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Letter From the Chair and Executive Director

Dear Fellow Marylanders,

hank you for helping to make 2015 another remarkable year! Together with your support, the Maryland
Health Care Commission (MHCC) continues to increase transparency and improve the overall quality of
health benefit plans in Maryland through an expansion of public reporting on quality.

Two decades ago, the State Legislature recognized that for Marylanders to make informed purchasing
decisions related to the competing health maintenance organization (HMO) products in the health insurance
market, there needed to be an additional source of information beyond the carriers’ list of plan benefits

and corresponding premiums. As a result, the Maryland Health Care Commission was charged with the
responsibility to measure and report on the quality of competing commercial HMO plans, driving Maryland
to become the first state to produce a performance report on the quality of health benefit plans. In the
ensuing years, other delivery systems were developed, including point of service (POS) plans, preferred
provider organization (PPO) plans and exclusive provider organization (EPO) plans. Foreseeing a continued
evolution of new delivery systems over time, the Legislature chose to categorize each current and future type
of health insurance product as a health benefit plan (HBP), regardless of the type of delivery system.

Today, the annual health benefit plan Comprehensive Quality Report has been designed for use by small
businesses to large self-insured employers, employees, individuals, and families when purchasing a health
benefit plan. The report allows users to compare the different types of health benefit plans on the basis of
quality and value, rather than having to compare health benefit plans on the basis of the price for coverage
alone. To ensure the report is widely accessible and responsive to the needs of its diverse users, a web-
based navigable Comprehensive Quality Report is currently under way and is scheduled to be rolled out by
October 2015, in time for the open enrollment period for the State as well as for many Maryland employers.

The Commissioners and staff remain committed to continuous health care quality improvement through
public reporting and to providing Marylanders the breadth and depth of information that they need in order
to make more informed choices when selecting a health benefit plan that is right for them. To that end, we
hope you find this report helpful and encourage you to forward your suggestions on how we can improve
the report to better meet your needs.

G fu .

Craig P. Tanio, M.D. Ben Steffen
Chair Executive Director
Maryland Health Maryland Health
Care Commission Care Commission

Sincerely,
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|. GENERAL INFORMATION

Maryland Health Care Commission (MHCC)

aryland Health Care Commission (MHCC) is a public regulatory

agency whose commissioners are appointed by the Governor

with the advice and consent of the Maryland Senate. A core
function of the Commission is to evaluate and publish findings on the
quality and performance of commercial health benefit plans that operate in
Maryland. MHCC publishes this Comprehensive Quality Report as an annual
comparative report with the cooperation of the health benefit plans. The
annual quality report is a source of objective, comprehensive, independently
audited information on health benefit plan quality and performance in
Maryland. For more information about MHCC and the reports it produces,
visit http://mhecc.dhmh.maryland.gov. For MHCC contact information, please
see the back page of this report.

Reporting on Health Benefit Plan Quality and Performance

Maryland Health Care Commission (MHCC) is committed to promoting
improvements in health care by reporting on the quality and performance
of health benefit plans operating in the State of Maryland. This year,
MHCC continues its long history of advancing health care quality through
its leadership in the evaluation and public reporting of commercial health
benefit plan quality and performance information. In 1997, Maryland
became the first state in the nation to release a comprehensive health
benefit plan “report card” that contained audited data on health
maintenance organizations (HMOs). In 2008, Maryland was again the

first state to provide consumers with audited, comparative analyses

of clinical and member satisfaction measures for preferred provider
organizations (PPOs).

To help improve the quality of health care in Maryland, MHCC is legislatively
charged with establishing and implementing a system of quality and
performance measurement and with disseminating findings to consumers,
employees, health benefit plans, and other interested parties. Assessing

the performance of Maryland’s commercial health benefit plans is a critical
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component of ensuring the availability of quality health care for its residents.
Health benefit plan disclosure of quality information using reliable, audited,
standardized measures and indicators helps consumers and employers
evaluate specific areas and overall performance of health benefit plans. A
consistent finding by key organizations such as the National Quality Forum
(NQF), the Agency for Healthcare Research and Quality (AHRQ), and the
National Committee for Quality Assurance (NCQA) is that health benefit
plans that publicly report performance data perform significantly better
than those that do not publicly report. The availability of consumer-friendly
quality and performance information supports informed health choices, and
aids in the selection and purchase of the best quality of care specific to the
needs of each consumer, whether the consumer is an individual, a family

or an employer. Public reporting of standardized quality and performance
measures and indicators promotes competition among health insurance
carriers and stimulates health benefit plans’ efforts toward continuous
quality and performance improvement activities that target consumer needs
and expectations.

In theory, the result of developing and reporting quality information is that
quality attains a value in the marketplace. As health benefit plans begin

to compete on the basis of quality, they will devote greater attention and
resources to quality improvement activities. Ultimately, high performing
health benefit plans should be rewarded with greater market share as quality
begins to influence consumer and employer choice.

The MHCC Comprehensive Quality Report 2015 provides detailed,
health benefit plan specific indicators of quality and performance based
on measures that include: health care effectiveness through clinical
performance, member satisfaction with the quality of health care service
delivery, as well as health benefit plan descriptive features and quality
initiatives. Readers may draw their own conclusions regarding overall
health benefit plan quality and performance as it relates to their specific
health care needs.
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|. GENERAL INFORMATION

About MHCC’s Center for Quality Measurement and Reporting

he Health Benefit Plan Quality and Performance division is committed

to promoting improvements in health care by fulfilling its legislative charge

to establish and maintain a Quality and Performance Evaluation System of
measurement and reporting for managed care plans operating in the State of
Maryland. Health benefit plan disclosure of information using reliable, audited,
standardized quality measures and indicators helps consumers and employers
evaluate specific areas of interest and overall performance of health benefit plans.
The Division is tasked with:

P Management of the Health Benefit Plan Quality and Performance Evaluation
System, which uses a variety of quality tools to measure the performance of
commercial health benefit plans in the State of Maryland.

P Leading the development and implementation of the Maryland Race/Ethnicity,
Language, Interpreters, and Cultural Competency Assessment (RELICC™) tool
that is being used by MHCC and the Maryland Health Benefit Exchange to
evaluate and report on commercial health benefit
plans’ and qualified health plans’ initiatives to address disparities.

P Production of comparative public reports, including the Consumer Edition
of the Maryland Health Care Commission Quality Report 2015, the Maryland
Health Care Commission Comprehensive Quality Report 2015, and the
Maryland Health Connection Quality Report 2015, all of which are typically
used by employers, individuals and the State Employee Benefits program
to assist Marylanders in their choice of a health benefit plan while shopping for
health insurance.

The division of Long Term Care Quality and Performance focuses on

improving long-term and community-based care through collection and report

of performance and quality measures for services. An interactive web-based
consumer guide is the platform for presenting information about Maryland long
term care (LTC) service providers. The Maryland Guide to Long Term Care Services
provides users an easy way to locate and compare nursing homes, assisted living
residences, home health agencies, adult day care, and hospice programs on
services offered and quality and performance measures where available.

P LTC quality measures include: results of the Office of Health Care Quiality
(OHCQ) annual licensing and complaint surveys; staff influenza vaccination
rates, results of Experience of Care surveys for nursing homes and home

#*
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health agencies, and outcome and process measures on various aspects
of care.

P Division staff works with federal agencies such as the Centers for Medicare
and Medicaid Services (CMS) and the Agency for Healthcare Research
and Quality (AHRQ) and other national organizations such as the National
Quality Forum (NQF) to ensure that the quality measures reported within the
Maryland Guide to LTC Services are reliable, validated, and suitable for public
reporting. This work also follows national trends in LTC quality to keep quality
and performance measures in Maryland on the “cutting edge.”

The Hospital Quality and Performance division is responsible for providing
meaningful information to consumers, practitioners, and policymakers about the
quality and outcomes of care provided in all Maryland acute care hospitals. The
division is responsible for producing the Maryland Health Care Quality Reports, a
web-based resource, which contains both general information and specific quality
and performance measures. Key priorities of the division include:

P Reporting on the hospital adherence to evidence based standards of care

P Reporting on the patients’ assessment of the care provided during their
hospital stay

P Reporting on the most common conditions treated in Maryland hospitals,
including maternity and newborn care

v

Reporting the rates of key hospital acquired infections and related initiatives

v

Auditing the data to ensure the accuracy and completeness of the information
displayed on the website that hosts the Maryland Health Care Quality Reports

P Reporting on hospital charges for common conditions identified using
Diagnosis Related Groups

P Enhancements as part of the Commission’s price transparency initiative
are underway

P A system for reporting on hospital performance related to specialized cardiac
services is under development

The division works closely with the Health Services Cost Review Commission
(HSCRC), Maryland's hospital rate setting agency, to support the data
requirements associated with the Quality-Based Reimbursement initiative and the
Medicare Waiver Project.
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RELICC™ refers to the Maryland Race/Ethnicity, Language, Interpreters,

and Cultural Competency Assessment and is a trademark of Maryland
Health Care Commission (MHCC). According to MHCC, RELICC™ is a quality
measurement tool designed specifically to address a core State priority
which is to reduce and ultimately eliminate health care disparities. RELICC™
was created for the State of Maryland by the Mid-Atlantic Business Group
on Health (MABGH) with support from the National Business Coalition on
Health (NBCH).
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|. GENERAL INFORMATION

About This Report

he MHCC Comprehensive Quality Report 2015 allows Marylanders

to compare health benefit plans on key quality measures from seven

categories of health benefit plan quality and performance comparisons.
These seven categories include 1. Carrier Disparities Initiatives, 2. Primary
Care and Wellness for Children and Adolescents, 3. Child Respiratory
Conditions, 4. Women's Health, 5. Primary Care for Adults, 6. Behavioral
Health, and 7. Member Experience and Satisfaction with Health Benefit Plan.
The measure specific quality ratings show a health benefit plan’s ability to
deliver high-quality care to its members.

All quality data included in this report are collected from health insurance
carriers operating in the State of Maryland who meet pre-defined criteria
requiring them to report on the performance of their various health benefit
plans operating under several types of health care delivery systems.

These delivery systems primarily include health maintenance organization
(HMO) plans and preferred provider organization (PPO) plans; however,
point-of-service (POS) plans, exclusive provider organization (EPO) plans, and
other types of health benefit plan delivery systems may be reporting on their
quality and performance metrics in combination with either their parent HMO
or PPO, depending on the licensure and structure of the delivery system.

This report highlights areas of health care where health benefit plans had
average and above-average performance, and areas that need improvement.
In addition, performance rates on each measure and indicator are determined
for each health benefit plan. Three comparison points are provided for each
measure or indicator when available: the Maryland Average Benchmark
(MAB), the National Average Benchmark (NAB) and the National Top
Performers (NTP) benchmark. A relative rate comparison for the Maryland
Average Benchmark is also presented for each measure and indicator through
a three-star rating system, with more stars indicating a better performance
for the individual health benefit plan. Specifically, health benefit plans that
perform significantly better than the Maryland average achieve three stars.
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Those that perform at a level equivalent to the Maryland average achieve two
stars, and those that perform worse achieve only one star.

As you read this report, you may notice some health benefit plans with a

Not Applicable or “NA” designation. When the total eligible population

for a clinical measure is less than 30 members, or when the total number

of responses for a member experience survey measure is fewer than 100
responses, a performance score of NA is assigned because it is impossible
to produce a statistically significant rate with such a small amount of member
participation. Rarely, a measure may receive a No Benefit or “NB” designation
when the health benefit plan does not offer a particular health benefit to
members. Additionally, some measures may receive a Not Reportable

or “NR" designation when the auditor deems the rate to be biased due

to incomplete data. When producing the Maryland Average Benchmark,
National Average Benchmark or National Top Performers benchmark, any
measure with a NA, NB, or NR assigned designation was not included in the
benchmark calculations.

Using the detailed performance information, as well as information on
Maryland and National benchmarks, plus the consumer-friendly three-star
rating system presented in this report, supports consumers as they make
more informed health choices, particularly in the selection of a health benefit
plan with the best quality of care specific to their needs. The consumer can
select the appropriate category of quality and performance comparisons
based on individual criteria and level of importance. For example, a parent
with adolescent children may find the category of “Primary Care and Wellness
for Children and Adolescents” to be more important than “Primary Care

for Adults.”

Helpful information on managing chronic conditions and maintaining
wellness is also included and can bring multiple benefits, including a longer
lifespan, fewer illnesses and an overall improved quality of life. As with all
reports, caution needs to be applied in interpreting the performance results,
especially when the interpretation of a health benefit plan’s quality is based
on areas of importance to the reader.

MHCC Comprehensive Quality Report 2015 4 4 }




- -

L

Health Benefit Plan
Delivery Systems

ealth Maintenance Organization

(HMO) plans, Preferred Provider

Organization (PPO) plans, Point-Of-
Service (POS) plans, and Exclusive Provider
Organization (EPO) plans, all have distinct
features. These features are summarized in
the table on the right, and typically fall into
three main categories that are of importance
to consumers: (1) Primary Care Providers, (2)
Referrals to specialty care providers, and (3)
Out-of-pocket costs, which includes annual

Primary Care
Providers
(PCPs)

Referrals to
specialty care

premium and cost sharing. GRS

It should be noted that behavioral health

care services are provided through the "

health benefit plan’s own provider network g :r"e"m“?t!ms
or through a contractual arrangement with -

a behavioral health care services vendor. § Cost
Members have access to these services wg' ghatng
based on the benefits package linked to g

their contract. These behavioral health care
services include mental health services as
well as services for mood, behavioral and
addictive disorders.

Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Features of the Various Types of Health Benefit Plan Delivery Systems

Members must choose an
in-network PCP to manage
their care.

For some plans the PCP and
all medical personnel work
directly for the HMO at one
of its medical facilities, so it

is necessary to live or work in
close proximity to the medical
facility(ies).

Members need a referral from
their PCP to see a specialist
and other providers, although
some HMOs no longer require
referrals.

Annual premiums tend
to be lower than POS and
PPO plans.

Cost sharing: Fixed co-
payments with no annual
deductible or coinsurance.

As long as you see your PCP
or have an authorized referral
to another provider, your
out-of-pocket cost is usually a
relatively small copayment per
visit. But if you choose to go
to another provider without a
referral—whether or not the
providers are in the HMO net-
work—you'll have to pay 100%
of the provider’s bills. The

exceptions are true emergency

situations for which you are
covered by the plan.

Depending on the plan,
members may need to
choose an in-network PCP
to manage their care.

Referrals may be needed to
seek care from specialists or
other providers.

Members may choose
between PCP referral to an
in-network specialist or they
may choose to see an out-
of-network specialist.

Annual premiums tend to
fall between HMO and
PPO plans.

Cost sharing: Fixed co-
payments for in-network
services; deductibles and
coinsurance may apply to
in-network services and
out-of-network services;
higher costs associated with
out-of-network services.

You pay least when you
receive services from

your PCP or through an
authorized referral to
another in-network
provider. But unlike an
HMO, you may opt out of
the network. If you opt out
you'll be responsible for
paying a higher percent of
the provider’s bill.

Members are not required
to have a PCP to manage
their care.

Members may choose an
in-network PCP or out-of-
network PCP to manage
their care.

No referrals are needed to
seek care from specialists or
other health care providers.

Other than physician office
visits and emergency care,
services must usually be
authorized by the PPO
before members

receive them.

Annual premiums tend to
be higher than HMO and
POS plans.

Cost sharing: Fixed co-
payments for in-network
services; deductibles and
coinsurance may apply to
in-network services and out-
of-network services.

A PPO plan encourages

you to choose doctors,
hospitals, and other
providers that participate

in the plan. They do this by
increasing the portion of the
bill they pay if you stay “in-
network.” You may choose
to go “out-of-network” at
any time, but if you do, you'll
have to pay a higher percent
of the provider’s bill.

| Topc | Wm0 | __pes___ | PO | _ EO |

Depending on the

plan, members may need to
choose an in-network PCP
to manage their care.

Referrals may be needed to
seek care from specialists or
other in-network providers.

Members must choose
in-network providers if they
have a need for a specialist.

Some plans may allow
referrals to out-of-network
providers in emergency
situations.

Annual premiums
tend to be lower
than PPO plans.

Cost sharing: Fixed co-
payments for in-network
services; deductibles and
coinsurance may apply to
in-network services and
out-of-network services,
if allowed.

In choosing an EPO, it is
important to make sure
that the program includes
enough providers to match
your needs.

In most EPO plans, as with
an HMO, if you choose to
go out-of-network, you'll
have to pay 100% of the
provider’s bills.

Sources: Maryland Department of Budget and Management, Health Benefits; National Association of Insurance Commissioners;
and Healthcare.gov

#*

MARYLAND
HEALT
C

MHCC Comprehensive Quality Report 2015 5 4 >



Healthcare.gov

[ ]
> 4

%‘ - Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Health Benefit Plan Accreditation Information

ccreditation is another way of assessing health benefit plan quality

and performance via an independent, external assessment of quality

and performance by a review organization. National Committee for
Quality Assurance (NCQA), URAC (formerly known as the Utilization Review
and Accreditation Commission) and Accreditation Association of Ambulatory
Health Care (AAAHC) all accredit the health benefit plans and managed
behavioral healthcare organizations (MBHOs) in this report. Each health
benefit plan and MBHO in this report voluntarily obtained one or more types
of accreditation through NCQA, URAC or AAAHC.

NCQA Accreditation

The NCQA accreditation program evaluates how well an organization
manages its delivery system—physicians, hospitals, other providers, and
administrative services—for continuous improvement of the health care

it delivers to members. A team of physicians and managed care experts
conducts on-site and off-site evaluations. The team reviews grievance
procedures, physician evaluation and care management processes,
preventive health efforts, medical record keeping, quality and performance
improvement, and quality and performance on key aspects of clinical care,
such as immunization rates.

NCQA assigns one of the following five accreditation levels, based on an
organization’s performance:

Excellent: NCQA awards its highest accreditation status of Excellent to
organizations with programs for service and clinical quality and performance
that meet or exceed rigorous requirements for consumer protection and
quality and performance improvement. HEDIS® and CAHPS® results are in the
highest range of national performance.

Commendable: NCQA awards a status of Commendable to organizations with
well-established programs for service and clinical quality and performance
that meet rigorous requirements for consumer protection and quality and
performance improvement.
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Accredited/Full: NCQA awards a status of Accredited/Full to organizations
with programs for service and clinical quality and performance that meet
basic requirements for consumer protection and quality and performance
improvement. Organizations awarded this status must take further action to
achieve a higher accreditation status.

Provisional: NCQA awards a status of Provisional to organizations with
programs for service and clinical quality and performance that meet some,
but not all, basic requirements for consumer protection and quality and
performance improvement. Organizations awarded this status need to
take significant action to improve their processes and achieve a higher
accreditation status.

Interim: NCQA awards a status of Interim to organizations with basic
structures and processes in place to meet expectations for consumer
protection and quality improvement. Organizations awarded this status will
need to undergo a new review within 18 months to demonstrate they have
executed those processes effectively.

