members identified in Item #2. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

4. Unreachable Members The number of new members enrolled with the MCE during the 
reporting period that are determined to be unreachable. 
"Unreachable" is defined as a minimum of three outreach calls 
using the information provided to the MCE by OMPP but for 
which there is no response from the member. 

X 

5. New Members Net of 
Terminated and Unreachable 

Calculation of total members identified in Item #3 minus total 
members identified in Item #4. X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

6. Total Screened Indicate the number of new members identified in Item #1 that 
were screened within their first 90 days of enrollment. 

X 

7. Percent Screened (all 
except Terminated) 

Calculation of the percentage of newly enrolled MCE members, net 
of terminated members that have had a health screening assessment 
completed within 90 days. Calculation is number in Item #6 
divided by number in Item #3. 

X 

Field is auto-calculated by 
template provide by state to the 
MCEs. 

8. Percent Screened Calculation of the percentage of newly enrolled MCE members, net Field is auto-calculated by 
(excluding Terminated and of terminated and unreachable members that have had a health template provide by state to the 
Unreachable) screening assessment completed within 90 days. Calculation is 

number in Item #6 divided by number in Item #5. 
X MCEs. 

Validation Findings 
V = Validated - Measure was compliant with State Specifications 
NV = Not Validated - Measure was not compliant with State Specification 
NR = Not Reported - MCE rate was materially biased or the MCE was not required to report. 

Audit Designation: V 
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Indiana External Quality Review for Review Year CY 2013 
Appendix B: Validating Performance Measures 

QR-HS1 - New Member Health Screening Report 
MDwise: Healthy Indiana Plan 

Experience Period >> Q3 2013 Q4 2013 

Item No. Data Description Count Count Count Difference 
Percent 

Difference 
Count Difference 

Percent 
Difference 

1 
Number of New Members Enrolled 
During the Reporting Period 480 401 480 0 0.00% 401 0 0.00% 

2 
Number of Members in Item #1 that 
Terminated Within their First 90 Days 
of Enrollment 

9 10 9 0 0.00% 10 0 0.00% 

3 
New Members Net of Terminated 

471 391 471 0 0.00% 391 0 0.00% 

4 
Number of Members in Item #1 that 
have been Classified as Unreachable 85 62 84 -1 -1.18% 61 -1 -1.61% 

5 
New Members Net of Terminated and 
Unreachable 386 329 387 1 0.26% 330 1 0.30% 

6 
Number of Members in Item #1 that 
were Screened Within their First 90 
Days of Enrollment 

386 329 353 -33 -8.55% 330 1 0.30% 

7 
Performance Measure #1: Pct Screened 
Within 90 Days (all except Terminated) 82% 84% 75% -7% -8.5% 84% 0% 0.3% 

8 
Performance Measure #2: Pct Screened 
Within 90 Days (excluding Terminated 
and Unreachable) 

100% 100% 91% -9% -8.8% 100% 0% 0.0% 

As reported by MCE to 
the OMPP As calculated by B&A with files submitted for EQR

 Verified Q3 2013  Verified Q4 2013 

Part 1 Part 2 Part 3 
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Quality Improvement Project Report 

QIP Name 
MCE 

0 

Measure Definitions 

Measure #1: 
Numerator (describe): 
Denominator (describe): 
Place an X if this measure covers the entire population... for HHW …for HIP 
HEDIS measure? Yes or No If No, place an X if ...entire population ...or a sample 
If this measure is focused on specific subpopulation(s), state here 

Measure #2: 
Numerator (describe): 
Denominator (describe): 
Place an X if this measure covers the entire population... for HHW …for HIP 
HEDIS measure? Yes or No If No, place an X if ...entire population ...or a sample 
If this measure is focused on specific subpopulation(s), state here 

Measure #3: 
Numerator (describe): 
Denominator (describe): 
Place an X if this measure covers the entire population... for HHW …for HIP 
HEDIS measure? Yes or No If No, place an X if ...entire population ...or a sample 
If this measure is focused on specific subpopulation(s), state here 

Measure #4: 
Numerator (describe): 
Denominator (describe): 
Place an X if this measure covers the entire population... for HHW …for HIP 
HEDIS measure? Yes or No If No, place an X if ...entire population ...or a sample 
If this measure is focused on specific subpopulation(s), state here 

Data Sources (place an X in all that apply) 

Claims/ 
Encounters 

Medical 
Records 

Other If Other, briefly describe in the space below 

For Measure #1 
For Measure #2 
For Measure #3 
For Measure #4 

Reporting Periodicity (place an X in only one)

 Annually 
Semi-

Annually 
Quarterly Monthly Other If Other, describe 

For Measure #1 
For Measure #2 
For Measure #3 
For Measure #4 

Other Methodological Considerations 

Has the data source(s) changed for any measure since you began computing each measure? [Enter Yes or No] 
If Yes, state which measure number, then what has changed. 