Denied: NCQA denies accreditation to organizations whose programs
for service and clinical quality and performance did not meet NCQA
requirements during the accreditation survey.

NCQA MBHO Accreditation

The NCQA Managed Behavioral Healthcare Organization (MBHO)
accreditation program is closely aligned with the NCQA health benéefit plan
accreditation program and has four levels of accreditation: Full, One-Year,
Provisional, and Denied. In 2014, MBHO standards were revised for better
coordination with physical health and accountability through performance
measurement in order to reduce fragmented care, especially for people
with special needs, and to support overall quality improvement. The MBHO
accreditation program requires MBHOs to annually monitor and evaluate

at least two preventive behavioral health care screenings and educational
interventions offered to their covered population. The categories of

MHCC Comprehensive Quality Report 2015 6 4 }




preventive interventions listed in the standards are adapted from the Institute
of Medicine's Reducing Risks for Mental Disorders: Frontiers for Preventive
Intervention and Research (1994). This publication lists a number of illustrative
preventive interventions for the various age and population categories.

URAC Accreditation

URAC's accreditation standards provide a comprehensive assessment of
organization quality and performance that applies to health care systems
which provide a full range of health care services, such as HMO health
benefit plans and fully integrated PPO health benefit plans. Standards
include key quality and performance benchmarks for network management,
provider credentialing, utilization management, quality and performance
improvement, as well as consumer protection.

Organizations applying for accreditation participate in a review process
involving several phases. The initial phase of the accreditation process
consists of completing the application forms and supplying supporting
documentation. The remaining three phases cover a period of approximately
four to six months and include a desktop review phase, on-site review phase,
plus a committee review phase. During the review process, the reviewer
analyzes the applicant’s documentation with regard to URAC standards.

URAC assigns one of the following three accreditation levels based on an
organization’s quality and performance:

Full: URAC awards an accreditation status of Full to organizations that
successfully meet all requirements. Full accreditation is for two years. An
accreditation certificate is issued to each company site that participates in the
accreditation review. As a condition of accreditation, organizations awarded
Full accreditation must remain compliant with URAC standards during the
two-year accreditation cycle.

#*
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Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Health Benefit Plan Accreditation Information (continued)

Conditional: URAC awards an accreditation status of Conditional to
organizations that have appropriate documentation but did not completely
implement certain policies or procedures before achieving full compliance.
URAC requires organizations with Conditional accreditation to demonstrate
full compliance and move to Full accreditation status within six months.

Provisional: URAC awards an accreditation status of Provisional to
organizations that complied with all standards but had not been in operation
long enough (less than six months) at the time of the onsite review to
demonstrate full compliance. URAC requires organizations with Provisional
accreditation to demonstrate full compliance of standards to meet Full
accreditation status within six months.

Other: Organizations that cannot meet URAC standards may be placed on
corrective action status, may be denied accreditation, or may withdraw.

URAC MBHO Accreditation

Like other integrated health care delivery systems, MBHOs may undergo a
full review of their operations or have individual components reviewed for
accreditation. URAC's accreditation standards assess an organization and
assign an accreditation level based on quality and performance on defined
standards. The accreditation process consists of the multi-phase review
described in the previous section. A range of accreditation programs is
available through URAC, permitting review of a segment of organization
operations. The Health Utilization Management and Case Management
standards are examples of accreditation modules that managed care plans
(such as MBHOs) select to demonstrate that they have the appropriate
structures and procedures to promote quality care when making medical
necessity determinations.
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AAAHC Accreditation

The Accreditation Association for Ambulatory Health Care (AAAHC) health
benefit plan accreditation standards outline expectations for health benefit
plans that include key areas of member rights, responsibilities, and protection;
governance and administration; network adequacy and credentialing; care and
case management; quality improvement programs including benchmarking
and risk management; clinical record-keeping; health education and
promotion; and environment of care and safety. The standards highlight the
expectations and requirements and include specific review guidelines that
outline how the health benefit plan can ensure its ability to meet the standard.

The survey process includes submission of an application that provides
details about the health benefit plan and its lines of business, an on-site
evaluation of organizational processes and programs, site visits to selected
provider locations determined in conjunction with the health benefit plan
to showcase delivery processes, and committee evaluation to determine
accreditation status.

Each accreditation survey is tailored to the type, complexity, and range of
services offered by the organization seeking accreditation. The five types of
accreditation surveys include the following:

Initial Accreditation Surveys: Initial accreditation surveys are conducted for
organizations that are not currently accredited by AAAHC.

Re-Accreditation Surveys: Re-accreditation surveys are conducted for
organizations that are currently AAAHC-accredited and seek continuation
of accreditation.

Interim Surveys: Interim surveys are conducted for organizations that are
currently AAAHC-accredited and for which oversight is required to assess
ongoing compliance with the accreditation standards. The organization will
be informed of the need for an interim survey following review of the Plan For
Improvement (PFI).

Random Surveys: To support ongoing AAAHC quality improvement
initiatives, an accredited organization may be selected for a random survey
from nine to thirty months after an accreditation survey. Organizations are
selected to participate in unannounced random surveys on a proportionate
basis across settings and geographic areas.

#*

MARYLAND
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Health Benefit Plan Accreditation Information (continued)

Discretionary Surveys: Discretionary surveys are conducted “for cause,” when
concerns have been raised about an accredited organization’s continued
compliance with the standards. An accredited organization may undergo a
discretionary survey at any time, without advance notice, and at the discretion
of AAAHC.

The length of the on-site visit and the number of surveyors sent to conduct
an accreditation survey is based on size of health benefit plan membership,
the number of lines of business, and a review of the information provided

in the Application for Survey and supporting documents submitted by

the organization. Plans meeting all AAAHC accreditation standards will be
awarded a three-year accreditation certificate. At any time during this three
year period, the accreditation status can be revoked or revised based on the
results from an interim, random or discretionary survey that may occur.

Full Accreditation: AAAHC awards a Full Accreditation status for a period of
three years to organizations that successfully meet all requirements.

Provisional Accreditation: AAAHC awards a Provisional Accreditation

status to any organization that fails to meet all minimum requirements for
accreditation. Any organization with a Provisional Accreditation is required to
comply with a follow-up survey that includes an additional on-site evaluation.
The follow-up survey is required either six months or one year after the initial
survey. A PFI may be required from the health benefit plan.

AAAHC MBHO Accreditation

The AAAHC health plan accreditation program provides for accreditation

of behavioral health plans and dental health plans through the application
of additional specific behavioral health or dental standards and review
guidelines. AAAHC's evaluation process evaluates the MBHO's performance
based on five levels (fully, substantially, partially, minimally, and non-
compliant) and accreditation awards include fully accredited or accredited
with a required PFl and follow-up survey. Plans meeting all AAAHC
accreditation standards will be awarded a three-year accreditation certificate.
At any time during this three year period, the accreditation status can

be revoked or revised based on the results from an interim, random or
discretionary survey that may occur.
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Performance Summary Against Maryland and National Benchmarks

Quality and Performance Measure Summaries

The table below provides a summary of clinical performance measures and
indicators, as well as an account of how many of the Maryland health benefit
plans had quality and performance scores equivalent to or better than

the Maryland average, performance scores at or better than the National
average, and performance scores at or better than the top ten percent
nationally. Notes specific to each measure, where appropriate, are provided.

Maryland Average Benchmark (MAB): The Maryland Average Benchmark is
an average of the rates as reported to NCQA for the health benefit plans in
this report. The average is calculated for seven HMOs and authorized HMO
combinations such as HMO/POS plan combinations and eight PPOs and
authorized PPO combinations such as PPO/EPO plan combinations. If a health
benefit plan reported: NA, indicating Not Applicable due to an insufficient
eligible population (e.g., <30 members, or <100 survey respondents) to
calculate a rate; NB, indicating No Benefit offered by the health benefit plan;
or NR, indicating Not Reportable performance results due to bias in the
data; then the NA, NB and NR performance results were not included in the
calculation of the Maryland Average Benchmark.

National Average Benchmark (NAB): The National Average Benchmark

is an average of the rates as reported to NCQA for all of the health benefit
plans across the United States and its territories. A mean value of each
reported rate is taken from NCQA's HEDIS® Audit Means, Percentiles and

Measures and Indicators

Ratios — Commercial HMO/POS and Commercial PPO Plans, which is released
to the public each year. The NCQA data set gives prior year rates for each
measure displayed as the mean rate and the rate at the 5th, 10th, 25th, 50th,
75th, 90th, and 95th percentiles. NCQA averages the rates of all organizations
submitting HEDIS® performance results gathered through the administrative,
supplemental or hybrid methods. Therefore, the method for calculating the
NAB is the same as that used for calculating the MAB, but on a larger scale.
The NABs used here are based on quality and performance reported in 2014.

National Top Performers (NTP) Benchmark: The National Top Performers
benchmark represents one of the highest performance levels that can

be achieved by health benefit plans. When all of the performance scores
reported to NCQA for a particular measure are compared, the NTP marks
the bar where eighty-nine percent of the health benefit plans had a lower
score and ten percent had a higher score. The NTP is different from the MAB
and NAB, which are averages calculated from all reported performance
scores. The NTP represents a specific placeholder of all scores reported
when they are sorted from lower to higher performance score. It serves as a
clear indication and comparison of the health benefit plan’s performance in
comparison to peers reporting the same product without regard to size of
health benefit plan or geographic service area. A health benefit plan is to be
applauded if they meet or exceed the NTP benchmark.

Note: Due to NCQA licensing restrictions, the numeric NAB and NTP percentile is not
displayed but represented by a line in each of the report’s graphs.

Number of Health Benefit Plans
Scoring At or Better Than the Top
10% Nationally (7-HMO/8-PPO)

Number of Health Benefit Plans
Scoring At or Better Than the

Number of Health Benefit Plans
Scoring Equivalent To or Better Than

the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO)

Carrier Information and Provider Network

Carrier Information and Provider Network Information

No Maryland or National Benchmark Comparisons

continued
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L 3 Performance Summary Against Maryland and National Benchmarks (continued)

Measures and Indicators

Health Care Disparities

Number of Health Benefit Plans Number of Health Benefit Plans Number of Health Benefit Plans
Scoring Equivalent To or Better Than Scoring At or Better Than the Scoring At or Better Than the Top

the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO) 10% Nationally (7-HMO/8-PPO)

Member Information Sources, page 48 6 6 6 6 2 3
Information on Physicians, Physician Office Staff, and Plan Personnel, page 49 3 4 2 3 0 0
Using the Data, page 50 6 7 6 7 2 3
Supporting the Needs of Members With Limited English Proficiency, page 51 6 3 2 2 1 1
Assuring That Culturally Competent Health Care is Delivered, page 52 6 5 6 7 1 2
Evaluating and Measuring the Impact of Language Assistance, page 53 4 4 1 2 1 2
Information Available Through the Online Provider Directory, page 54 6 7 6 7 0 0
Interactive Selection Features for Members Selecting a Physician Online, page 55 5 4 7 8 0 0
Health Assessment Programming, page 56 3 3 7 8 3 3
Primary Care and Wellness for Children and Adolescents

Children and Adolescents Access to Primary Care Providers (12 to 24 months), 5 4 2 4 1 0
page 58

g:gcelr:; and Adolescents Access to Primary Care Providers (25 months to 6 years), 6 4 6 7 0 0
Children and Adolescents Access to Primary Care Providers (7 to 11 years), page 60 6 6 7 8 0 1
Children and Adolescents Access to Primary Care Providers (12 to 19 years), page 61 5 5 5 8 0 0
Well-Child Visits in the First 15 Months of Life (0 visits), page 62 5 4 5 6 1 0
Well-Child Visits in the First 15 Months of Life (6+ visits), page 63 5 5 5 5 1 1
Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life, page 65 6 5 7 7 0 0
Childhood Immunization Status (10 Required Immunizations), page 66 6 6 5 6 2 1
Adolescent Well-Care Visits (1+ Visits), page 67 5 5 7 8 0 0
Immunizations for Adolescents (2 Required Immunizations), page 68 6 5 6 6 1 0
Human Papillomavirus Vaccine for Female Adolescents, page 69 6 5 2 0 2 0

continued

MARYLAND
HEA RE
COMMISSION
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& 3 Performance Summary Against Maryland and National Benchmarks (continued)

Measures and Indicators

Primary Care and Wellness for Children and Adolescents continued

Non-Recommended Cervical Cancer Screening in Adolescent Females, page 70

Weight Assessment and Counseling For Nutrition and Physical Activity for
Children and Adolescents (Body Mass Index), page 71

Weight Assessment and Counseling For Nutrition and Physical Activity for
Children and Adolescents (Nutrition), page 72

Weight Assessment and Counseling For Nutrition and Physical Activity for
Children and Adolescents (Physical Activity), page 73

Follow-Up Care for Children Prescribed ADHD Medication (Initiation Phase), page 74

Follow-Up Care for Children Prescribed ADHD Medication (Continuation Phase),
page 75

Child Respiratory Conditions

Number of Health Benefit Plans Number of Health Benefit Plans Number of Health Benefit Plans
Scoring Equivalent To or Better Than Scoring At or Better Than the Scoring At or Better Than the Top

the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO) | 10% Nationally (7-HMO/8-PPPO)

w

Appropriate Testing for Children With Pharyngitis, page 77

Appropriate Treatment for Children With Upper Respiratory Infection, page 78

Use of Appropriate Medications for Children With Asthma (5 to 11 years), page 79
Use of Appropriate Medications for Children With Asthma (12 to 18 years), page 80
Asthma Controller Medication Ratio Among Children >50% (5 to 11 years), page 81
Asthma Controller Medication Ratio Among Children >50% (12 to 18 years), page 82

Medication Management for Children With Asthma
(5 to 11 years, 50% treatment period compliance), page 83

Medication Management for Children With Asthma
(12 to 18 years, 50% treatment period compliance), page 84

Medication Management for Children With Asthma
(5 to 11 years, 75% treatment period compliance), page 85

Medication Management for Children With Asthma
(12 to 18 years, 75% treatment period compliance), page 86

w W w w o o

4 4 7 1 1
7 3 7 1 2
7 6 7 1 2
7 6 7 1 3
3 1 2 1 0
3 2 1 0 1
5 7 8 2 8
5 6 7 1 0
4 0 1 0 0
4 3 3 0 0
3 1 1 0 0
4 2 3 0 0
3 3 3 0 0
3 2 3 0 1
3 3 3 0 0
2 2 2 0 0
continued
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Performance Summary Against Maryland and National Benchmarks (continued)

Number of Health Benefit Plans Number of Health Benefit Plans Number of Health Benefit Plans
Scoring Equivalent To or Better Than Scoring At or Better Than the Scoring At or Better Than the Top
Measures and Indicators the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO) | 10% Nationally (7-HMO/8-PPPO)

Women'’s Health

Prenatal Care, page 88 6 5 1 5 0 0
Postpartum Care, page 89 6 5 1 4 0
Breast Cancer Screening (52 to 74 years), page 90 6 5 1 6 1 0
Cervical Cancer Screening (21 to 64 years), page 91 6 5 2 5 1 3
Chlamydia Screening (16 to 24 years), page 92 6 6 6 7 1 0

Primary Care for Adults - General Health

Adult’s Access to Preventive/Ambulatory Health Services (20 to 44 years), page 94 5 7 2 4 0 1
Adult’s Access to Preventive/Ambulatory Health Services (45 to 64 years), page 95 6 7 2 7 0 0
Adult’s Access to Preventive/Ambulatory Health Services (65+ years), page 96 6 6 4 5 0 1
Adult Body Mass Index (BMI) Assessment, page 97 6 6 1 6 1 0
Colorectal Cancer Screening, page 98 5 6 3 6 2 0

Primary Care for Adults - Respiratory Conditions

Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis, page 100 7 4 1 2 1 0

Use of Spirometry Testing in the Assessment and Diagnosis

of Chronic Obstructive Pulmonary Disease, page 101 4 E : g ! !
Pharmacotherapy Management of Chronic Obstructive Pulmonary Disease 4 3 4 p 0 0
Exacerbation (Systemic Corticosteroid), page 102

Pharmacotherapy Management of Chronic Obstructive Pulmonary Disease 4 3 2 1 1 1
Exacerbation (Bronchodilator), page 103

Use of Appropriate Medications for Adults With Asthma (19 to 50 years), page 104 4 3 2 4 1 3
Use of Appropriate Medications for Adults With Asthma (51 to 64 years), page 105 4 4 2 5 1 3
Asthma Controller Medication Ratio Among Adults >50% (19 to 50 years), page 106 4 4 2 4 0 2

continued

MHCC Comprehensive Quality Report 2015 12 4 }




% - II. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Performance Summary Against Maryland and National Benchmarks (continued)

Number of Health Benefit Plans Number of Health Benefit Plans Number of Health Benefit Plans
Scoring Equivalent To or Better Than Scoring At or Better Than the Scoring At or Better Than the Top
Measures and Indicators the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO) | 10% Nationally (7-HMO/8-PPPO)

Primary Care for Adults — Respiratory Conditions continued

Asthma Controller Medication Ratio Among Adults >50% (51 to 64 years), page 107 3 3 0 5 0 1
Medication Management for Adults With Asthma (19 to 50 years, 3 3 3 3 0 0
50% treatment period compliance), page 108

Medication Management for Adults With Asthma (51 to 64 years, 4 3 1 3 0 1
50% treatment period compliance), page 109

Medication Management for Adults With Asthma (19 to 50 years, 4 3 3 3 0 0
75% treatment period compliance), page 110

Medication Manag?ment for 'Adults With Asthma (51 to 64 years, 4 3 3 3 0 1
75% treatment period compliance), page 111

Primary Care for Adults - Cardiovascular Conditions and Diabetes

Controlling High Blood Pressure, page 113 6 4 2 4 1 2
Persistence of Beta-Blocker Treatment After a Heart Attack, page 114 3 3 3 5 0 0
Comprehensive Diabetes Care (HbA1c Testing), page 115 5 7 1 2 1 0
Comprehensive Diabetes Care (Poor HbA1c Control >9.0%), page 116 5 6 2 6 0 0
Comprehensive Diabetes Care (Good HbA1c Control <8.0%), page 117 6 6 2 6 0 0
Comprehensive Diabetes Care (Tight HbA1c Control <7.0%), page 118 5 6 0 6 0 0
Comprehensive Diabetes Care (Dilated Eye Exam - Retina), page 119 4 5 3 8 1 1
Comprehensive Diabetes Care (Medical Attention for Nephropathy), page 120 6 6 2 7 1 2
Comprehensive Diabetes Care (Good BP Control <140/90 mm Hg), page 121 6 4 1 4 1 0

continued
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Performance Summary Against Maryland and National Benchmarks (continued)

N

Number of Health Benefit Plans Number of Health Benefit Plans Number of Health Benefit Plans
Scoring Equivalent To or Better Than Scoring At or Better Than the Scoring At or Better Than the Top
Measures and Indicators the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO) | 10% Nationally (7-HMO/8-PPPO)

Primary Care for Adults - Musculoskeletal Disease and Medication Management

Disease-Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis, page 123 4 3 1 2 0 0
Use of Imaging Studies for Low Back Pain, page 124 6 5 3 1 0 0
Annual Monitoring for Patients on Persistent Medications (ACE Inhibitors

5 7 3 7 1 1
or ARBs), page 125
Annual Monitoring for Patients on Persistent Mediations (Digoxin), page 126 4 4 1 0 0 0
Annual Monitoring for Patients on Persistent Medications (Diuretics), page 127 5 6 3 5 0 1

Behavioral Health

Antidepressant Medication Management (Effective Acute Phase), page 129 5 5 7 7 1 1
Antidepressant Medication Management (Effective Continuation Phase), page 130 6 4 6 7 0 1
Follow-Up After Hospitalization for Mental lliness (7 days), page 131 4 3 2 5 0 0
Follow-Up After Hospitalization for Mental lliness (30 days), page 132 4 3 3 4 0 0
Initiation of Alcohol and Other Drug Dependence Treatment (13 to 17 years), page 133 3 3 2 1 0 0
Initiation of Alcohol and Other Drug Dependence Treatment (18+ years), page 134 6 4 0 2 0 0
Engagement of Alcohol and Other Drug Dependence Treatment (13 to 17 years), 3 4 1 2 0 1
page 135
Engagement of Alcohol and Other Drug Dependence Treatment (18+ years),

6 4 2 4 0 2
page 136

continued

MHCC Comprehensive Quality Report 2015 14 4 }




% - II. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Performance Summary Against Maryland and National Benchmarks (continued)

Number of Health Benefit Plans Number of Health Benefit Plans Number of Health Benefit Plans
Scoring Equivalent To or Better Than Scoring At or Better Than the Scoring At or Better Than the Top
Measures and Indicators the Maryland Average (7-HMO/8-PPO) | National Average (7-HMO/8-PPO) 10% Nationally (7-HMO/8-PPPO)

Member Experience and Satisfaction With Health Benefit Plan

Aspirin Discussion, page 138 4 6 Benc“rzark* Benc';lr?wark* Benc’:;ark* Bencﬁsqark*
Flu Vaccinations for Adults (18 to 64 years), page 139 5 5 Bencﬁ;ark* Bencli\:gmrk* Benc’;l;ark* Benc’:;ark*
Call Answer Timeliness, page 140 6 6 5 4 0 3
Getting Needed Care, page 141 5 5 1 2 0 0
Getting Care Quickly, page 142 6 5 1 0 0 0
How Well Doctors Communicate, page 143 6 7 0 2 0 1
Customer Service, page 144 3 NA 0 0 0 0
Claims Processing, page 145 4 4 1 3 0 1
Plan Information on Costs, page 147 5 3 2 3 0 1
Health Promotion and Education, page 148 5 6 3 6 1 1
Coordination of Care, page 149 5 4 1 3 0 0
Rating of All Health Care (Good Overall), page 150 5 5 1 5 0 0
Rating of Personal Doctor (Good Overall), page 151 5 5 2 2 0 0
Rating of Specialist Seen Most Often (Good Overall), page 152 4 4 1 2 0 0
Rating of Health Benefit Plan (Good Overall), page 153 4 5 2 5 0 3

No Benchmark* — No national benchmark available due to significant specification changes for this measure
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Understanding the Dashboard Displays (on Pages 17-22)

he dashboards included in this section contain displays that resemble a

multi-colored radius for HMO and PPO health benefit plan categories.

Each radius provides a quick summary of health benefit plan
performance across selected measures as compared to National Average
Benchmarks. Detailed descriptions to fully explain the measure or indicator
and the rationale for why it is important are provided in Section lll, Health
Benefit Plan Quality and Performance Comparisons. Page numbers are
referenced at the bottom of each dashboard display. When interpreting the
displays, the reader should pay attention to the health plan benefit plans
listed on the radius in color with an asterisk, which indicates performance at
or better than the National Average Benchmark. There are a total of seven
HMOs and authorized HMO combination health benefit plans, as well as
eight PPOs and authorized PPO combination health benefit plans. Below is
a display that depicts what a dashboard would look like if all health benefit
plans are performing at or better than the National Average Benchmark.

Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Understanding the Graphic Data Displays (on Pages 48-153)

Contained in this report are graphs that track the health benefit plans’

2015 performance on each quality measure. Along with individual plan
performance rates, each graph depicts Maryland and National benchmarks,
plus relative performance rates that use a three-star rating system. A legend
is also included on each graph (see example below). The health benefit

plan quality and performance information will assist consumers in making
informed choices, particularly in the selection of a health benefit plan that
could provide care specific to their needs. For example, a parent may be
more concerned with plan performance in the category of Primary Care and
Wellness for Children and Adolescents. A single consumer may focus on
other areas of importance to their continued health and wellbeing, such as
Women's Health, or Primary Care for Adults - Cardiovascular Conditions and
Diabetes. If the consumer is interested in plan performance over time on a
particular measure or measures, Appendix B of this report contains up to
three years of performance data as a reference.

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

More stars indicate better health
benefit plan performance.

The stars represent the relative
comparisons between the health
benefit plans and the Maryland
Average Benchmark.

BENCHMARKS

—— MAB MARYLAND AVERAGE BENCHMARK
—— NAB NATIONAL AVERAGE BENCHMARK
—— NTP NATIONAL TOP PERFORMERS

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members (fewer than 30) to calculate a rate
for a HEDIS® measure, or insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for the given measure

NR - Performance results are not reported due to bias in the data from the health

benefit plan

NDA - No data available for the year specified due to the measure not being required for
quality reporting in the given year
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Excellent Performance Areas

aryland’s health benefit plans

are maintaining a track record

of good performance across
many of the measures and indicators being
evaluated. However, out of the five categories
of clinical performance measures and indicators
[1) Primary Care and Wellness for Children and
Adolescents, 2) Child Respiratory Conditions, 3)
Women'’s Health, 4) Primary Care for Adults, and
5) Behavioral Health], Maryland's health benefit
plans demonstrate excellent performance on
several measures within four categories:

1. In the category Primary Care and Wellness
for Children and Adolescents, the results
show that health benefit plans are maintaining
a focus on services to children and
adolescents. Children 25 months to 11 years
of age have good access to primary care
providers. In addition, children 3 to 6 years
of age, as well as adolescents and young
adults 12 to 21 years of age, receive at least
one well-child visit each year. The results
also show that the majority of plans ensure
children and adolescents receive appropriate
counseling for nutrition and physical activity.

NOTE: Maximum score is 7 for the HMOs and authorized
HMO combination health benefit plans and 8 for the PPOs
and authorized PPO combination health benefit plans.

#*

MARYLAND
HEALTH
COMM N

Maryland Health Benefit Plans Performing At or Better Than the National Average Benchmark
(Displayed in color, with asterisk).

Primary Care and Wellness for Children and Adolescents

Children and Adolescents Access to Primary Care Adolescent Well-Care Visits (1+ Visits)
Providers (25 months to 6 years)

HMO PPO
*

PPO

HMO
. *
*
* *
p <.\\°\& % *

&

&

oy o e Yl
- “eu\“““ *
U

= Adolescents and young adults aged 12 to 21 years in 2014
Children aged 25 months to 6 years in 2014 who had a visit who had at least one comprehensive well-care visit with
with a primary care provider during 2014 a primary care provider or an obstretrician/gynecologist
(OB/GYN) during 2014

See details on page 67

See details on page 62

Children and Adolescents Access to Primary Care Providers Counseling for Nutrition
(7 to 11 years) HMO PPO
*

*

*

A o
o
o <
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Children and adolescents aged 3 to 17 years in 2014 who
Children aged 7 to 11 years in 2014 who had a visit with a had an outpatient visit with a primary care provider or
primary care provider during 2014 or 2013 obstetrician/gynecologist (OB/GYN) and whose counseling
See details on page 68 for nutrition was documented in 2014

See details on page 72

Well-Child Visits In 3, 4, 5, 6 Years of Life (1+ Visits) Counseling for Physical Activity
HMO PPO HMO PPO
* E3 . * * * o
* *
> i
%, Y ¢ 7 " *
%"”oc q“&@b * 5 *
| < ** * — o *
Children aged 3 to 6 years in 2014 who received one or Children and adolescents aged 3 to 17 years in 2014 who
more well-child visits with a primary care provider had an outpatient visit with a primary care provider or
during 2014 obstetrician/gynecologist (OB/GYN) and whose counseling

for physical activity was documented in 2014

See details on page 65
See details on page 73
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2. In the category Child Respiratory
Conditions, the results show that health
benefit plans are appropriately using strep
testing to diagnose and treat children with
pharyngitis and are not inappropriately
prescribing antibiotics for upper respiratory
infections which are typically not bacterial
in nature.

3. In the category Women's Health, the results
show that the majority of the health benefit
plans are appropriately screening women
for chlamydia infection which can lead to
infertility if left untreated.

NOTE: Maximum score is 7 for the HMOs and authorized
HMO combination health benefit plans and 8 for the PPOs
and authorized PPO combination health benefit plans.

Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Excellent Performance Areas (continued)

Maryland Health Benefit Plans Performing At or Better Than the National Average Benchmark
(Displayed in color, with asterisk).

Child Respiratory Conditions Women's Health

Appropriate Testing for Children With Pharyngitis Chlamydia Screening
PPO HILIIO PPO
* *

*
\ * ; *

o Y\ & s N
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cohea™® & mcore *

Graned® Gnedtieat

* * \
* \

Women aged 16 to 24 years in 2014 who were identified as
sexually active and who had a least one test for chlamydia
during 2014

See details on page 92

Children and adolescents aged 2 to 18 years in 2014 who
received a group-A streptococces (strep) test before
being diagnosed with pharyngitis and then being given an
appropriate prescription for an antibiotic during 2014

See details on page 77

Appropriate Treatment for Children
With Upper Respiratory Infection
PPO

* *

&

yy *

Infants, children, and adolescents aged 3 months to

18 years in 2014 who were given a diagnosis of upper
respiratory infection, and were appropriately not given an
antibiotic prescription within 3 days of their visit

See details on page 78

githeore &
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Excellent Performance Areas (continued)

4. In the category Behavioral Health, the Maryland Health Benefit Plans Performing At or Better Than the National Average Benchmark
results show that health benefit plans are (Displayed in color, with asterisk).
doing more to ensure that adults, age 18 and Behavioral Health
older who are diagnosed with depression Antid + Medication M . o A ;
. . . ntidepressant Medication Managemen ntidepressant Medication Managemen
are appropriately prescribed antidepressant (Effective Acute Phase) (Effective Continuation Phase)

medications for at least 12 weeks and, where
required, continued on the medication for at
least 6 months.

HMO PPO*

NOTE: Maximum score is 7 for the HMOs and authorized
HMO combination health benefit plans and 8 for the PPOs
and authorized PPO combination health benefit plans.

e . * .
x \ *
““‘“‘m¢u\\\|¢n“ “.\'\te"““‘“\“n‘e

Adults aged 18 years and over in 2014 with a diagnosis Adults aged 18 years and over in 2014 with a diagnosis
of major depression who were newly treated with of major depression who were newly treated with
antidepressant medication, and who remained on an antidepressant medication, and who remained on an
antidepressant medication for at least 12 weeks antidepressant medication for at least 6 months

See details on page 129 See details on page 130
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Areas That Need Improvement

verall, the health benefit plans continue

to perform well when compared to the

national average. However, there are
several items within four out of the five categories
of clinical performance measures and indicators
[1) Primary Care and Wellness for Children and
Adolescents, 2) Child Respiratory Conditions,
3) Women's Health, 4) Primary Care for Adults,
and 5) Behavioral Health], where Maryland'’s health
benefit plans demonstrate poor performance and
improvement is needed on several measures within
four categories.

1. In the category Primary Care and Wellness for
Children and Adolescents, the results show
that health benefit plans need to focus more on
conducting human papillomavirus vaccination
for female adolescents and on providing
appropriate follow-up care for children
prescribed Attention Deficit Hyperactivity
Disorder (ADHD) medication.

2. In the category Child Respiratory Conditions,
the results show that health benefit plans
need to improve care for children with asthma,
particularly with regard to asthma medications
and treatment compliance.

NOTE: Maximum score is 7 for the HMOs and authorized
HMO combination health benefit plans and 8 for the PPOs
and authorized PPO combination health benefit plans.

Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Maryland Health Benefit Plans Performing At or Better Than the National Average Benchmark

(Displayed in color, with asterisk).

Primary Care and Wellness for Children and Adolescents

Human Papillomavirus Vaccine
for Female Adolescents

HMO PPO

5 s 3
“,

s %""*:9‘»
DI

Female adolescents, who turned 13 years of age
during 2014 and who had three doses of the human
papillomavirus (HPV) vaccine by their thirteenth birthday

See details on page 69

Follow-Up Care for Children Prescribed
ADHD Medication (Initiation Phase)
HMO PPO

N | NN I«
\ o
o S A N\

Children aged 6 to 12 years that were newly prescribed
ADHD medication who also had one follow-up visit during
the initial 30 days of when the first ADHD medication

was prescribed

See details on page 74

Follow-Up Care for Children Prescribed
ADHD Medication (Continuation and Maintenance Phase)

HMO PPO
* *

£
AW/ » S & ¢
o, o/ ety o
L e e e
Children aged 6 to 12 years that were newly prescribed
ADHD medication, who remained on the medication for
at least a seven month period and who, in addition to the

visit in the Initiation Phase, had at least two follow-up visits
within 9 months after the 30-day Initiation Phase ended

See details on page 75

*

Child Respiratory Conditions

Use of Appropriate Medications for Children With
Asthma (5 to 11 years)

HMO . PPO
z £
i § H
E‘a ;¢ %g* i &
l‘”‘% g M&*‘ %’%%%& "’5\
Aetng %Q%' — feote Aetng 4 paned Mﬂt

Children aged 5 to 11 years in 2014 who were identified

as having persistent asthma and who were appropriately
prescribed asthma controller or reliever/rescue medication
during 2014 See details on page 79

Asthma Controller Medication Ratio Among Children
>50% (5 to 11 years)
PPO

HMO .
< .
N ; ¥4 s, i ¢
s, SN o
Aetng %Q%, | f::\‘.w' Aetng N et

Children aged 5 to 11 years in 2014 who were identified

as having persistent asthma and had a ratio of controller
medications to total asthma medications of 0.50 or greater
during 2014

See details on page 81

Medication Management for Children With Asthma
(12 to 18 years, 75% treatment compliance)

HMO

o

Adolescents aged 12 to 18 years in 2014 who were
identified as having persistent asthma, were given a
prescription for an appropriate medication including an
asthma controller or reliever/rescue medication, and who
remained on that medication for at least 75 percent of the
remaining days in 2014  See details on page 86
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3. In the category Primary Care for Adults, the
results show that health benefit plans have
room to improve on specific measures related
to respiratory conditions, cardiovascular
conditions and diabetes, as well as
musculoskeletal disease and medication
management. Central to the management
of members with diabetes, health benefit
plans not only need to closely monitor blood
sugar levels through HbAlc testing but they
also need to achieve good blood pressure
control among members with diabetes.

NOTE: Maximum score is 7 for the HMOs and authorized
HMO combination health benefit plans and 8 for the PPOs
and authorized PPO combination health benefit plans.

Il. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

Areas That Need Improvement (continued)

Maryland Health Benefit Plans Performing At or Better Than the National Average Benchmark

(Displayed in color, with asterisk).

Primary Care for Adults—-Cardiovascular

Primary Care for Adults-Respiratory Conditions Conditions and Diabetes

Avoidance of Antibiotic Treatment
in Adults With Acute Bronchitis

HMO PPO
s

g
%
“on, o
- %"'g o

Adults aged 18 to 64 years in 2014 with a diagnosis of
acute bronchitis who were appropriately not given an
antibiotic prescription unless needed

See details on page 100

*

N

Pharmacotherapy Management of Chronic Obstructive
Pulmonary Disease Exacerbation (Bronchodilator)

HIO PPO
g f
i
- %
“—

o
%,

R\ yanedbea™
Adults aged 40 years and over in 2014 who had an acute
inpatient discharge or emergency department encounter
for a Chronic Obstructive Pulmonary Disease (COPD)
exacerbation on or between January 1st and November
30th, 2014, and who were given a prescription for a
bronchodilator within 30 days of the COPD event

See details on page 103

AN

Comprehensive Diabetes Care

(HbAIc Testing)
HMO PPO*
- W /L
“, o e, )\
Aetng %‘@ / :::\\.ﬂ“"’ © Aetng %% w““\\-d"“‘“

Adults aged 18 to 75 years in 2014 with diabetes (type 1
and type 2) who had an HbA1c test during 2014

See details on page 115

Comprehensive Diabetes Care
(Good BP Control <140/90 mm Hg)

HMO PPO

guadtes™

Adults aged 18 to 75 years in 2014 with diabetes (type 1
and type 2) who had their blood pressure assessed and
demonstrated good blood pressure control <140/90 mm
Hg, during 2014

See details on page 121
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-« ==- II. HEALTH BENEFIT PLAN INFORMATION AND OVERVIEW

4. In the category Behavioral Health, the results
show that health benefit plans must do better
to meet the needs of adolescent and adult
members requiring treatment for alcohol and
other drug dependence.

NOTE: Maximum score is 7 for the HMOs and authorized
HMO combination health benefit plans and 8 for the PPOs
and authorized PPO combination health benefit plans.

Areas That Need Improvement (continued)

Maryland Health Benefit Plans Performing At or Better Than the National Average Benchmark

(Displayed in color, with asterisk).

Primary Care for Adults—Musculoskeletal
Disease and Medication Management

Disease-Modifying Anti-Rheumatic Drug Therapy
for Rheumatoid Arthritis

HMO PPO

\ e
A *«n,‘, oy
- w‘““"m‘*""" *

Adults aged 18 years and over in 2014 who were
diagnosed with rheumatoid arthritis (RA) and who were
given a prescription for at least one Disease Modifying
anti-Rheumatic Drug (DMARD) in 2014. DMARDs are
medications proven effective in slowing or preventing
joint damage as opposed to just relieving pain and
inflammation.