If you use sampling on any measure, has the sampling method changed since you began? [Enter Yes or No] 
If Yes, state which measure number, then what has changed. 
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Quality Improvement Project Report 

QIP Name 
MCE 

0 

Measure Results 

Complete the table for each measure you are tracking in the QIP year. Use this form to continually add more current data if the QIP is mult-year. 
If the goal or benchmark has changed for any measure over the course of this PIP, state the reason for the change in the space below the table. 
Example: If the measure is HEDIS and the benchmark changed from national 75 percentile value to 90th, state why it changed (such as, "we met the 75th 
If the only change is year-to-year HEDIS value change at the 75th percentile itself, do not state that here. 
Measure #1: 0 

Measure-
ment Period 

(e.g. 
Baseline, 

MY1,MY2) 

Time Period 
Measurement 
Covers (e.g., 
enter CY or 
HEDIS Rate 

Year) 

Num-
erator 

Denom-
inator 

Rate 
(enter a 
numeric 
value) 

Difference 
in Rate: 
Current 

Period & 
Baseline 

Goal 
(enter a 
numeric 
value) 

Benchmark 
(enter a 
numeric 
value) 

If 
Benchmark 
is HEDIS, 

what 
percentile? 

Difference 
Between 
Rate and 

Goal 

Difference 
between 
Rate and 

Benchmark 

Statist. 
Signif. 
Change 

from 
Prior 

Period? 

Statistical 
Test Used 

and 
Result 

Baseline 

Reason for Goal/Benchmark Change: 

Measure #2: 0 

Measure-
ment Period 

(e.g. 
Baseline, 

MY1,MY2) 

Time Period 
Measurement 
Covers (e.g., 
enter CY or 
HEDIS Rate 

Year) 

Num-
erator 

Denom-
inator 

Rate 
(enter a 
numeric 
value) 

Difference 
in Rate: 
Current 

Period & 
Baseline 

Goal 
(enter a 
numeric 
value) 

Benchmark 
(enter a 
numeric 
value) 

If 
Benchmark 
is HEDIS, 

what 
percentile? 

Difference 
Between 
Rate and 

Goal 

Difference 
between 
Rate and 

Benchmark 

Statist. 
Signif. 
Change 

from 
Prior 

Period? 

Statistical 
Test Used 

and 
Result 

Baseline 

Reason for Goal/Benchmark Change: 

Measure #3: 0 

Measure-
ment Period 

(e.g. 
Baseline, 

MY1,MY2) 

Time Period 
Measurement 
Covers (e.g., 
enter CY or 
HEDIS Rate 

Year) 

Num-
erator 

Denom-
inator 

Rate 
(enter a 
numeric 
value) 

Difference 
in Rate: 
Current 

Period & 
Baseline 

Goal 
(enter a 
numeric 
value) 

Benchmark 
(enter a 
numeric 
value) 

If 
Benchmark 
is HEDIS, 

what 
percentile? 

Difference 
Between 
Rate and 

Goal 

Difference 
between 
Rate and 

Benchmark 

Statist. 
Signif. 
Change 

from 
Prior 

Period? 

Statistical 
Test Used 

and 
Result 

Baseline 

Reason for Goal/Benchmark Change: 

Measure #4: 0 

Measure-
ment Period 

(e.g. 
Baseline, 

MY1,MY2) 

Time Period 
Measurement 
Covers (e.g., 
enter CY or 
HEDIS Rate 

Year) 

Num-
erator 

Denom-
inator 

Rate 
(enter a 
numeric 
value) 

Difference 
in Rate: 
Current 

Period & 
Baseline 

Goal 
(enter a 
numeric 
value) 

Benchmark 
(enter a 
numeric 
value) 

If 
Benchmark 
is HEDIS, 

what 
percentile? 