See details on page 123

Annual Monitoring for Patients on Persistent
Medications (Digoxin)

HMO

N : I s, Ve
- N
Aetng %'Q% °:::,..\M°“ Aetng K e

Adults aged 18 years and over in 2014 who received at
least 180 treatment days of ambulatory medication therapy
with digoxin during 2014 and had at least one therapeutic
monitoring event for the digoxin agent in 2014

See details on page 126

LR

Behavioral Health

Initiation of Alcohol and Other Drug Dependence
Treatment (13 to 17 years)
HMO . PPO

Y s, |f ¢
“n, o 3 o
“'Q"t :::W' 4":%%% e

Adolescents aged 13 to 17 years in 2014 with a new episode of
Alcohol and Other Drug (AOD) dependence, whose treatment was
initiated through an inpatient AOD admission, outpatient visit,
intensive outpatient encounter, or partial hospitalization within 14
days of the diagnosis See details on page 133

Initiation of Alcohol and Other Drug Dependence
Treatment (18+ years)

HMO _PPO
= z
S & & H
] f A AP
L %
Aetng “D“Mw Aetng ‘M.‘W

Adults aged 18 years and over in 2014 with a new episode of
Alcohol and Other Drug (AOD) dependence, whose treatment was
initiated through an inpatient AOD admission, outpatient visit,
intensive outpatient encounter, or partial hospitalization within 14
days of the diagnosis See details on page 134

Engagement of Alcohol and Other Drug Dependence
Treatment (13 to 17 years)
HMO PPO

*

£

i ¢
VAW 100
\In““:‘M b - panedes™

Adolescents aged 13 to 17 years in 2014 with a new episode of
Alcohol and Other Drug (AOD) dependence, whose treatment was
initiated through an inpatient AOD admission, outpatient visit,
intensive outpatient encounter, or partial hospitalization within 14
days of the diagnosis and who had two or more additional services
within 30 days of the initiation visit See details on page 135

)
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%
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network

Several major commercial health insurance carriers
operating in Maryland are required to annually report on
their health benefit plans’ quality and performance results

to the Maryland Health Care Commission. For reporting
purposes, all plans fall into one of two categories, either
Health Maintenance Organization (HMO) plans or Preferred
Provider Organization (PPO) plans. Also, a carrier with
multiple health benefit plans may be authorized to combine
their plan reporting depending on how the plan is licensed
and structured, and how services are delivered to members.
These plans may be structured according to any of a number
of delivery systems, not only HMO and PPO, but also Point
of Service (POS) plans, Exclusive Provider Organization

(EPO) plans, or other plans offered through any other

type of delivery system. Following is a list of Maryland'’s
reporting plans with the delivery systems they are authorized

to combine:
Health Maintenance Organizations (HMOs) Preferred Provider Organizations (PPOs)
» Aetna (HMO/POS) P Aetna (PPO/EPO)
P CareFirst BlueChoice (HMO/POS) p  CareFirst CFMI (PPO/EPO)
» Coventry (HMO/POS) P CareFirst GHMSI (PPO)
P Kaiser Permanente (HMO/POS) p» Cigna (PPO/PQOS)
p MD-IPA (HMO/PQS) p» Coventry (PPO)
P> Optimum Choice (HMO/POS) p KPIC (PPO)
» UnitedHealthcare (HMO) » MAMSI (PPO)
P UnitedHealthcare (PPO/POS/EPO)
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network

TOTAL BEHAVIORAL HEALTH CARE
PLAN OVERVIEW
PROVIDERS (MARYLAND)
HMO: Aetna (HMO/POS Combined) Psychiatrists 623 637
Plan Name .
PPO: Aetna (PPO/EPO Combined)
Physicians, Certified in Addiction Medicine 3 2
HMO: Aetna Health, Inc. (Pennsylvania) — Maryland
Legal Name PPO: Aetna Life | C MD/DC
: Aetna Life Insurance Company ( ) Psychologists 459 461
MHBO Name Aetna Behavioral Health Pennsylvania Social Workers 1.420 1.447
1-800-US-AETNA (1-800-872-3862) Licensed Social Work Associates 0 0
Contact Information 7 days a week, 7:00 am-7:00 pm
www.aetha.com
Nurse Psycho-therapists 123 130
Tax Status and Ownershi Aetna HMO is a for-profit HMO with POS
X wi i .
“ P | petna PPOIis a for-profit PPO and EPO Nurse Practitioners 0 0
HMO: “Accredited” NCQA Accreditation (exp. 2015) Registered Nurses 0 0
Accreditation Status PPO: "Accredited” NCQA Accreditation (e.xp.. 2017)
HMO & PPO: “Full” NCQA MBHO Accreditation Licensed Therapists and Counselors 861 912
(exp. 2016)
Alcohol and Drug Counselors 31 32
Check out Aetna’s “Healthier Living Resources” under the
Wellness Quality Initiatives  “Individuals & Families” tab.
www.aetnha.com TOTAL BEHAVIORAL HEALTH CARE PROVIDERS 3,520 3,621
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

aetna
Aetna: Specialty by County - Frequency in Maryland
County/
Jurisdiction

Allegany 1 100% 13 69% 4 100% 3 67% 2 100% 4 100% 54 83% 5 0%
Anne Arundel 470 83% 613 73% 172 99% 258 90% 8 88% 46 83% 3,104 82% 440 0%
Baltimore 636  87% 1497  76% 300 100% 257  88% 49 84% 219  80% 8,300 80% 820 0%
Baltimore City 354 89% 1,896 74% 405 99% 646 83% 54 63% 291 76% 8,419 75% 381 0%
Calvert 21 67% 76 70% 18 100% 17 82% 1 100% 9 89% 673 84% 86 0%
Caroline 6  100% 0 0% 0 0% 0 0% 0 0% 0 0% 24 88% 1 0%
Carroll 73 93% 88  48% 48  96% 41 85% 2 50% 28 68% 1,422 81% 203 0%
Cecil 48 77% 25 84% 23  100% 21 86% 0 0% 10 70% 146 68% 81 0%
Charles 93  83% 104  66% 18 100% 47 72% 1 100% 3 67% 553 80% 69 0%
Dorchester 1 100% 3 100% 4  100% 3  100% 0 0% 9 100% 43 70% 8 0%
Frederick 106  91% 99  65% 64  89% 161  95% 2 100% 41 83% 1,018 77% 180 0%
Garrett 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 16 88% 1 0%
Harford 165 ~ 84% 218  74% 48 100% 92  84% 2 100% 25  92% 1907 80% 247 0%
Howard 109 86% 308 69% 100 99% 91 87% 7 71% 68 87% 1,707 76% 325 0%
Kent 3 100% 17 88% 5 100% 2 100% 0 0% 0 0% 274 82% 13 0%
Montgomery 295 78% 750 74% 432 97% 358 89% 7 86% 107 85% 3,809 81% 561 0%
Prince George's 192 65% 587 69% 213 98% 193 80% 8 100% 48 69% 2,561 78% 335 0%
Queen Anne’s 17 94% 12 50% 15 100% 22  100% 0 0% 5 80% 183 85% 45 0%
Saint Mary's 33 70% 77 86% 8  100% 38 92% 0 0% 9 78% 238 82% 43 0%
Somerset 0 0% 1 100% 9  100% 4  100% 0 0% 2 50% 10 70% 18 0%
Talbot 19 100% 30 87% 10 90% 15 100% 0 0% 6 83% 206 79% 41 0%
Washington 56 84% 86  66% 19 100% 47  83% 0 0% 36  83% 454 79% 143 0%
Wicomico 8 88% 54 76% 30  100% 33 85% 0 0% 16 50% 269 78% 94 0%
Worcester 6  100% 35  54% 0 0% 0 0% 1T 100% 2 100% 99 77% 6 0%
TOTAL 2,712 6,589 1,945 2,349 144 984 35,489 4,146

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

aetna
Aetna: Specialty by County - Frequency in Maryland
County/
Jurisdiction

Allegany 16 50% 50  74% 13 100% 16 75% 3 100% 9 67% 150 79% 50 0%
Anne Arundel 483 83% 621 72% 176 99% 262 89% 10 80% 47 83% 3,093 82% 436 0%
Baltimore 646 87% 1,495  76% 302 100% 258  89% 53 85% 219  81% 8193 81% 816 0%
Baltimore City 354 89% 1,909 74% 407 100% 658 82% 58 62% 293 76% 8,477 75% 382 0%
Calvert 24 7% 76 70% 18 100% 17 82% 1 100% 9 78% 668 84% 86 0%
Caroline 18 72% 2 100% 1 100% 1 100% 0 0% 0 0% 26 88% 2 0%
Carroll 74 93% 87  49% 46 100% 41 85% 2 50% 27 67% 1383 81% 206 0%
Cecil 48 77% 24 83% 24 100% 21 86% 0 0% 10 70% 149 68% 81 0%
Charles 95  83% 110  68% 20 100% 47  72% 1 100% 3 67% 554 80% 72 0%
Dorchester 10 90% 13 54% 6  100% 4  100% 0 0% 11 100% 69 72% 20 0%
Frederick 109  89% 108  68% 63  94% 160  96% 2 100% 42 81% 1,036 76% 180 0%
Garrett 19 84% 4  100% 0 0% 0 0% 2 0% 1 0% 35 86% 5 0%
Harford 170 85% 222 74% 48 100% 96  84% 2 100% 24 92% 1,893 80% 244 0%
Howard 110 86% 301 71% 99  100% 91 88% 9 67% 62 87% 1,705 76% 315 0%
Kent 3 100% 19 89% 6  100% 2 100% 1 0% 0 0% 273 81% 13 0%
Montgomery 306 79% 777 75% 449 98% 392 89% 9 67% 106 84% 4,069 80% 564 0%
Prince George's 198 66% 609 70% 223 99% 194 80% 13 54% 49 69% 2,690 78% 334 0%
Queen Anne’s 17 94% 11 45% 15 100% 22  100% 0 0% 5 80% 189 84% 45 0%
Saint Mary's 32 72% 79 85% 8  100% 38 92% 0 0% 8 63% 246 79% 43 0%
Somerset 1 100% 4 75% 9  100% 6 83% 0 0% 2 50% 13 77% 22 0%
Talbot 25 96% 29 86% 10  100% 15 100% 0 0% 6 83% 215 78% 40 0%
Washington 58 84% 88 67% 19  100% 49 84% 0 0% 38 84% 457 79% 143 0%
Wicomico 8 88% 56 75% 30  100% 36 86% 0 0% 16 50% 277 78% 93 0%
Worcester 33 94% 42 69% 4 100% 2 0% 1T 100% 3 67% 118 77% 28 0%
TOTAL 2,857 6,736 1,996 2,428 167 990 35,978 4,220

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

Carehirst &

TOTAL BEHAVIORAL HEALTH CARE | BlueChoice | CFMI | GHMSI

PLAN OVERVIEW PROVIDERS (MARYLAND) (PPO) | (PPO)

HMO: CareFirst BlueChoice (HMO/POS Combined) Psychiatrists 507 656 656
Plan Name PPO: CareFirst CFMI (PPO/EPO Combined)

PPO: CareFirst GHMSI (PPO) Byt Gerifes i ) 0 0

Addiction Medicine
HMO: CareFirst BlueChoice, Inc.

Legal Name PPO: CareFirst of Maryland, Inc.

PPO: Group Hospitalization and Medical Services, Inc. Psychologists 463 731 731
MHEBO Name L0k Likgpelem ncel dneirs lnc: Social Workers 1,489 1902 1902

PPOs: Magellan Tristate Care Management Center

1-888-432-4380 Licensed Social Work Associates 0 0 0
Contact Information 7 days a week, 7:00 am-7:00 pm

www.carefirst.com Nurse Psycho-therapists 36 94 94

HMO: CareFirst BlueChoice is a for-profit HMO
Tax Status and Ownership  PPO: CareFirst CFMI is a non-profit PPO with EPO Nurse Practitioners 1,875 1,585 1,585
PPO: CareFirst GHMSI is a non-profit PPO

Registered Nurses 49 0 0
HMO: “Accredited” NCQA Accreditation (exp. 2016)
PPO: “Commendable” NCQA Accreditation (exp. 2016) ) )
ICer e it tIONIS TS HMO & PPOs: “Full” NCQA MBHO Accreditation (exp. 2016) Licensed Therapists and Counselors 935 1,023 1,023
HMO & PPOs: “Full” URAC Health Utilization Management
and Case Management Accreditation (exp. 2016) Alcohol and Drug Counselors 0 1 1

Check out CareFirst’s “Health and Wellness” information

Wellness Quality Initiatives under the “individuals” tab. TOTAL BEHAVIORAL 3,548 5992 5992

www.carefirst.com HEALTH CARE PROVIDERS

A
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

Carehrst

CareFirst: Specialty by County - Frequency in Maryland

County/
Jurisdiction

Allegany 22 86% 49 90% 7 86% 17 82% 8 100% 8 75% 71 89% 42 0%
Anne Arundel 263 91% 493 90% 107 71% 266 92% 21 100% 31 84% 786 87% 282 0%
Baltimore 331 88% 866 90% 145 77% 163 85% 35 91% 132 78% 1,385 86% 567 0%
Baltimore City 197 82% 1,391 87% 234 62% 510 88% 47 94% 50 72% 2,618 74% 278 0%
Calvert 16 100% 81 94% 14 79% 14 79% 7 100% 8 75% 120 91% 54 0%
Caroline 5 100% 2  100% 0 0% 1 100% 0 0% 0 0% 1 100% 2 0%
Carroll 28 96% 99 96% 22 73% 39 90% 3 67% 25 92% 190 92% 145 0%
Cecil 28 89% 43 93% 7 57% 9 100% 2 100% 4 75% 78 92% 59 0%
Charles 57 88% 91 88% 15 93% 22 86% 5 100% 3 100% 146 84% 48 0%
Dorchester 8 100% 17 88% 1 100% 1 100% 0 0% 9 100% 23 96% 24 0%
Frederick 71 93% 99 92% 30 83% 161 93% 12 67% 24 79% 250 88% 134 0%
Garrett 7 100% 1 100% 0 0% 0 0% 0 0% 0 0% 8 63% 2 0%
Harford 130 92% 154 90% 36 86% 74 89% 2 100% 11 64% 293 85% 191 0%
Howard 132 91% 223 90% 39 69% 100 95% 5 100% 42 79% 403 83% 254 0%
Kent 7 100% 21 100% 1 100% 2 100% 1 100% 1 100% 23 96% 1 0%
Montgomery 198 91% 706 93% 266 88% 487 95% 31 77% 69 77% 1,344 88% 418 0%
Prince George's 86 87% 459 93% 106 78% 156 90% 19 95% 35 71% 787 89% 216 0%
Queen Anne's 10 90% 9 89% 15 60% 13 85% 0 0% 3 100% 75 91% 46 0%
Saint Mary's 13 77% 76 95% 6 83% 18 89% 9 100% 8 75% 118 91% 30 0%
Somerset 1 100% 3  100% 8 75% 7 86% 0 0% 3 33% 3 100% 21 0%
Talbot 12 100% 45 96% 5 80% 1 100% 0 0% 7 100% 97 89% 33 0%
Washington 42 95% 92 96% 14 71% 48 94% 3 100% 18 83% 174 89% 93 0%
Wicomico 9 100% 64 92% 21 90% 37 89% 4 100% 15 73% 145 91% 69 0%
Worcester 15 100% 49  100% 3 100% 5 100% 1 100% 1 100% 90 92% 22 0%
TOTAL 1,688 5133 1,102 2,161 215 507 9,228 3,041

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

Carehrst

CareFirst: Specialty by County - Frequency in Maryland

County/
Jurisdiction

Allegany
Anne Arundel
Baltimore
Baltimore City
Calvert
Caroline
Carroll
Cecil
Charles
Dorchester
Frederick
Garrett
Harford
Howard
Kent
Montgomery
Prince George's
Queen Anne's
Saint Mary'’s
Somerset
Talbot
Washington
Wicomico
Worcester
TOTAL

A

33
310
422
267

23

44
40
68

99
1
160
165

257
125
21
25

12
67
1
22

MARYLAND
HEALTH CARE
COMMISSION

94%
90%
86%
82%
96%
100%
91%
88%
87%
100%
97%
100%
89%
91%
100%
91%
90%
95%
80%
100%
100%
96%
100%
100%
2,204

76 87%
622 90%
1,044 91%
1,787 86%
91 92%
4 100%
112 94%
58 93%
1M1 93%
21 86%
113 92%
1 100%
203 89%
265 89%
22 95%
844 92%
540 94%
17 94%
97 99%
6 100%
56 95%
97 96%
87 93%
59 100%
6,333

135
197
302

14

31

19

39

40
55

319
127
19
8

1
10
22
28
3

86%
67%
76%
55%
79%
0%
87%
67%
95%
100%
90%
0%
83%
75%
100%
85%
79%
68%
88%
73%
70%
73%
86%
100%
1,400

24 92%
253 90%
213 87%
576 87%

22 82%

1 100%

37 92%

10 100%

27 89%

4 100%
185 88%
0 0%

86 90%

115 92%

3 100%
514 95%
190 90%
17 82%
29 83%
7 86%

1 100%

61 95%

37 86%

6 100%
2,428

100%
100%
94%
87%
100%
0%
67%
100%
100%
0%
73%
0%
100%
90%
100%
84%
97%
0%
100%
0%
0%
100%
100%
100%
309

26
73
204
360

24
14

29
35

21
90

182
82
8
16
5
10
36
17
3

1,251

42%
56%
64%
63%
29%

0%
54%
71%
40%
76%
69%
75%
38%
68%

0%
77%
56%
63%
63%
20%
80%
58%
53%
67%

109
966
1,759
3,435
150
2 1
220
110
164
39
332
15
382
504
37
1,789
922
101
152
6
131
228
186
111
11,850

80%
88%
85%
74%
89%
00%
90%
93%
83%
90%
89%
80%
82%
82%
92%
88%
87%
86%
88%
50%
89%
84%
88%
89%

89
561
985
931

96

214
132
103

58
262

302
423
21
1,003
510
66
81
23
49
187
116
34

0%
1%
2%
6%
0%
0%
1%
0%
1%
7%
3%
0%
1%
2%
0%
4%
2%
0%
5%
9%
4%
3%
4%
0%
6,259

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

e

L)
eutiss

i i

Cigna

TOTAL BEHAVIORAL HEALTH CARE PROVIDERS

PLAN OVERVIEW (MARYLAND) Cigna (PPO)
Plan Name PPO: Cigna (PPO/POS Combined) Psychiatrists 373
Physicians, Certified in Addiction Medici 1
Leqal Name PPO: Cigna Health and Life Insurance Company/ RSy ST iction ledicine
9 Connecticut General Life Insurance Company
Psychologists 348
MHBO Name PPO: Cigna Behavioral Health, Inc.
Social Workers 879
X 1-866-GET-Cigna Licensed Social Work Associates 0
Contact Information 7 days a week, 24 hours a day
www.cigha.com
Nurse Psycho-therapists 99
. Connecticut General Life Insurance Company is doing .
el [ Cigna and is a for-profit PPO and POS Nurse Practitioners 0
Registered Nurses 0
PPO: “Commendable” NCQA Accreditation
Accreditation Status (exp. 2018)
PPO: “Full” NCQA MBHO Accreditation (exp. 2017) Licensed Therapists and Counselors 495
Check out Cigna’s “Health & Wellness" information under Alcohol and Drug Counselors 2
Wellness Quality Initiatives the “Personal” tab.
www.cigna.com TOTAL BEHAVIORAL HEALTH CARE PROVIDERS 2,217
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

Cigna: Specialty by County - Frequency in Maryland

County/
Jurisdiction

Allegany 1 55% 23 83% 6 100% 10 70% 0 0% 7 86% 72 72% 24 0%
Anne Arundel 65 68% 176 86% 75 72% 76 74% 2 100% 32 78% 452 79% 276 0%
Baltimore 79 61% 347 82% 101 80% 114 70% 9 67% 136 81% 869 76% 556 0%
Baltimore City 43 63% 276 83% 66 71% 64 69% 5 60% 46 65% 805 72% 175 0%
Calvert 1 73% 29 76% 8 63% 7 71% 0 0% 14 100% 65 68% 47 0%
Caroline 10 80% 2 100% 0 0% 0 0% 0 0% 0 0% 0 0% 2 0%
Carroll 24 50% 35 57% 10 80% 18 44% 0 0% 18 61% 90 73% 145 0%
Cecil 20 60% 11 73% 6 67% 6 17% 0 0% 8 63% 52 85% 31 0%
Charles 17 29% 38 79% 16 81% 21 52% 0 0% 3 67% 92 75% 43 0%
Dorchester 3 67% 7 71% 0 0% 0 0% 0 0% 6  100% 16 88% 12 0%
Frederick 37 51% 46 59% 9 78% 31 68% 3 67% 27 67% 191 82% 123 0%
Garrett 13 77% 3 100% 1 0% 0 0% 2 50% 0 0% 19 79% 0 0%
Harford 25 52% 49 80% 14 93% 29 72% 2 50% 15 87% 121 72% 144 0%
Howard 27 74% 74 80% 20 80% 38 66% 3 33% 54 80% 227 75% 192 0%
Kent 10 70% 5 100% 3 100% 1 0% 0 0% 0 0% 16 81% 9 0%
Montgomery 139 50% 337 77% 155 72% 21 71% 5 60% 98 84% 1,11 77% 401 0%
Prince George's 115 37% 212 73% 58 74% 80 53% 4 75% 40 58% 579 74% 150 0%
Queen Anne's 4 75% 8 63% 1 100% 1 100% 0 0% 2 100% 7 57% 37 0%
Saint Mary's 7 71% 8 88% 4  100% 7 43% 0 0% 5 80% 29 62% 27 0%
Somerset 3 67% 4  100% 1 0% 1 100% 0 0% 2 50% 7 43% 3 0%
Talbot 10 80% 20 90% 9 89% 8 100% 0 0% 4 50% 62 89% 16 0%
Washington 39 62% 39 59% 10 80% 25 52% 0 0% 15 93% 158 80% 31 0%
Wicomico 8 50% 33 67% 13 77% 16 56% 0 0% 7 71% 118 86% 23 0%
Worcester 8 50% 10 70% 0 0% 1 100% 0 0% 1 100% 19 74% 10 0%
TOTAL 728 1,792 586 765 35 540 5177 2,477

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

COVENTRY

7 Health Care

PLAN OVERVIEW TOTAL BEHAVIORAL HEALTH CARE Coventry | Coventry
PROVIDERS (MARYLAND)
HMO: Coventry (HMO/POS Combined) Psychiatrists 188 188
Plan Name
PPO: Coventry (PPO)
Physicians, Certified in Addiction Medicine 0 0
Leaal Name HMO: Coventry Health Care of Delaware, Inc.
. PPO: Coventry Health and Life Insurance Company )
Psychologists 123 123
HMO: MHNet Behavioral Health
MHBO N i
O Name PPO: MHNet Behavioral Health Social Workers 451 451
1-800-833-7423 Licensed Social Work Associates 1 1
Contact Information Monday-Friday, 8:00 am-5:00 pm (EST)
www.coventryhealthcare.com Nurse Psycho-therapists 0 0
Coventry Health Care of Delaware, Inc. is a for-profit HMO Nurse Practitioners 0 0
Tax Status and Ownership  Coventry Health and Life Insurance Company is a
for-profit PPO
Registered Nurses 1 1

HMO: “Accredited” NCQA Accreditation (exp. 2016)
Accreditation Status PPOs: “Accredited” NCQA Accreditation (exp. 2016) Licensed Therapists and Counselors 245 245
HMO & PPO: “Full” NCQA MBHO Accreditation (exp. 2015)

Alcohol and Drug Counselors 0 0
Check out Coventry’s “Wellness Resources” information
Wellness Quality Initiatives  on the Home page.
www.chcdelaware.coventryhealthcare.com TOTAL BEHAVIORAL HEALTH CARE PROVIDERS 1,009 1,009
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

COVENTRY

Health Care

Coventry: Specialty by County - Frequency in Maryland

County/
Jurisdiction

Allegany 8 38% 7 71% 3 100% 10 90% 1 100% 0 0% 27 63% 8 0%
Anne Arundel 88 85% 114 82% 56 77% 70 87% 1 100% 13 15% 252 85% 121 0%
Baltimore 116 84% 282 80% 126 76% 126 89% 13 77% 82 17% 679 85% 192 0%
Baltimore City 69 78% 206 83% 148 66% 91 85% 19 68% 27 33% 1,734 81% 102 0%
Calvert 9 78% 17 82% 3 33% 4 100% 1 100% 0 0% 49 80% 15 0%
Caroline 6 50% 2 100% 0 0% 1 100% 0 0% 0 0% 0 0% 1 0%
Carroll 33 85% 28 54% 19 89% 21 86% 2 50% 7 0% 89 84% 29 0%
Cecil 20 80% 6 67% 9 89% 5 100% 1 100% 6 33% 43 84% 44 0%
Charles 18 78% 17 65% 11 73% 18 56% 0 0% 0 0% 46 89% 2 0%
Dorchester 8 75% 3 67% 2  100% 1 100% 0 0% 5 60% 19 89% 14 0%
Frederick 55 84% 11 36% 19 63% 33 91% 1 100% 8 13% 90 83% 32 0%
Garrett 4 100% 1 100% 0 0% 0 0% 0 0% 0 0% 2 100% 0 0%
Harford 41 83% 39 74% 21 71% 34 85% 0 0% 4 75% 126 80% 56 0%
Howard 38 76% 47 85% 37 81% 40 85% 1 100% 9 1% 153 84% 46 0%
Kent 6 83% 5 100% 1 100% 1 100% 0 0% 3 33% 12 83% 10 0%
Montgomery 61 74% 19 80% 97 67% 113 73% 2 100% 1 0% 475 84% 38 0%
Prince George's 71 66% 106 75% 59 78% 55 76% 2 50% 5 40% 262 77% 23 0%
Queen Anne's N 64% 5 60% 1 100% 5 100% 0 0% 1 100% 13 100% 12 0%
Saint Mary's 15 60% 18 89% 5 80% 1 91% 0 0% 0 0% 50 82% 4 0%
Somerset 2 50% 4 100% 6 50% 4 75% 0 0% 2 0% 1 100% 6 0%
Talbot 12 92% 6  100% 6 83% 9 89% 0 0% 5 40% 66 92% 22 0%
Washington 28 89% 17 71% 14 79% 20 95% 1 100% 1 100% 71 86% 12 0%
Wicomico 5 100% 23 78% 10 80% 16 88% 0 0% 9 1% 91 89% 38 0%
Worcester 18 89% 9 78% 3 67% 3 67% 0 0% 0 0% 32 88% 13 0%
TOTAL 742 1,092 656 691 45 188 4,382 840

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

COVENTRY

Health Care

Coventry: Specialty by County - Frequency in Maryland

County/
Jurisdiction

Allegany 8 38% 7 71% 3 100% 10 90% 1 100% 0 0% 27 63% 8 0%
Anne Arundel 88 85% 114 82% 56 77% 70 87% 1 100% 13 15% 252 85% 121 0%
Baltimore 116 84% 282 80% 126 76% 126 89% 13 77% 82 17% 679 85% 192 0%
Baltimore City 69 78% 206 83% 148 66% 91 85% 19 68% 27 33% 1,734 81% 102 0%
Calvert 9 78% 17 82% 3 33% 4 100% 1 100% 0 0% 49 80% 15 0%
Caroline 6 50% 2 100% 0 0% 1 100% 0 0% 0 0% 0 0% 1 0%
Carroll 33 85% 28 54% 19 89% 21 86% 2 50% 7 0% 89 84% 29 0%
Cecil 20 80% 6 67% 9 89% 5 100% 1 100% 6 33% 43 84% 44 0%
Charles 18 78% 17 65% 11 73% 18 56% 0 0% 0 0% 46 89% 2 0%
Dorchester 8 75% 3 67% 2  100% 1 100% 0 0% 5 60% 19 89% 14 0%
Frederick 59 84% 11 36% 19 63% 33 91% 1 100% 8 13% 90 83% 32 0%
Garrett 4 100% 1 100% 0 0% 0 0% 0 0% 0 0% 2 100% 0 0%
Harford 41 83% 39 74% 21 71% 34 85% 0 0% 4 75% 126 80% 56 0%
Howard 38 76% 47 85% 37 81% 40 85% 1 100% 9 1% 153 84% 46 0%
Kent 6 83% 5 100% 1 100% 1 100% 0 0% 3 33% 12 83% 10 0%
Montgomery 61 74% 19 80% 97 67% 113 73% 2 100% 1 0% 475 84% 38 0%
Prince George's 71 66% 106 75% 59 78% 55 76% 2 50% 5 40% 262 77% 23 0%
Queen Anne's " 64% 5 60% 1 100% 5 100% 0 0% 1 100% 13 100% 12 0%
Saint Mary's 15 60% 18 89% 5 80% 1 91% 0 0% 0 0% 50 82% 4 0%
Somerset 2 50% 4 100% 6 50% 4 75% 0 0% 2 0% 1 100% 6 0%
Talbot 12 92% 6  100% 6 83% 9 89% 0 0% 5 40% 66 92% 22 0%
Washington 28 89% 17 71% 14 79% 20 95% 1 100% 1 100% 71 86% 12 0%
Wicomico 5 100% 23 78% 10 80% 16 88% 0 0% 9 1% 91 89% 38 0%
Worcester 18 89% 9 78% 3 67% 3 67% 0 0% 0 0% 32 88% 13 0%
TOTAL 742 1,092 656 691 45 188 4,382 840

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

iy, waiser
§ ,,é PERMANENTE-

TOTAL BEHAVIORAL HEALTH CARE

PLAN OVERVIEW PROVIDERS (MARYLAND)

Plan Name HMO: Kaiser Permanente (HMO/POS Combined) Pevchiatrist 348 635
PPO: KPIC (POS) sychiatrists

HMO: Kaiser Foundation Health Plan of the

Legal Name Mid-Atlantic States, Inc. Physicians, Certified in Addiction Medicine 1 1
PPO: Kaiser Permanente Insurance Company
HMO: Kaiser Permanente Health Plan of the Psychologists 262 523
MHEBO Name Mid-Atlantic States

PPO: Kaiser Permanente Health Plan of the )
Mid-Atlantic States Social Workers 456 910

1-800-245-3181

Contact Information 7 days a week, 24 hours a day Licensed Social Work Associates 0 0
www.kaiserpermanente.org
Permanente Medical Group in Maryland operates as a Nurse Psycho-therapists 23 23

separate for-profit HMO plan and is primarily funded by
reimbursements from the Kaiser Foundation Health Plan of

Tax Status and Ownership 4,5 Mid-Atlantic States, Inc. Nurse Practitioners 0 0
Kaiser Permanente Insurance Company is a
for-profit POS.
Registered Nurses 0 0

HMO: “Excellent” NCQA Accreditation (exp. 2016)
HMO: “Excellent” NCQA MBHO Accreditation*
(exp. 2016) Licensed Therapists and Counselors 159 407

* MBHO Accreditation by NCQA is through the health
plan itself, which operates under a staff model to also
address members’ behavioral health needs. Alcohol and Drug Counselors 4 7

Accreditation Status

Check out Kaiser Permanente’s “Health & Wellness” tab

Wellness Quality Initiatives ~ on the Home page. TOTAL BEHAVIORAL HEALTH CARE PROVIDERS 1,253 2,506
www.kaiserpermanente.org
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

&ﬁp,} KAISER
"% PERMANENTE.
Kaiser: Specialty by County - Frequency in Maryland
County/
Jurisdiction

Allegany 0 0% 1 100% 0 0% 0 0% 0 0% 0 0% 1 100% 0 0%
Anne Arundel 54 85% 100 80% 51 86% 28 89% 4 100% 14 100% 244 87% 82 17%
Baltimore 69 78% 330 8% 92  84% 53  91% 7 100% 169 88% 679 86% 205 17%
Baltimore City 39 82% 463 83% 186 70% 175 87% 27 96% 193 85% 2,118 87% 95 13%
Calvert 10 70% 10 70% 3 67% 8  88% 2 100% 2 100% 23 83% 15 40%
Caroline 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Carroll 6  100% 11 73% 0 0% 6  100% 0 0% 8  75% 35 89% 39 23%
Cecil 0 0% 1 100% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Charles 11 73% 23 78% 2 100% 8  63% 2 100% 2 100% 29 93% 25 24%
Dorchester 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Frederick 7 100% 24 63% 19 89% 2 100% 0 0% 4 71% 69 94% 56 5%
Garrett 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Harford 9 78% 22 59% 5  80% 18 83% 1 100% 2 100% 80 80% 43 16%
Howard 23 91% 91 85% 49 84% 21 95% 1 100% 44 89% 161 86% 104 20%
Kent 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Montgomery 48 85% 280 87% 123 89% 62 94% 5 100% 54 93% 540 91% 191 21%
Prince George's 58 88% 194 84% 41 76% 42 88% 7 100% 31 100% 353 90% 102 27%
Queen Anne’s 1 100% 0 0% 0 0% 0 0% 0 0% 0 0% 6 83% 1 0%
Saint Mary's 0 0% 1 100% 0 0% 0 0% 0 0% 0 0% 5 60% 1 0%
Somerset 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Talbot 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 4 75% 0 0%
Washington 0 0% 2 100% 11 91% 0 0% 0 0% 0 0% 9 78% 0 0%
Wicomico 0 0% 0 0% 0 0% 4 50% 0 0% 2 50% 7 100% 1 0%
Worcester 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
TOTAL 335 1,553 582 427 56 535 4,363 960

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.

A

hdigc MARYLAND /I‘I\\
HEALTH CARE )
COMMISSION . /




lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

&ﬁp,} KAISER
"% PERMANENTE.
Kaiser: Specialty by County - Frequency in Maryland
County/
Jurisdiction

Allegany 7 57% 15 73% 6 67% 9  89% 0 0% 3 100% 21 81% 2 0%
Anne Arundel 138 8% 205 82% 8  78% 96  89% 4 100% 26 81% 519 87% 163 9%
Baltimore 180  82% 591 84% 212 8% 177  90% 15  100% 198  88% 1,289 86% 359 10%
Baltimore City 103 79% 817 8% 339  72% 364  84% 56 93% 347  87% 4,388 86% 268 4%
Calvert % 7% 32 78% 10 60% 17 88% 3 100% 4 100% 70 84% 45 13%
Caroline 6 100% 2 100% 0 0% 1 100% 0 0% 0 0% 0 0% 0 0%
Carroll 35 91% 39 69% 12 83% 19 89% 0 0% 0  70% 102 83% 88 10%
Cecil 18 78% 4 100% 2 100% 5 80% 0 0% 2 50% 16 81% 44 0%
Charles 32 69% 48  75% m 64% 26 62% 2 100% 4 75% 75 92% 45 13%
Dorchester 5 80% 6  67% 0 0% 1 100% 0 0% 5  60% 5  100% 2 0%
Frederick 59 93% 47  66% 39 8% 32 9% 0 0% 17 76% 178 93% 89 3%
Garrett 6 67% 1 100% 0 0% 0 0% 0 0% 0 0% 7 86% 0 0%
Harford 38 92% 71 72% 19 89% 52 90% 1 100% 9 89% 176 82% 102 7%
Howard 59 8% 155  86% 91 8% 63  90% 2 50% 51 86% 301 88% 180 12%
Kent 7 86% 4 100% 0 0% 1 100% 0 0% 0 0% 3 100% 3 0%
Montgomery 146  87% 491  87% 258  87% 216  91% 5 100% 86 86% 1,201 89% 308 14%
Prince George's 12 81% 310  83% 74 81% 106 78% 7 100% 44 98% 633 89% 172 16%
Queen Anne's 9 100% 2 100% 1 100% 1 100% 0 0% 1 100% 7 86% 9 0%
Saint Mary's 15 80% 19 89% 8  88% 13 62% 0 0% 0 0% 61 82% 4 0%
Somerset 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 1 0%
Talbot n o 82% 7 100% 4 100% 10 100% 0 0% 1 100% 76 84% 4 0%
Washington 40  88% 36 81% 27 78% 15 93% 0 0% 9 89% 80 88% 26 0%
Wicomico 0 0% 3 100% 2 100% M 64% 0 0% 4 75% 85 88% 11 0%
Worcester 11 91% 5 100% 2 100% 0 0% 0 0% 1 0% 23 96% 1 0%
TOTAL 1,051 2,910 1,199 1,235 95 822 9,316 1,926

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

IJJ UnitedHealthcare

TOTAL BEHAVIORAL HEALTH R P ety

PLAN OVERVIEW

CARE PROVIDERS (MARYLAND)

HMO: MD-IPA (HMO/POS Combined)

HMO: Optimum Choice (HMO/POS Combined) Psychiatrists 472 472 471 472 472
Plan Name HMO: UnitedHealthcare (HMO)

PPO: MAMSI (PPO)

PPO: UnitedHealthcare (PPO/POS/EPO Combined) Physicians, Certified in Addiction 4 4 4 4 4
HMO: Maryland Individual Practice Association, Inc. Medicine
HMO: Optimum Choice, Inc.

Legal Name HMO: UnitedHealthcare of the Mid-Atlantic, Inc.
PPO: MAMSI Life and Health Insurance Company Psychologists 476 476 476 476 476
PPO: UnitedHealthcare Insurance Company (Maryland)

MHBO HMOs: United Behavioral Health

Name PPOs: United Behavioral Health Social Workers 1,080 1,080 1,076 1,080 1,080
1-800-307-7820

Contact TTY: 711 (Maryland only)

Information 7 days a week, 24 hours a day Licensed Social Work Associates 0 0 0 0 0

www.uhc.com

MD-IPA and Optimum Choice, Inc., for-profit HMOs, are owned and .

operated by a regional holding company and are subsidiaries of Nurse Psycho-therapists 122 122 122 122 122
UnitedHealth Group, Inc.

s Stats UnitedHealthcare of the Mid-Atlantic, Inc. is a for-profit HMO plan
and and a subsidiary of UnitedHealth Group, Inc "
Ownership y P, Inc. Nurse Practitioners 10 10 10 10 10

MAMSI Life and Health Insurance Company and UnitedHealthcare

Insurance Company (Maryland) are both for-profit PPO plans

subsidiaries of UnitedHealth Group, Inc.