Difference 
Between 
Rate and 

Goal 

Difference 
between 
Rate and 

Benchmark 

Statist. 
Signif. 
Change 

from 
Prior 

Period? 

Statistical 
Test Used 

and 
Result 

Baseline 

Reason for Goal/Benchmark Change: 
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Quality Improvement Project Report 

QIP Name 
MCE 

0 

Intervention Definitions 

Name of Intervention #1: 
Study Question- What/who is the intervention specifically trying to address? If for subpopulations, for example, state here. 

Enter Date Implemented: Place X if Ongoing Place X if Retiring 
Place X if Intervention is intended for: Member Provider MCE 
Place X for the population that the Intervention is targeted for: Entire Pop Targeted Population 
Place X if data is being collected to assess this intervention Yes No 
If yes, enter the date that data started to be collected 

Name of Intervention #2: 
Study Question- What/who is the intervention specifically trying to address? If for subpopulations, for example, state here. 

Enter Date Implemented: Place X if Ongoing Place X if Retiring 
Place X if Intervention is intended for: Member Provider MCE 
Place X for the population that the Intervention is targeted for: Entire Pop Targeted Population 
Place X if data is being collected to assess this intervention Yes No 
If yes, enter the date that data started to be collected 

Name of Intervention #3: 
Study Question- What/who is the intervention specifically trying to address? If for subpopulations, for example, state here. 

Enter Date Implemented: Place X if Ongoing Place X if Retiring 
Place X if Intervention is intended for: Member Provider MCE 
Place X for the population that the Intervention is targeted for: Entire Pop Targeted Population 
Place X if data is being collected to assess this intervention Yes No 
If yes, enter the date that data started to be collected 

Name of Intervention #4: 
Study Question- What/who is the intervention specifically trying to address? If for subpopulations, for example, state here. 

Enter Date Implemented: Place X if Ongoing Place X if Retiring 
Place X if Intervention is intended for: Member Provider MCE 
Place X for the population that the Intervention is targeted for: Entire Pop Targeted Population 
Place X if data is being collected to assess this intervention Yes No 
If yes, enter the date that data started to be collected 

Name of Intervention #5: 
Study Question- What/who is the intervention specifically trying to address? If for subpopulations, for example, state here. 

Enter Date Implemented: Place X if Ongoing Place X if Retiring 
Place X if Intervention is intended for: Member Provider MCE 
Place X for the population that the Intervention is targeted for: Entire Pop Targeted Population 
Place X if data is being collected to assess this intervention Yes No 
If yes, enter the date that data started to be collected 
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Quality Improvement Project Report 

QIP Name 
MCE 

0 

Intervention Results 

Intervention #1: 0 
What is the data used to measure the effectiveness of the intervention? 

Time Period Intervention 
was Measured 

(enter from and to dates) 

Num-
erator 

Denom-
inator 

Result 
Intervention Status (place X in one) If this intervention has continued from a prior 

period and trend data is available, comment on 
any change seen in the intervention over time. 

Continue w/o 
Changes 

Continue w/ 
Changes 

Discon-
tinued 

Based on the results above, how would you assess the effectiveness of the intervention? 

Intervention #2: 0 
What is the data used to measure the effectiveness of the intervention? 

Time Period Intervention 
was Measured 

(enter from and to dates) 

Num-
erator 

Denom-
inator 

Result 
Intervention Status (place X in one) If this intervention has continued from a prior 

period and trend data is available, comment on 
any change seen in the intervention over time. 

Continue w/o 
Changes 

Continue w/ 
Changes 

Discon-
tinued 

Based on the results above, how would you assess the effectiveness of the intervention? 

Intervention #3: 0 
What is the data used to measure the effectiveness of the intervention? 

Time Period Intervention 
was Measured 

(enter from and to dates) 

Num-
erator 

Denom-
inator 

Result 
Intervention Status (place X in one) If this intervention has continued from a prior 

period and trend data is available, comment on 
any change seen in the intervention over time. 

Continue w/o 
Changes 

Continue w/ 
Changes 

Discon-
tinued 

Based on the results above, how would you assess the effectiveness of the intervention? 

Intervention #4: 0 
What is the data used to measure the effectiveness of the intervention? 