MD-IPA HMO: “Commendable” NCQA Accreditation (exp. 2017) Registered Nurses 2 2 2 2 0
Optimum Choice & UnitedHealthcare HMO: “Accredited” NCQA

Accreditation (exp. 2017)

Accreditation ZﬁpMS(I)?sP)O (Marketplace only): “Accredited” NCQA Accreditation Licensed Therapists and Counselors 494 494 492 494 494

Status UnitedHealthcare PPO: “Commendable” NCQA Accreditation (exp. 2015)
HMOs & PPOs: “Full” NCQA MBHO Accreditation (exp. 2017) Alcohol and Drug Counselors 0 0 0 0 0
UnitedHealthcare HMO & PPO: “Full” URAC Health Utilization
Management Accreditation (exp. 2017)
Wellness Check out UnitedHealthcare’s “Healthy Living” information under the
Quality Tenebers e e SO ST IVIORAL HEALTH 5660 2,660 2,658 2,660 2,658
Initiatives www.uhc.com
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

IJJ UnitedHealthcare

UnitedHealthcare: Specialty by County — Frequency in Maryland

County/
Jurisdiction

Allegany 1 55% 33 73% 8 100% 1 91% 1 100% 4 100% 84 64% 2 50%
Anne Arundel 115 83% 192 78% 73 85% 95 85% 3 33% 10 70% 463 85% 10 10%
Baltimore 129 78% 589 83% 174 89% 194 86% 25 88% 30 90% 1,166 82% 22 14%
Baltimore City 99 67% 884 85% 156 78% 332 85% 43 70% 15 80% 1,937 79% 10 0%
Calvert 18 78% 34 82% 8 75% 14 93% 2 100% 6 83% 79 73% 2 100%
Caroline 9 67% 1 100% 0 0% 1 100% 0 0% 0 0% 0 0% 1 0%
Carroll 43 70% 63 65% 21 90% 30 87% 2 50% 3 100% 167 83% 7 14%
Cecil 25 76% 19 53% 8 75% 10 90% 1 100% 3 100% 54 74% 7 0%
Charles 18 67% 46 74% 13 69% 22 64% 2 50% 0 0% 91 81% 2 0%
Dorchester 8 63% 4 50% 4 75% 1 100% 0 0% 3 100% 15 67% 0 0%
Frederick 61 84% 45 60% 20 90% 45 93% 2 50% 9 100% 193 87% 10 0%
Garrett 12 92% 1 100% 3 0% 0 0% 1 0% 0 0% 10 90% 1 0%
Harford 45 82% 87 74% 25 84% 49 90% 3 33% 1 0% 216 82% 3 0%
Howard 41 78% 105 76% 54 89% 65 92% 4 25% 16 94% 263 83% 16 6%
Kent 8 63% 10 70% 3 100% 2  100% 0 0% 0 0% 22 91% 2 0%
Montgomery 129 74% 384 79% 174 89% 202 92% 16 69% 43 91% 1,151 86% 51 2%
Prince George's 93 59% 210 75% 53 83% 90 84% 4 75% 1 100% 444 77% 7 0%
Queen Anne's 20 90% 13 100% 9  100% " 91% 0 0% 0 0% 50 88% 1 0%
Saint Mary's 17 59% 27 78% 9 89% 18 78% 1 100% 2 100% 55 89% 2 0%
Somerset 2 100% 3 100% 12 75% 7 86% 0 0% 0 0% 5 80% 0 0%
Talbot 8 100% 16 81% 6  100% 9  100% 0 0% 0 0% 71 87% 2 50%
Washington 42 81% 60 70% 24 92% 17 88% 2 100% 9 67% 152 87% 6 0%
Wicomico 13 85% 54 80% 8 88% 17 88% 2 50% 5 40% 91 81% 3 33%
Worcester 18 94% 25 72% 4 100% 2 100% 0 0% 0 0% 85 89% 0 0%
TOTAL 984 2,905 869 1,244 114 170 6,864 167

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

IJJ UnitedHealthcare

UnitedHealthcare: Specialty by County — Frequency in Maryland

County/
Jurisdiction

Allegany 1 55% 33 73% 8 100% 1 91% 1 100% 4 100% 84 64% 2 50%
Anne Arundel 116 83% 192 78% 73 85% 97 86% 3 33% 10 70% 458 85% 10 10%
Baltimore 129 78% 588 83% 173 89% 194 86% 25 88% 30 90% 1,161 82% 22 14%
Baltimore City 98 67% 884 85% 156 78% 331 85% 43 70% 15 80% 1,936 79% 10 0%
Calvert 18 78% 35 80% 8 75% 14 93% 2 100% 6 83% 78 73% 2 100%
Caroline 9 67% 1 100% 0 0% 1 100% 0 0% 0 0% 0 0% 1 0%
Carroll 43 70% 64 66% 21 90% 30 87% 2 50% 3 100% 169 82% 7 14%
Cecil 25 76% 18 50% 8 75% 10 90% 1 100% 3 100% 53 75% 7 0%
Charles 18 67% 46 74% 13 69% 22 64% 2 50% 0 0% 91 81% 2 0%
Dorchester 8 63% 4 50% 4 75% 1 100% 0 0% 3 100% 15 67% 0 0%
Frederick 61 84% 45 60% 20 90% 45 93% 2 50% 9 100% 194 87% 10 0%
Garrett 12 92% 1 100% 3 0% 0 0% 1 0% 0 0% 10 90% 1 0%
Harford 45 82% 87 74% 25 84% 49 90% 3 33% 1 0% 215 83% 3 0%
Howard 41 78% 105 76% 54 89% 68 93% 4 25% 16 94% 264 83% 16 6%
Kent 8 63% 10 70% 3 100% 2  100% 0 0% 0 0% 22 91% 2 0%
Montgomery 128 75% 382 79% 175 89% 201 92% 17 65% 43 91% 1,151 86% 51 2%
Prince George's 94 60% 212 75% 53 83% 90 84% 4 75% 1 100% 450 76% 7 0%
Queen Anne's 20 90% 13 100% 9 100% " 91% 0 0% 0 0% 49 88% 1 0%
Saint Mary's 17 59% 27 78% 9 89% 18 78% 1 100% 2 100% 55 89% 2 0%
Somerset 2 100% 3 100% 12 75% 7 86% 0 0% 0 0% 4 75% 0 0%
Talbot 8 100% 16 81% 6 100% 9  100% 0 0% 0 0% 71 87% 2 50%
Washington 42 81% 60 70% 25 92% 17 88% 2 100% 9 67% 149 87% 6 0%
Wicomico 12 83% 54 80% 8 88% 17 88% 2 50% 5 40% 89 81% 3 33%
Worcester 18 94% 25 72% 4 100% 2 100% 0 0% 0 0% 85 89% 0 0%
TOTAL 983 2,905 870 1,247 115 170 6,853 167

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

IJJ UnitedHealthcare

UnitedHealthcare: Specialty by County — Frequency in Maryland

County/
Jurisdiction

Allegany 0 0% 0 0% 0 0% 0 0% 0 0% 4 100% 3 67% 2 50%
Anne Arundel 3 100% 7 71% 6 100% 4 75% 0 0% 10 70% 63 84% 10 10%
Baltimore 9 67% 1 64% 21 90% 4 50% 0 0% 30 90% 44 82% 22 14%
Baltimore City 1 0% 12 75% 4 75% 4  100% 0 0% 15 80% 39 82% 10 0%
Calvert 18 78% 35 80% 8 75% 14 93% 2 100% 6 83% 77 73% 2 100%
Caroline 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 1 0%
Carroll 2 0% 2 50% 4 100% 4 100% 0 0% 3 100% 9 56% 7 14%
Cecil 0 0% 0 0% 0 0% 0 0% 0 0% 3 100% 0 0% 7 0%
Charles 9 44% 39 77% 10 80% 21 62% 2 50% 0 0% 81 83% 2 0%
Dorchester 0 0% 1 0% 0 0% 0 0% 0 0% 3 100% 0 0% 0 0%
Frederick 2 100% 2 50% 20 90% 2 100% 0 0% 9 100% 36 94% 10 0%
Garrett 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Harford 2 100% 2 100% 4 50% 0 0% 0 0% 1 0% 10 60% 3 0%
Howard 4 75% 10 60% 7 100% " 82% 0 0% 16 94% 65 80% 16 6%
Kent 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 2 0%
Montgomery 116 71% 355 79% 170 89% 191 93% 16 69% 43 91% 1,045 87% 51 2%
Prince George's 81 60% 195 75% 43 84% 84 83% 4 75% 1 100% 381 76% 7 0%
Queen Anne's 0 0% 1 100% 1 100% 0 0% 0 0% 0 0% 2 100% 1 0%
Saint Mary's 16 56% 26 77% 9 89% 17 76% 1 100% 2 100% 49 88% 2 0%
Somerset 0 0% 0 0% 1 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Talbot 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 1 100% 2 50%
Washington 1 100% 4 100% 8 88% 1 100% 0 0% 9 67% 26 88% 6 0%
Wicomico 1 100% 3 100% 0 0% 1 100% 0 0% 5 40% 0 0% 3 33%
Worcester 1 100% 0 0% 0 0% 0 0% 0 0% 0 0% 2 100% 0 0%
TOTAL 266 705 316 358 25 170 1,933 166

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

IJJ UnitedHealthcare

UnitedHealthcare: Specialty by County — Frequency in Maryland

County/
Jurisdiction

Allegany 1 55% 33 73% 8 100% 1 91% 1 100% 4 100% 84 64% 2 50%
Anne Arundel 115 83% 192 78% 73 85% 95 85% 3 33% 10 70% 463 85% 10 10%
Baltimore 129 78% 589 83% 174 89% 194 86% 25 88% 30 90% 1,166 82% 22 14%
Baltimore City 99 67% 884 85% 156 78% 332 85% 43 70% 15 80% 1,937 79% 10 0%
Calvert 18 78% 34 82% 8 75% 14 93% 2 100% 6 83% 79 73% 2 100%
Caroline 9 67% 1 100% 0 0% 1 100% 0 0% 0 0% 0 0% 1 0%
Carroll 43 70% 63 65% 21 90% 30 87% 2 50% 3 100% 167 83% 7 14%
Cecil 25 76% 19 53% 8 75% 10 90% 1 100% 3 100% 54 74% 7 0%
Charles 18 67% 46 74% 13 69% 22 64% 2 50% 0 0% 91 81% 2 0%
Dorchester 8 63% 4 50% 4 75% 1 100% 0 0% 3 100% 15 67% 0 0%
Frederick 61 84% 45 60% 20 90% 45 93% 2 50% 9 100% 193 87% 10 0%
Garrett 12 92% 1 100% 3 0% 0 0% 1 0% 0 0% 10 90% 1 0%
Harford 45 82% 87 74% 25 84% 49 90% 3 33% 1 0% 216 82% 3 0%
Howard 41 78% 105 76% 54 89% 65 92% 4 25% 16 94% 263 83% 16 6%
Kent 8 63% 10 70% 3 100% 2  100% 0 0% 0 0% 22 91% 2 0%
Montgomery 129 74% 384 79% 174 89% 202 92% 16 69% 43 91% 1,151 86% 51 2%
Prince George's 93 59% 210 75% 53 83% 90 84% 4 75% 1 100% 444 77% 7 0%
Queen Anne's 20 90% 13 100% 9 100% " 91% 0 0% 0 0% 50 88% 1 0%
Saint Mary's 17 59% 27 78% 9 89% 18 78% 1 100% 2 100% 55 89% 2 0%
Somerset 2 100% 3 100% 12 75% 7 86% 0 0% 0 0% 5 80% 0 0%
Talbot 8 100% 16 81% 6 100% 9  100% 0 0% 0 0% 71 87% 2 50%
Washington 42 81% 60 70% 24 92% 17 88% 2 100% 9 67% 152 87% 6 0%
Wicomico 13 85% 54 80% 8 88% 17 88% 2 50% 5 40% 91 81% 3 33%
Worcester 18 94% 25 72% 4 100% 2 100% 0 0% 0 0% 85 89% 0 0%
TOTAL 984 2,905 869 1,244 114 170 6,864 167

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Information and Provider Network (continued)

IJJ UnitedHealthcare

UnitedHealthcare: Specialty by County — Frequency in Maryland

County/
Jurisdiction

Allegany 11 55% 33 73% 8 100% 11 91% 1 100% 4 100% 84 64% 2 50%
Anne Arundel 115 83% 192 78% 73 85% 95 85% 3 33% 10 70% 463 85% 10 10%
Baltimore 129 78% 593 83% 174 89% 197 86% 25 88% 30 90% 1,166 82% 22 14%
Baltimore City 100 67% 885 85% 156 78% 332 85% 43 70% 15 80% 1,937 79% 10 0%
Calvert 18 78% 34 82% 8 75% 14 93% 2 100% 6 83% 79 73% 2 100%
Caroline 9 67% 1 100% 0 0% 1 100% 0 0% 0 0% 0 0% 1 0%
Carroll 43 70% 63 65% 21 90% 30 87% 2 50% 3 100% 167 83% 7 14%
Cedil 25 76% 19 53% 8 75% 10 90% 1 100% 3 100% 54 74% 7 0%
Charles 19 63% 46 74% 14 71% 22 64% 2 50% 0 0% 91 81% 2 0%
Dorchester 8 63% 4 50% 4 75% 1 100% 0 0% 3 100% 15 67% 0 0%
Frederick 61 84% 45 60% 20 90% 45 93% 2 50% 9 100% 193 87% 10 0%
Garrett 12 92% 1 100% 3 0% 0 0% 1 0% 0 0% 10 90% 1 0%
Harford 45 82% 87 74% 25 84% 49 90% 3 33% 1 0% 216 82% 3 0%
Howard 41 78% 105 76% 54 89% 65 92% 4 25% 16 94% 263 83% 16 6%
Kent 8 63% 10 70% 3 100% 2 100% 0 0% 0 0% 22 91% 2 0%
Montgomery 130 73% 386 79% 175 89% 202 92% 17 71% 43 91% 1,151 86% 51 2%
Prince George's 93 59% 21 75% 53 83% 90 84% 4 75% 11 100% 444 77% 7 0%
Queen Anne's 20 90% 13 100% 9 100% 11 91% 0 0% 0 0% 50 88% 1 0%
Saint Mary's 18 61% 27 78% 9 89% 18 78% 1 100% 2 100% 55 89% 2 0%
Somerset 2 100% 3 100% 12 75% 7 86% 0 0% 0 0% 5 80% 0 0%
Talbot 8 100% 16 81% 6 100% 9 100% 0 0% 0 0% 71 87% 2 50%
Washington 42 81% 60 70% 24 92% 17 88% 2 100% 9 67% 152 87% 6 0%
Wicomico 13 85% 53 79% 8 88% 17 88% 2 50% 5 40% 91 81% 3 33%
Worcester 18 94% 25 72% 4 100% 2 100% 0 0% 0 0% 85 89% 0 0%
TOTAL 988 2,912 871 1,247 115 170 6,864 167

HMO?*/PPO*: Left column contains the Number of Providers and the Right column contains the Percent of Providers that are Board Certified.
Also note that providers with office locations in multiple jurisdictions are counted separately in each jurisdiction where they maintain a practice.
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Health Care Disparities

Addressing health and health care disparities requires
cooperation across the health care system, from individuals,
health care providers, hospitals and health centers, health
benefit plans, and government agencies. There is growing
evidence to suggest that improving data collection strategies
across the health care system by incorporating key data,
particularly data on race, ethnicity and language, is likely to
have a beneficial effect on reducing health care disparities
and improving overall health care quality. “While a range

of health and health care entities collect data, the data do
not flow among these entities in a cohesive or standardized
way. Entities within the health care system face challenges
when collecting race, ethnicity, and language data from
patients, enrollees, members, and respondents. Explicitly
expressing the rationale for the data collection and training
staff, organizational leadership, and the public to appreciate
the need to use valid collection mechanisms may improve
the situation. Nevertheless, some entities face health
information technology (Health IT) constraints and internal
resistance. Indirect estimation techniques, when used with
an understanding of the probabilistic nature of the data, can
supplement direct data collection efforts.”

U.S. Department of Health and Human Services, Agency for Healthcare

Research and Quality, Improving Data Collection Across the Health
Care System

Race, Ethnicity, and Language Data: Standardization for Health Care Quality
Improvement, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS
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Background to Maryland
Demographics

Share of State Population

Maryland ranks nineteenth nationally in terms
of population, with approximately 5.9 million
people. Over 80% of State residents live
centrally within the Baltimore and National
Capital regions.

The 24 jurisdictions, including 23 Maryland
counties and the jurisdiction of Baltimore City,
are divided into the following five regions:

Western Maryland - Garrett, Allegany and
Washington counties

Southern Maryland - Calvert, Charles and
Saint Mary'’s counties

Eastern Shore — Cecil, Kent, Queen Anne’s,
Caroline, Talbot, Dorchester, Wicomico,
Worcester, and Somerset counties

National Capital — Frederick, Montgomery
and Prince George's counties

Baltimore — Carroll, Howard, Anne Arundel,
Baltimore, and Harford counties and
Baltimore City

COMMISSION

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Share of Population by Region (2013)

Harford Cecil
Baltimore

Baltimore City

Kent
Howard b

. Queen
Statewide Montgomery i

Anne
5.9 million

Arundel
Share of Population by Region

P Western Maryland - 4.3% ﬁ_P”.n‘:EI
George's

- Southern Maryland - 6.0%

- Eastern Shore - 7.6%

- National Capital — 36.2% Dorchester

- Baltimore — 45.9% Wicomico

Worcester

Somerset

Prepared by: Maryland Department of Legislative Services
Source: U.S. Census Bureau
Updated: 2014
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Maryland Racial Composition

Four of Maryland’s jurisdictions have a
majority minority population; they are
Baltimore City, as well as Montgomery, Prince
George's and Charles counties.

Racial minorities comprise 46.7% of the
State’s population compared to 37.4%
nationally.

African Americans are the largest racial
minority in Maryland comprising 29.2% of the
State’s population; whereas Hispanics account
for 9.0%, followed by Asians at 6.0%.

*

MARYLAND
HEALTH CARE
COMMISSION

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Background to Maryland Demographics (continued)

Racial Composition by County - All Ages (2013)

Percent Minority

Less than 10%
[ 10% - 25%
B 5% - 50%
B 50% - 75%
- 75% and Higher

Racial Composition (2013)

70%

White  African American  Hispanic Asian Other

M United States M Maryland

Prepared by: Maryland Department of Legislative Services
Source: U.S. Census Bureau
Updated: 2014

60% +
50% +
40% 4
30% 4
20% -
10% 4 l.
0% [ 1 | -——

Baltimore

Baltimore
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Background to Maryland Demographics (continued)

Languages Spoken at Home, Other than English (2013) Number P —
. . . RSngRags of speakers less than “Very Well”
Maryland remains one of the most diverse states with people from :

. . . . Spanish 395,706 43.3%
approximately 160 different countries speaking over one hundred languages. B African languages 79420 o 55
Nationally, Maryland has the tenth highest percentage of residents who are B Chinese — PR 46:77:
foreign-born. 14.2% of Maryland residents are foreign-born compared to B Fench 51:661 25.4%
13.1% at the national level. B Korean 38,547 54.9%

[ Tagalog 34,660 26.5%

B German 16,126 10.9%

. Other Asian Languages 28,498 23.1%

Russian 18,715 40.7%

Other Indic languages 22,368 38.0%

Vietnamese 19,194 54.4%

Hindi 14,845 18.0%

Arabic 20,236 23.7%

Italian 8,924 24.7%

All Other Languages Urdu 20,755 26.4%

23% N Greek 11,708 28.8%

SpaTSh French Creole 13,324 38.7%

B’ Persian 13,650 38.4%

5 Other Indo-European languages 8,747 22.3%

Russian 29% Portuguese 10,273 311%

Other Asian 7 Hebrew 9,106 9.9%

3% 75 Gujarati 9,160 31.2%

Gef‘“a“ Japanese 4,518 32.9%

Tagalog Polish 3,142 33.0%

4% Other Slavic languages 5,368 18.0%

Other Pacific Island languages 3,813 46.9%

Korean Thai 4118 38.1%

4% coiu Hungarian 2,270 34.5%

5% Aftican Scandinavian languages 1,983 5.9%

Chinese Languages Mon-Khmer, Cambodian 1,615 47.2%

7% 8% Other and unspecified languages 883 28.4%

Serbo-Croatian languages 2,983 33.1%

Armenian 728 26.5%

Prepared by: Maryland Yiddish 600 19.5%
Department of Legislative Services Other Native North American languages 2,927 5.8%

Source: U.S. Census Bureau Lewiten 1,692 49.3%
Updated: 2014 Navajo 453 0%
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Carrier Disparities Initiatives

Member Information Sources

DESCRIPTION

The percentage of meaningful
member information sources and
information being proactively
captured by the health benefit
plan, and also being used to
identify RELICC™ data elements,
including race/ethnicity,
languages spoken other than
English, interpreter need, and
cultural characteristics of their
enrolled members.

Maryland plans were recently
permitted to begin gathering
RELICC™ data directly from
members in order to better
address their health care needs.
As a result, plans are in various
stages with regard to RELICC™
data completeness.

For this measure, a higher
percentage is better, which means
that the plan is taking steps to
gather RELICC™ data directly and
proactively from members in order
to better address their health

care needs.

RATIONALE

According to population
projections by the U.S. Census
Bureau, the number of minorities
living in the United States is
projected to increase to about
one in two by 2050. In spite of the
many advances in health care, race
and ethnicity remains a significant
factor in determining whether an
individual has adequate access to
health care, receives high quality
health care, and has positive
health outcomes.

Not all Maryland plans proactively
collect RELICC™ information
directly from members. Those
plans that do, use enrollment
forms, clinical visits, and surveys.
Several plans improved their
capture of Race/Ethnicity from
2014, and others announced
long-term plans to improve their
sources of information. Included
this year, plans were also asked
whether they capture information
on members’ education level.

l.U.S. Department of Commerce,
Economics and Statistics
Administration, Bureau of the
Census, 1996

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

IS THE PLAN GETTING ACCURATE RELICC™ MEMBER INFORMATION?

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna

CareFirst CFMI
CareFirst GHMSI
Cigna 17.0%

Coventry

KPIC

MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

== MAB MARYLAND AVERAGE BENCHMARK
=== NAB NATIONAL AVERAGE BENCHMARK
s NTP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=81%
|
91.0%
1
100.0%
1
100.0%
32.0%
82.0%
1
82.0%
1
82.0%
1
11
91.0%
(.
100.0%
[
100.0%
100.0%
32.0% |
82.0%
[
82.0%
(B
MAB=76%
PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Information on Physicians, Physician Office Staff,

and Plan Personnel

DESCRIPTION RATIONALE

The percentage of network
physicians, provider office staff
and health benefit plan personnel
for which the plan has identified
RELICC™ data elements, including
race/ethnicity and languages
spoken other than English.

For this measure a higher
percentage is better, which means
that RELICC™ data elements have
been identified for the provider
network, provider office staff and
plan personnel.

NOTE: Each RELICC™ data element is
weighted differently, thus scores do not
reflect a one-to-one relationship. For
example, a plan with a score of 47% on
this measure does not necessarily indicate
the plan has 47% of the RELICC™ data on
their provider network, office staff and
plan personnel.

“Clear communication [between
patients and providers] is the
foundation for patients to be

able to understand and act on
health information.” In order to
provide useful support materials
and to connect patients with
concordant or similar health
providers if desired, health benefit
plans should have information on
RELICC™ characteristics, not only
of their members, but also of their
provider network and provider
office staff.

Maryland plan performance
remains inconsistent for this
measure. About half the plans
have identified Race/Ethnicity for
a significant number of network
physicians, but few for the
physician’s office staff. Almost all
know the languages spoken by
network physicians, but no plans
have identified languages spoken
by physicians’ office staff. Plans
are improving in their knowledge
of RELICC™ information of their
own staff.

U.S. Department of Health and
Human Services, Indian Health
Services, Patient-Provider
Communication Toolkit

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

DOES THE PLAN KNOW THE RELICC™ INFORMATION FOR THEIR DOCTORS

AND STAFF?
MAB=40%
HMO Aetna 45,{3%
CareFirst BlueChoice : 70.0%
Coventry 20.0%
Kaiser Permanente 85.0%
MD-IPA 20.0%
Optimum Choice 20.0%
UnitedHealthcare 20.0%
PPO Aetna 45.0°/Io
CareFirst CFMI : 70.0%
CareFirst GHMSI I I 70.0%
Cigna I I 70.0%
Coventry 20.0%
KPIC 25.0%
MAMSI 20.0%
UnitedHealthcare 20.0%
o MAB=43%
0T S anahit pian performance. 1> PERFORMANCE RATING

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

s [VIAB MARYLAND AVERAGE BENCHMARK NA - Not applicable due to insufficient eligible members

=== N AB NATIONAL AVERAGE BENCHMARK
e NTP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Using the Data

DESCRIPTION RATIONALE

The percentage of meaningful
ways the health benefit plan
uses RELICC™ data elements of
their enrolled members, network
providers, and their own plan
customer service personnel, as
well as organizational RELICC™
related programming data, to
eliminate disparities.

For this measure, a higher
percentage is better, which means
the plan is using the RELICC™
data elements of their members,
network providers and plan
personnel in meaningful ways to
eliminate disparities.

#*

MARY
HEAL’

The National Prevention Council
advises that health benefit plans
can take action to eliminate
disparities by training and

hiring “more qualified staff from
underrepresented racial and
ethnic minorities and people
with disabilities.”

Maryland plans continue to do

a good job with the RELICC™

data they have. Plans use the

data to improve language

support activities; focus quality
improvement efforts; assess the
adequacy of language assistance
to meet members’ needs; and
create culturally sensitive disease
management, health education
and health promotion programs.
However, few plans are sharing the
data with their provider networks,
using the data to incentivize
providers to reduce disparities, or
using the data to analyze their own
disenrollment patterns to address
disparities.

U.S. Department of Health and Human
Services, Office of the Surgeon
General, National Prevention Council
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Carrier Disparities Initiatives (continued)

DOES THE PLAN USE THE DATA TOWARD ELIMINATING DISPARITIES?

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA
Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=84%
11
100.0%

1
89.0%
33.0% | |

100.0%

| |

89.0%
| |

89.0%
| |

89.0%
! !

| |
100.0%

|
89.0%
|

89.0%
| |
100.0%

33.0% | |
100.0%

|
89.0%
| |
89.0%
! !
MAB=86%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

Supporting the Needs of Members With HOW WELL DOES THE PLAN HELP MEMBERS WITH LANGUAGE CHALLENGES?

Limited English Proficiency

DESCRIPTION RATIONALE

The percentage of meaningful
ways the health benefit plan
supports the language needs of
members with limited English
proficiency (including users of
Deaf American Sign Language).

For this measure, a higher
percentage is better, which
means the plan is employing
multiple effective language needs
strategies to assist their members
whose primary language is

not English.

Health literacy is defined

as “the degree to which an
individual has the capacity to
obtain, communicate, process,
and understand basic health
information and services to make
appropriate health decisions.” It is
crucial to identify and implement
successful communication
strategies for all members,
including those with limited
English proficiency (LEP).

Maryland plans remain
inconsistent in meeting the

needs of LEP members, though
improvements were made. Most
plans are testing and certifying
the proficiency of interpreters, and
about half pay for these services
used by their networks. Up from
2014, more plans are testing

or verifying the proficiency of
bilingual non-clinical plan staff and
of bilingual clinicians. However,
few plans provide or pay for
foreign language training.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, 2015

HMO Aetna
CareFirst BlueChoice
Coventry 9.0%
Kaiser Permanente
MD-IPA
Optimum Choice
UnitedHealthcare
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry 9.0%
KPIC
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=43%
| |
69.0%

31.0%

100.0%
31.0%
31.0%
31.0%

|
69.0%
31.0%
31.0%

58.0%

100.0%
31.0%

31.0%

MAB=45%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Assuring That Culturally Competent

Health Care is Delivered

DESCRIPTION

The percentage of meaningful
ways the health benefit plan
assures that culturally competent
health care is delivered.

For this measure, a higher
percentage is better, which means
the plan is finding ways to assure
that culturally competent health
care is delivered.

RATIONALE

“... Prevention communications
should take the culture
(e.g., language, thoughts,

communications, actions, customs,

beliefs, values, and institutions of
racial, ethnic, religious or social
groups) of the target population
into consideration to be effective.”

Maryland plans improved their
efforts to assure the delivery of
culturally competent care. The
plans assess members’ needs,
tailor health promotion and

#*

MARY
HEAL’

disease management messaging
to particular cultural groups,
and involve the community by
seeking advice from Community
Advisory Boards and other
community-based organizations,
plus collaborating with medical
associations focused on cultural
competency issues. Some

plans have added extensive
cultural competence training
programs. Still, few plans
conduct a cultural competence
assessment of physician offices,
nor do they employ cultural and
linguistic services coordinators
or specialists.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, Division of Nutrition,
Physical Activity, and Obesity, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

DOES THE PLAN SUPPORT THE COMPLETE CULTURAL HEALTH NEEDS OF MEMBERS?

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=78%
78.0%
67.0%
33.0%
100.0%
89.0%
89.0%
89.0%

78.0%
67.0%
67.0%
100.0%

33.0%

100.0%
| |
89.0%
| |
89.0%

I I
MAB=78%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cdc.gov/obesity/health_equity/culturalrelevance.html
http://www.cdc.gov/obesity/health_equity/culturalrelevance.html
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Evaluating and Measuring the Impact

of Language Assistance

DESCRIPTION RATIONALE

The percentage of meaningful
results from the health

benefit plan’s evaluation and
measurement of the impact of
language assistance programs
or initiatives aimed at better
serving the needs of their enrolled
members, network providers
and their office staff, as well
as the plan’s own customer
service personnel.

For this measure, a higher
percentage is better, which means
the plan is effectively evaluating
and measuring the impact of
language assistance programs
and initiatives to ensure that
members in need of language
assistance are provided with high
quality language services, using
certified medical interpreters or
trained staff.

Studies show that when offered
a choice, minority patients are
more likely to select a provider
of a similar race/ethnicity, and
have a higher degree of patient
satisfaction. Several reasons
for this include the removal of
language barriers, the ability to
communicate more effectively,
and the assumption that similar
cultural beliefs and values will

be shared.

Although all health benefit

plans are taking steps to meet

the language needs of their
members, strict evaluation of

this measure beginning in 2015
show that about half of Maryland
plans measure the impact of their
language assistance programs
and initiatives. Some plans limit
their measurement to the number
of members accessing language
assistance, and satisfaction with
those services. Some plans have
expanded to investigate the impact
of culturally related interventions
on drug adherence and associated
reduction in adverse events.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine,
National Center for Biotechnology
Information, 2010

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

HOW WELL DOES THE PLAN CRITIQUE THEIR OWN LANGUAGE ASSISTANCE EFFORTS?

HMO Aetna
CareFirst BlueChoice 0%
Coventry 0%
Kaiser Permanente 0%
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI 0%
CareFirst GHMSI 0%
Cigna
Coventry 0%
KPIC 0%
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=36%
|

50.0%
50.0%
50.0%

50.0%
|
50.0%
I
MAB=38%

PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

|__mnr-100 d0%
100.0%

100.0%

100.0%

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate

for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for

the given measure

NR - Performance results are not reported due to bias in the data

from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Information Available Through the

Online Provider Directory

directories include]... both

The percentage of meaningful
ways RELICC™ information on
the health benefit plan’s provider
network is made available to
members through the online
provider directory.

For this measure, a higher
percentage is better, which means
the plan is effectively using their
online provider directory in order
to share providers’ RELICC™-
related characteristics which are
important to their members.

RATIONALE

To make informed provider
selections, plan members

should have access to relevant
information on the provider
network. Also, to process and
pay claims correctly, plans

need to maintain accurate
information on network providers.
“Member Services are also

part of a provider network [thus

entity information and individual
provider information.”

Maryland plans improved their
searchable physician information
this year. With the addition of

new capabilities, almost all plans
offer the ability to search by
facility privileges, and almost all
can search by languages spoken.
Although some added this feature,
only about half can be searched
by years in practice, and almost
no plans offer the ability to search
by office hours. In addition to the
basic information noted above,
dynamic provider directories also
include degree and residency
information, licensing information,
hospital and group affiliations, and
whether providers are accepting
new patients.

U.S. Department of Health and Human
Services, Office of the National
Coordinator for Health Information
Technology, 2012

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

CAN MEMBERS PRIORITIZE SEARCH CRITERIA TO FIND
DOCTORS IN THE ONLINE DIRECTORY?

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=60%

40.0%
60.0%
60.0%
80.0%
60.0%
60.0%
60.0%

40.0%
60.0%
60.0%
80.0%
60.0%
80.0%
60.0%

60.0%

MAB=63%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Interactive Selection Features for Members Selecting

a Physician Online

DESCRIPTION

The percentage of meaningful
ways members can interact with
the health benefit plan’s online
physician selection tool to select
provider features that are of
importance to them as members.

For this measure, a higher
percentage is better, which means
the plan is effectively maintaining
a highly interactive online provider
directory in order to share
providers’ professional features
and other RELICC™-related
characteristics which are important
to their members.

#*
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RATIONALE

Health benefit plan members
often rely on technology to help
them find culturally concordant
or similar health care providers.
Provider directories can be
important sources for this
information. Some directories

are more sophisticated than
others and are structured to allow
convenient searches according to
a member’s preference for one
or more provider categories such
as gender, location, etc. Better
directories guide members to the
right doctor for them.

Almost all Maryland plans
support members in searching

for providers by treatment

or condition and by culture.
Improved for this year, almost all
provide the user with guidance
about physician choice, questions
to ask physicians, and questions to
ask the carrier. However, few plans
in Maryland provide a photo for at
least 50% of their physicians.

U.S. Department of Health and Human
Services, Office of the National
Coordinator for Health Information
Technology, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

DOES THE PLAN WEBSITE HELP MEMBERS WITH THE RIGHT GUIDANCE?

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=58%
| |
73.0%
1
45.0%
I
50.0%
I
44.0%
I
64.0%
I I
64.0%
I I
64.0%
I I
| |
73.0%
I
45.0%
I
45.0%
I
74.0%
I
50.0%
I
44.0%
I
64.0%
I I
64.0%
I I
MAB=57%
PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Health Assessment Programming

DESCRIPTION

The percentage of meaningful
ways the health benefit plan
engages their members in
Health Assessment completion
and subsequent activities

that reduce their members’
health risk.

For this measure, a higher
percentage is better, which
means the plan is effectively
reaching out to their members
to facilitate completion of

the plan’s Health Assessment
(HA), and that the HA content
is comprehensive.

RATIONALE

Health Assessments (HAs),
sometimes known as Health
Risk Appraisals, help members
understand their current health
status and what their unique
health risks might be, as well as
guide members to resources
that can improve their health.
RELICC™- related issues play a
strong role in making HAs user-

friendly and helping members
understand their unique
health profile.

All Maryland plans have
personal HAs available to
members, providing the tool
online and in print, and in
multiple language options.
Most plans provide member-
specific behavior change
recommendations that reduce
risk at HA completion, though
again this year, few offer such
messaging at the point of the
member risk response (i.e., at
point member indicates that
they are a smoker). Again this
year, no plans provide access to
the HAs through an Interactive
Voice Recognition system or
telephone interview with a

live person.

U.S. Department of Health and
Human Services, Centers for
Disease Control and Prevention,
National Center for Chronic Disease
Prevention and Health Promotion,
Division of Nutrition, Physical
Activity and Obesity, 2010

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Carrier Disparities Initiatives (continued)

DOES THE PLAN HELP MEMBERS ADDRESS THEIR HEALTH RISKS?

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: RELICC™ Submission or
Health Benefit Plan Records

MAB=92%
|
86.0%
1
86.0%
|
86.0%
|
86.0%
|
100.0%
| | |
100.0%
| | |
100.0%
! ! |
|
86.0%
|
86.0%
|
86.0%
|
100.0%
|
86.0%
|
86.0%
|
100.0%
| |
100.0%
! |
MAB=91%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cdc.gov/nccdphp/dnpao/hwi/programdesign/health_risk_appraisals.htm
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness
for Children and Adolescents

Effective primary care and wellness practices assist with the
prevention or early detection of childhood conditions that
may prove detrimental to healthy development. These same
wellness practices can assist to develop a health-centered
child who in turn is likely to develop into a healthy adult and
potentially minimize overall health costs throughout life.
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Children and Adolescents Access
to Primary Care Providers

DESCRIPTION diseases. Access to health

services encompasses four areas
Each health benefit plan reports of importance:
on multiple indicators under >
this measure. Four separate
indicators include:

Coverage - lack of adequate
health insurance coverage
makes it difficult for people to

1. The percentage of children get the health care they need
aged 12 to 24 months in 2014 » Services - in addition to
who had a visit with a primary primary care and preventive
care provider during the 2014 services, access to emergency
measurement year. medical services is a crucial link

For this performance indicator, a in the chain of care

higher percentage is better, which  p Timeliness — the ability to

means that more toddlers did have access care quickly after

a visit to a primary care provider. a need is recognized is

associated with improved

RATIONALE patient satisfaction and

] health outcomes
Access to primary care

providers such as pediatricians,
family doctors, nurse practitioners,
and other providers improves
opportunities for appropriate

use of prevention and wellness
services and the proper

screening for communicable U.S. Department of Health and Human
Services, Healthy People 2020

P Workforce - to improve
the nation’s health, it is
important to increase
the number of practicing
primary care providers across
all communities
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

PRIMARY CARE VISIT 12 TO 24 MONTHS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=98%

97.8%
98.4%
100.09'6
96.8%
97.3%

97.3%

98.4%
96.5%
96.8%

98.4%

95.7%

97.6%
|

98.1%
|
MAB=97%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Children and Adolescents Access
to Primary Care Providers continued

DESCRIPTION

2. The percentage of children
aged 25 months to 6 years in
2014 who had a visit with a
primary care provider during
the 2014 measurement year.