Time Period Intervention 
was Measured 

(enter from and to dates) 

Num-
erator 

Denom-
inator 

Result 
Intervention Status (place X in one) If this intervention has continued from a prior 

period and trend data is available, comment on 
any change seen in the intervention over time. 

Continue w/o 
Changes 

Continue w/ 
Changes 

Discon-
tinued 

Based on the results above, how would you assess the effectiveness of the intervention? 

Intervention #5: 0 
What is the data used to measure the effectiveness of the intervention? 

Time Period Intervention 
was Measured 

(enter from and to dates) 

Num-
erator 

Denom-
inator 

Result 
Intervention Status (place X in one) If this intervention has continued from a prior 

period and trend data is available, comment on 
any change seen in the intervention over time. 

Continue w/o 
Changes 

Continue w/ 
Changes 

Discon-
tinued 

Based on the results above, how would you assess the effectiveness of the intervention? 
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Indiana External Quality Review for Review Year 2013 
Appendix E 

Calculation of Non-Emergency Medical Transportation for Defined Cohorts per MCE, by County 
(Bold text in calculation indicates at or above the statewide 90th percentile for the defined cohort) 

County 

Anthem MHS MDwise 
Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 

Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 

Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 
Adams 6 0.57 14 8 0.28 20 14 0.11 37 
Allen 15 0.03 7 13 0.06 10 29 0.02 12 
Bartholomew 37 0.27 21 15 0.07 21 29 0.04 37 
Benton 14 2.63 37 11 1.18 35 5 0.16 50 
Blackford 8 0.48 25 14 0.75 21 23 0.10 34 
Boone 11 0.44 14 5 0.13 8 4 0.26 23 
Brown 1 0.38 0 15 0.23 6 7 0.46 34 
Carroll 31 1.72 8 4 1.27 26 6 0.10 38 
Cass 24 0.77 19 5 0.54 31 14 0.07 51 
Clark 15 0.10 3 6 0.07 5 20 0.11 12 
Clay 9 0.24 23 3 0.90 19 15 0.07 35 
Clinton 5 0.81 14 13 0.56 22 1 0.03 69 
Crawford 12 0.32 28 30 0.27 33 2 1.50 121 
Daviess 17 0.06 27 15 0.16 26 32 0.18 40 
Dearborn 5 0.14 13 16 0.22 19 11 0.05 26 
Decatur 16 0.34 32 11 0.76 12 12 0.15 40 
Dekalb 2 0.27 18 2 0.45 29 3 0.08 35 
Delaware 18 0.11 31 10 0.06 27 10 0.04 33 
Dubois 10 0.58 24 9 0.14 32 12 1.17 74 
Elkhart 10 0.06 14 9 0.01 31 10 0.13 32 
Fayette 8 0.14 35 8 0.47 32 9 0.04 50 
Floyd 20 0.06 3 23 0.21 6 46 0.21 8 
Fountain 4 0.64 43 10 0.78 40 20 0.06 39 
Franklin 4 0.20 44 5 0.44 18 2 0.19 354 
Fulton 10 0.41 15 3 0.13 64 18 0.26 34 
Gibson 12 0.09 30 29 0.68 10 18 0.12 35 
Grant 16 0.14 27 12 0.06 23 16 0.09 34 
Greene 20 0.11 37 20 0.57 16 31 0.09 39 
Hamilton 6 0.10 8 4 0.05 3 5 0.10 18 
Hancock 8 0.07 13 4 0.56 31 5 0.53 31 
Harrison 9 0.06 18 3 0.41 25 19 0.37 27 
Hendricks 9 0.13 7 2 0.07 8 8 0.04 19 
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Indiana External Quality Review for Review Year 2013 
Appendix E 

Calculation of Non-Emergency Medical Transportation for Defined Cohorts per MCE, by County 
(Bold text in calculation indicates at or above the statewide 90th percentile for the defined cohort) 

County 

Anthem MHS MDwise 
Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 

Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 

Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 
Henry 18 0.19 22 11 0.37 12 25 0.04 36 
Howard 18 0.16 68 26 0.11 66 17 0.05 44 
Huntington 5 0.61 6 7 0.42 13 10 0.08 24 
Jackson 27 0.34 25 19 0.21 29 26 0.14 25 
Jasper 3 0.52 19 3 0.31 35 1 0.07 131 
Jay 2 0.28 40 10 0.38 20 2 0.10 88 
Jefferson 29 1.18 29 8 0.13 45 20 0.51 25 
Jennings 19 0.50 20 13 0.30 17 42 0.04 41 
Johnson 8 0.04 11 7 0.07 7 26 0.12 13 
Knox 40 0.19 37 19 0.06 34 36 0.46 41 
Kosciusko 4 0.25 6 3 0.07 26 6 0.06 56 
Lagrange 3 0.53 120 3 0.23 88 1 0.16 203 
Lake 30 0.03 7 29 0.03 12 21 0.02 20 
Laporte 9 0.09 29 10 0.13 34 15 0.08 57 
Lawrence 8 0.13 20 9 0.34 14 9 0.11 52 
Madison 10 0.03 16 10 0.04 12 11 0.26 31 
Marion 19 0.01 3 18 0.02 4 40 0.01 9 
Marshall 8 0.28 15 9 0.13 23 8 0.06 34 
Martin 9 0.49 30 13 0.36 41 11 0.47 98 
Miami 5 0.44 14 9 0.45 26 6 0.06 30 
Monroe 12 0.05 27 22 0.11 19 18 0.48 30 
Montgomery 19 0.22 20 31 0.14 26 31 0.10 30 
Morgan 22 0.11 22 21 0.11 11 11 0.08 17 
Newton 8 1.29 24 18 0.65 46 8 0.13 64 
Noble 2 0.29 6 8 0.18 6 3 0.03 48 
Ohio 0 4.20 0 0 6.10 0 7 0.24 47 
Orange 7 0.74 23 18 0.26 21 38 0.36 43 
Owen 8 0.20 21 21 0.27 16 21 0.26 29 
Parke 32 0.27 9 5 0.64 18 8 0.06 37 
Perry 6 0.08 24 2 0.29 29 28 0.51 57 
Pike 16 0.31 35 5 0.36 23 29 0.65 37 
Porter 11 0.07 19 9 0.11 25 4 0.05 54 
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Indiana External Quality Review for Review Year 2013 
Appendix E 

Calculation of Non-Emergency Medical Transportation for Defined Cohorts per MCE, by County 
(Bold text in calculation indicates at or above the statewide 90th percentile for the defined cohort) 

County 

Anthem MHS MDwise 
Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 

Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 

Transports per 
1,000 Member 

Months 

Providers per 
1,000 Member 

Months 

Average 
Distance Per 

Trip 
Posey 20 0.11 18 12 0.19 29 31 0.25 33 
Pulaski 3 1.15 119 4 0.37 52 8 0.19 56 
Putnam 11 0.05 28 13 0.08 17 17 0.24 69 
Randolph 5 1.17 28 3 0.87 24 11 0.03 48 
Ripley 4 0.28 11 3 0.70 27 16 0.06 36 
Rush 5 0.16 27 21 0.50 14 21 0.28 28 
St. Joseph 12 0.03 16 10 0.01 13 15 0.10 20 
Scott 20 0.51 25 28 0.48 29 43 0.11 29 
Shelby 8 0.16 11 10 0.05 13 14 0.39 38 
Spencer 10 0.13 39 13 0.14 58 5 0.34 80 
Starke 12 0.22 38 9 0.23 47 4 0.05 87 
Steuben 4 0.61 31 3 0.16 32 3 0.17 64 
Sullivan 25 0.23 16 17 1.73 8 29 0.11 33 
Switzerland 49 1.40 59 8 0.32 24 15 0.17 55 
Tippecanoe 10 0.06 12 17 0.05 15 1 0.05 85 
Tipton 4 0.55 43 2 0.26 23 5 0.53 49 
Union 6 1.25 14 4 1.80 11 10 0.19 42 
Vanderburgh 30 0.01 9 16 0.09 24 44 0.12 16 
Vermillion 24 0.28 35 2 1.06 25 8 0.06 68 
Vigo 21 0.09 12 13 0.36 22 18 0.02 28 
Wabash 2 0.63 10 1 0.35 28 4 0.09 44 
Warren 0 2.66 0 6 3.14 30 14 0.30 50 
Warrick 9 0.03 20 14 0.20 35 35 0.22 34 
Washington 21 0.10 28 12 0.25 33 23 0.11 29 
Wayne 20 0.55 20 21 0.08 25 21 0.05 26 
Wells 1 0.49 15 0 1.03 0 4 0.08 27 
White 2 1.36 69 16 0.33 15 2 0.22 67 
Whitley 2 1.26 25 11 2.45 16 1 0.05 75 
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Appendix F: Provider Interview Protocol 

CY 2014 HHW/HIP EQR 
Provider Telephone Interview Questions 

Date: 

Provider Type: Primary Care FQHC RHC CMHC Specialist 

Provider Name: 

Person 
Interviewed: 

1) Which MCE is interview regarding? 
Anthem Yes No 
MDwise Yes No 

MHS Yes No 

2) Do you know who your provider representative is? Yes No 
Notes/Comments 

3) How helpful are the visits from your provider representative, with 1 being not 
helpful and 5 being very helpful? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

4) How knowledgeable is your provider representative, with 1 being not 
knowledgeable and 5 being very knowledgeable? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

5) How easy is it to reach your provider representative, with 1 being very difficult 
to reach and 5 being very easy to reach? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

6) How well does your provider representative follow-up with you, with 1 being 
does not follow-up and 5 being always follows-up promptly? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

7) Do you find that your provider representative is available to visit your office if 
you request a visit, with 1 being never available and 5 being always available? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

8) How accommodating to your needs or requests is your provider representative, 
with 1 being not accommodating and 5 being very accommodating? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

9) How often does your provider representative provide you with correct Anthem 1  2  3  4  5  N/A  
information, with 1 being never provide correct information and 5 being always MDwise 1 2 3 4 5 N/A 
provides correct information? MHS 1 2 3 4 5 N/A 

10) Does your provider representative keep you informed about new products, Anthem 1  2  3  4  5  N/A  
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Appendix F: Provider Interview Protocol 

services, policies, and forms, with 1 being does not keep you informed and 5 MDwise 1 2 3 4 5 N/A 
being always keeps you informed? MHS 1 2 3 4 5 N/A 

11) Are the materials provided to you by your provider representative useful, with 
1 being materials are not useful and 5 being materials are very useful? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

12) Does your provider representative assist you with referring members to 
specialists, with 1 being will not assist and 5 being always will assist? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

13) Do you find that the toll-free provider helpline is helpful, with 1 being not 
helpful and 5 being very helpful? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

14) Do you find that the toll-free provider helpline provides you with accurate Anthem 1  2  3  4  5  N/A  
information, with 1 being information is never accurate and 5 being information MDwise 1 2 3 4 5 N/A 
is always accurate? MHS 1 2 3 4 5 N/A 

15) Do you find that the toll-free provider helpline staff are polite and courteous, 
with 1 being never polite or courteous and 5 being always polite and courteous? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

16) Do the toll-free provider helpline staff assist your with referring members to 
specialists, with 1 being will not assist and 5 being always will assist? 

Anthem 1  2  3  4  5  N/A  
MDwise 1 2 3 4 5 N/A 

MHS 1 2 3 4 5 N/A 

17) Which do you find more helpful: your provider representative, the provider 
helpline, both or neither? 

Anthem 
Provider 

Representative 
Provider 
Helpline 

Both Neither 

MDwise 
Provider 

Representative 
Provider 
Helpline 

Both Neither 

MHS 
Provider 

Representative 
Provider 
Helpline 

Both Neither 

18) What can your provider representative do to be more helpful? 
Anthem 
MDwise 

MHS 

19) Is there anything else you would like to share about your provider 
representative or the provider helpline? 

Anthem 
MDwise 

MHS 
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FINAL REPORT 
2014 External Quality Review of Indiana’s Hoosier Healthwise Program and Healthy Indiana Plan 

3. With the increased managed care enrollment of adults and people with disabilities in 2015 due to 
Hoosier Care Connect and HIP 2.0, Indiana Medicaid should enhance its MCE and provider 
guidance on Medicare disenrollment practices.  These instructions should include when to 
recover payments made to providers, when to stop paying for Medicare eligible members, what to 
do in cases of retroactive Medicare eligibility, and impact to capitation payments (i.e., how will 
the capitation be recovered). 

4. Indiana Medicaid should consider defining timely filing standards for claims with TPL to create 
consistency. Currently each MCE has its own timeline (90 from claim vs. 90 from EOB vs. 360 
from EOB. 

Burns & Associates, Inc. VIII-9 April 30, 2015 