For this performance indicator, a

higher percentage is better, which

means that more young children
did have a visit to a primary
care provider.

RATIONALE

Access to primary care
providers such as pediatricians,

family doctors, nurse practitioners,

and other providers improves
opportunities for appropriate
use of prevention and wellness
services and the proper
screening for communicable
diseases. Access to health

services encompasses four areas

of importance:

#*
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» Coverage - lack of adequate
health insurance coverage
makes it difficult for people to
get the health care they need

P Services — in addition to
primary care and preventive
services, access to emergency
medical services is a crucial link
in the chain of care

P Timeliness — the ability to
access care quickly after
a need is recognized is
associated with improved
patient satisfaction and
health outcomes

P Workforce - to improve
the nation’s health, it is
important to increase
the number of practicing
primary care providers across
all communities

U.S. Department of Health and Human
Services, Healthy People 2020

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

1 PRIMARY CARE VISIT - 25 MONTHS TO 6 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=94%

|
93.5%
1

94.1%
|
94.8%

91.8%
94.8%

|
94.3%
|

95.2%
Il

11
94.1%

|
90.7%
|

91.3%
|
94.6%

|
90.8%

93.7%
11

94.4%

MAB=93%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Children and Adolescents Access
to Primary Care Providers continued

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

1 PRIMARY CARE VISIT - 7 TO 11 YEARS OF AGE

MAB=94%
overage — lack of adequate I
DESCRIPTION > Coverag qu HMO At -
health insurance coverage 3
3. The percentage of children makes it difficult for people to CareFirst BlueChoice i
aged 7 to 11 years in 2014 get the health care they need Coventry 94.0%
who had ?dV's';W'_th a Er'r;ari Services — in addition to Kaiser Permanente 92.6%
care provider auring t he primary care and preventive MD-IPA 94.4%
measur.ement yearorthe services, access to emergency Optimum Choice o4 o%'
year prior. medical services is a crucial link ) T
For this performance indicator, a in the chain of care UnitedHealthcare ZAEA
higher percentage is bettgr, which ) Timeliness - the ability to .
means that more older children access care quickly after PPO Aetna 94.9%
did have ?dVISIt to a primary a need is recognized is CareFirst CEMI 92.80'/0
care provider. i ith i I
aSS,OCIated,WIt _Improved CareFirst GHMSI 93.5%
patient satisfaction and ) I
RATIONALE health outcomes Cigna -
Access to primary care > Workforce —to improve e A
providers such as pediatricians, the nation’s health, it is KPIC 100.0%
family doctors, nurse practitioners, Important to increase MAMSI 95.3%
and other providers improves th? number of pra';tlcmg UnitedHealthcare 95.'5%
iti i rimary care providers across I
opportunities for appropriate P y S MAB95%

use of prevention and wellness
services and the proper
screening for communicable
diseases. Access to health

all communities

U.S. Department of Health and Human
Services, Healthy People 2020

More stars indicate better health

benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

services encompasses four areas
of importance:

BENCHMARKS QUALITY MEASURE DESIGNATIONS

s [VIAB MARYLAND AVERAGE BENCHMARK NA - Not applicable due to insufficient eligible members

= NAB NATIONAL AVERAGE BENCHMARK (fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
== NITP NATIONAL TOP PERFORMERS for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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Children and Adolescents Access
to Primary Care Providers continued

DESCRIPTION

4. The percentage of children
aged 12 to 19 years in 2014
who had a visit with a primary
care provider during the 2014
measurement year or the
year prior.

For this performance indicator, a

higher percentage is better, which

means that more adolescents
did have a visit to a primary
care provider.

RATIONALE

Access to primary care
providers such as pediatricians,

family doctors, nurse practitioners,

and other providers improves
opportunities for appropriate
use of prevention and wellness
services and the proper
screening for communicable
diseases. Access to health
services encompasses four areas
of importance:

#*
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» Coverage - lack of adequate
health insurance coverage
makes it difficult for people to
get the health care they need

Services — in addition to
primary care and preventive
services, access to emergency
medical services is a crucial link
in the chain of care

P Timeliness — the ability to
access care quickly after
a need is recognized is
associated with improved
patient satisfaction and
health outcomes

P Workforce - to improve
the nation’s health, it is
important to increase
the number of practicing
primary care providers across
all communities

U.S. Department of Health and Human
Services, Healthy People 2020

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

1 PRIMARY CARE VISIT - 12 TO 19 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=92%

89.3%

92.1%
|
94.1%

89.9% |
91.7%

|
92.1%
|

92.6%
Il

11
91.6%
|
89.0%
|

89.9%
|
90.9%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

MHCC Comprehensive Quality Report 2015 61 4 }



http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1
http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1

Well-Child Visits in the First 15 Months of Life

DESCRIPTION RATIONALE

Each health benefit plan reports
on multiple indicators under
this measure. Seven separate
indicators include:

1. The percentage of children
who turned 15 months of age
during 2014 who had no well-
child visits with a primary care
provider during their first 15
months of life.

For this performance indicator, a
lower percentage is better, which
means that more infants and
toddlers did have at least one
well-child visit with a primary care
provider, which is desirable, and
fewer infants and toddlers had
zero visits.

Regular well-child checkups are
one of the best ways to monitor
growth and development in
order to find and prevent health
problems. They also provide an
opportunity for the health care
provider to offer guidance and
counseling to the parents. These
visits are of particular importance
during early childhood, when
infants and toddlers undergo
rapid growth and change. Well-
child visits are important even for
healthy children because of the
focus on wellness and preventive
health care measures that keep
children healthy.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine, 2013

NOTE: For this performance indicator, a lower percentage is better

#*
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

O WELL-CHILD VISITS - 0 TO 15 MONTHS OF AGE

MAB=2%
HMO Aetna 1.6%I
CareFirst BlueChoice 11%
Coventry 0%
Kaiser Permanente 1.5%
MD-IPA 0.8%
Optimum Choice 4.6%
UnitedHealthcare : : 3.2%
PPO Aetna 0.8%
CareFirst CFMI 2.9%
CareFirst GHMSI 2.3!’/0
Cigna 0.5%
Coventry 2.0%
KPIC NA
MAMSI 1.7%
UnitedHealthcare 0.9%
o MAB=2%
0T S anahit pian performance. 1> PERFORMANCE RATING

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Well-Child Visits in the First 15 Months of Life continued

DESCRIPTION RATIONALE

2. The percentage of children who
turned 15 months of age during
2014 who had six or more well-
child visits with a primary care
provider during their first 15
months of life.

For this performance indicator,

a higher percentage is better,
which means that more infants
and toddlers did have six or more
well-child visits with a primary care
provider, which is desirable, and
fewer infants and toddlers had
only five visits or less.

#*
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Regular well-child checkups are
one of the best ways to monitor
growth and development in
order to find and prevent health
problems. They also provide an
opportunity for the health care
provider to offer guidance and
counseling to the parents. These
visits are of particular importance
during early childhood, when
infants and toddlers undergo
rapid growth and change. Well-
child visits are important even for
healthy children because of the
focus on wellness and preventive
health care measures that keep
children healthy.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

6+ WELL-CHILD VISITS - 0 TO 15 MONTHS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=82%

84.1%
|

72.0%

92.3%
||
82.9%
1|
84.8%
1|
82.7%

77.4%

66.2%

62.2%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

Well-Child Visits in the First 15 Months of Life continued

DESCRIPTION RATIONALE

3. The percentage of children who turned 15 months of age during 2014 who ~ The schedule for well-child care should be individualized based on the
had zero, one to five, or six or more well-child visit(s) with a primary care patient’s age, health status, including health risks, previously received services,
provider during their first 15 months of life. and the desired outcome of care as determined jointly by the health care

A I ealth borofit ol . X  below should b practitioner and family. The goal for an adequate schedule includes at least six
NOTE: When evaluating health benefit plan performance, the graph below should be . . . P
considered in conjunction with the prior graphs for zero visits and six or more visits. The well child visits before the child re.aCh.eS 15 m.O.nthS of age. Howeyer, conflicting
graph below provides a summary of what the health benefit plans achieved in providing demands on the parent(s) results in mixed ability of health benefit plans to

the following: achieve the goal of six or more visits.
0 Visits Undesirable; performance is displayed in red

1-5 Visits Not necessarily good or bad; no judgment is made as to the overall performance
score, no star rating is assigned and performance is displayed in yellow

6+ Visits  Desirable goal for this measure; performance is displayed in green

HMO NATIONAL (NAB) i e | O Visits

BENCHMARKS | MARYLAND (MAB) M L b Visits

HMO Aetna Ml | m 6+ Visits
CareFirst BlueChoice | ssssssssssssssssss———

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice
UnitedHealthcare
PPO NATIONAL (NAB)
BENCHMARKS |\ ARYLAND (MAB)
PPO Aetna
CareFirst GHMSI
CareFirst CFMI
Cigna

NA* Insufficient eligible
members (fewer than
30) to calculate rate

Coventry

KPIC

MAMSI
UnitedHealthcare

A Tl A Tl

%

Data Source: HEDIS®
Submission or Health
Benefit Plan Records

#*
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Well-Child Visits in the Third, Fourth,

Fifth and Sixth Years of Life

DESCRIPTION RATIONALE

The percentage of children aged
3 to 6 years in 2014 who received
one or more well-child visits with
a primary care provider during the
2014 measurement year.

For this measure, a higher
percentage is better, which means
that more young children did
have one or more well-child visits
to a primary care provider, which
is desirable, and fewer young
children had zero visits.

#*
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Well-child visits are more than
just a time for kids to get their
immunizations. It is also a great
time for parents to get valuable
information that optimizes the
health of their child. Parents
should expect to get answers
to questions or concerns about
“normal development, nutrition,
sleep, safety, diseases that

are 'going around,’ and other
important topics.”

One important topic involves
vision, speech and language
problems. Early intervention here
can improve communication skills
and avoid or reduce language and
learning problems.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

1+ WELL-CHILD VISITS - 3 TO 6 YEARS OF AGE

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=81%
|
79.3%
1

81.7%
76.3‘%Ia

8‘II 5%

8:’).9%

8‘I| 2%

I82.9%

80.6%

| |
82.2%

I I
MAB=80%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Childhood Immunization Status

DESCRIPTION RATIONALE

The percentage of children who
turned 2 years of age during
2014 who had all the required
ten immunizations by their
second birthday.

The measure calculates a rate for
those children who had all the
required doses for immunization
against several communicable
diseases, including four DTaP,
three IPV, one MMR, three HIB,
three HepB, one VZV, four PCV,
one HepA, two or three RV, and
two Influenza vaccines by their
second birthday. (See page 173
for more information)

For this measure, a higher
percentage is better, which
means that more infants and
toddlers did get all their
required immunizations.

NOTE: There are nineteen separate
indicators in this measure category,
including individual and combination
immunizations. Only the total percentage
of members with documented
immunizations for Combo 10, which
includes all the immunizations that

are required for children by age 2, is
represented in the associated graph.

Routine vaccinations help the
body build immunity to over a
dozen diseases without getting
sick first. The Centers for Disease
Control and Prevention publishes
immunization schedules that
summarize recommendations

for routine vaccines for children.
These schedules (see Appendix
A) have been approved by the
American Academy of Family
Physicians and the American
Academy of Pediatrics. The
immunization schedules outline
the best times to get each of

the immunizations and also
account for times when getting

a particular immunization is not
recommended. For example,
children shouldn't receive measles
vaccine until they are at least one
year old because if it is given
earlier the vaccination might not
work as well.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Immunization and Respiratory
Diseases, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

10 REQUIRED IMMUNIZATIONS - 2 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice

Coventry 15.1%
Kaiser Permanente
MD-IPA
Optimum Choice
UnitedHealthcare
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry 1.7%
KPIC NA

MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=51%

47.4%

52.3%

71.2%
| |
54.5%
I I
MAB=49%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Adolescent Well-Care Visits

DESCRIPTION RATIONALE

The percentage of adolescents
and young adults aged 12 to 21
years in 2014 who had at least
one comprehensive well-care
visit with a primary care provider
or an obstetrician/gynecologist
(OB/GYN) during the 2014
measurement year.

For this measure, a higher
percentage is better, which means
that more adolescents and young
adults did have one or more
well-care visits to a primary care
provider or an OB/GYN.

Well-care visits are more than
just a time for adolescents

and young adults to get their
immunizations. It is also a good
opportunity to get valuable
information that optimizes

their health. Topics that can be
covered during well-care visits
include questions and concerns
about “normal development,
nutrition, sleep, safety, diseases
that are ‘going around,’ and other
important topics.”

One important topic involves
emotional and social aspects of
health. Not only are accidents,
homicides and suicides among
the leading causes of adolescent
and young adult deaths, but
sexually transmitted diseases,
substance abuse, pregnancies,
and antisocial behaviors are also
important causes of, or result
from, physical, emotional, and
social adolescent problems.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

1+ WELL-CARE VISITS - 12 TO 21 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=52%
|
50.4%
1

53.1%
|
48.3%
|
52.9%
| |
53.1%
|
49.7%
|

59.9%
! !

| |
53.9%
|
48.4%
|
54.6%
| |
53.3%
|
49.2%
|
471%
|

53.1%
| |
53.7%
I I
MAB=52%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Immunizations for Adolescents

DESCRIPTION

The percentage of adolescents
who turned 13 years of age during
2014 who had the two required
immunizations for adolescents

by their thirteenth birthday. The
measure calculates a rate for those
adolescents who had one dose of
meningococcal conjugate vaccine
(MCV) and one dose of tetanus,
diphtheria toxoids and acellular
pertussis vaccine (Tdap) or one
dose of tetanus, diphtheria toxoids
vaccine (Td) by their thirteenth
birthday. (See page 173 for

more information)

For this measure, a higher
percentage is better, which
means that more adolescents who
turned 13 years of age during the
measurement year got all their
required immunizations.

NOTE: There are three separate
indicators in this measure category,
including MCV, Tdap or Td, and

a total of both MCV and Tdap or

RATIONALE

“Preteens and teens are at risk for
diseases and need the protection
of vaccines to keep them healthy.
The vaccines for preteens and
teens are important because as
kids get older, protection from
some childhood vaccines begins
to wear off and some vaccines
work better when given during
adolescence. There are many
opportunities for vaccination, so
take advantage of health check-
ups, sports, or camp physicals

to ensure teens receive the
recommended vaccines.”

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Inmunization and Respiratory
Diseases, 2015

The stars represent the relative comparisons

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

2 REQUIRED IMMUNIZATIONS - 13 YEARS OF AGE

MAB=75%
HMO Aetna 72.I4%
CareFirst BlueChoice 64.9%
Coventry 73.1%
Kaiser Permanente : 89.6%
MD-IPA 7I5.4%I
Optimum Choice 70.0;6
UnitedHealthcare :76.6‘3?
PPO Aetna : 7;.5%
CareFirst CFMI I 69.8%
CareFirst GHMSI 6;.4%
Cigna I 72.9%
Coventry 56.3%
KPIC NA
MAMSI 72.2%
UnitedHealthcare I 74.4I%
o I MABI=10%
0T S anahit pian performance. 1> PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS QUALITY MEASURE DESIGNATIONS

s [VIAB MARYLAND AVERAGE BENCHMARK NA - Not applicable due to insufficient eligible members
= NAB NATIONAL AVERAGE BENCHMARK (fewer than 30) to calculate a rate for a HEDIS® measure, or

insufficient survey responses (fewer than 100) to calculate a rate
== NTP NATIONAL TOP PERFORMERS for a CAHPS® measure

Td immunizations. Only the total
percentage of members with
documented immunizations for
Combo 1, which includes all the

immunizations that are required for
adolescents by age 13, is represented
in the associated graph.

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data

from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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Human Papillomavirus Vaccine for Female Adolescents

DESCRIPTION RATIONALE

The percentage of female
adolescents who turned 13 years
of age during 2014 and who

had three doses of the human
papillomavirus (HPV) vaccine by
their thirteenth birthday.

For this measure, a higher
percentage is better, which
means that more parents/
guardians for female adolescents
who turned 13 years of age
during the measurement year
not only authorized the optional
HPV vaccination, but also
followed through with attending
two additional visits in order

to complete the three-shot
vaccination series.
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Genital human papillomavirus
(HPV) is the most common
sexually transmitted infection in
the United States. According to
the Centers for Disease Control
and Prevention, approximately 79
million Americans are currently
infected with HPV. In fact, it is

so common that “most sexually-
active men and women will get
at least one type of HPV at some
point in their lives.” Genital warts
and cervical cancer are two
common health problems related
to HPV. The HPV vaccine can offer
protection against contracting
the viral infection, which could
reduce the need for medical care,
biopsies and invasive procedures
associated with follow-up from
abnormal Pap tests and thereby
reduce health care costs.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

RECOMMENDED HPV IMMUNIZATION - 13 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=15%
9.5%
11.0%
91%
30.6%
1M1.1%
10.5%

22.5%

|
10.4%
9.9%
10.3%
10.7°I/o

91%

8.5%

10.5%
I
MAB=10%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Non-Recommended Cervical Cancer Screening

in Adolescent Females

DESCRIPTION RATIONALE

The percentage of adolescent
females aged 16 to 20 years

in 2014 who were screened
unnecessarily for cervical cancer
during the 2014 measurement.

For this measure, a lower
percentage is better, which means
that there were fewer adolescent
females 16 to 20 years of age who
were screened unnecessarily for
cervical cancer whether with a Pap
test or HPV co-test.

#*
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Experts “recommend against
cervical cancer screening in a
general population of females
under 21 years of age” because
there is evidence that screening

in this age group [regardless of
sexual history] does not reduce
the incidence of new cases

of cervical cancer, nor does it
reduce mortality from cervical
cancer, compared with beginning
screening at age 21. It should be
noted that screening has been
shown to be very effective at
reducing cervical cancer incidence
and mortality among women 21 to
65 years of age.

U.S. Department of Health and Human

Services, Agency for Healthcare
Research and Quality

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

UNNECESSARY CERVICAL CANCER SCREENING - 16 TO 20 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice :
Coventry :
Kaiser Permanente 0.9%I
MD-IPA :
Optimum Choice :
UnitedHealthcare :
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry
KPIC 1.8%
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=4%
| |
5.6%
1

51%

3.4%

4.2%
| I
MAB=4%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Weight Assessment and Counseling for Nutrition
and Physical Activity for Children and Adolescents

DESCRIPTION RATIONALE

Each health benefit plan reports
on multiple indicators under
this measure. Three separate
indicators include:

1. The percentage of children
and adolescents aged 3 to
17 years in 2014 who had an
outpatient visit with a primary
care provider or obstetrician/
gynecologist (OB/GYN) and
whose weight and body mass
index (BMI) was assessed
and documented in the 2014
measurement year.

For this performance indicator,

a higher percentage is better,
which means that more children
and adolescents 3 to 17 years of
age did have their BMI calculated
and documented during a visit
with their primary care provider or
OB/GYN.

NOTE: There are nine separate indicators
in this measure category, including body
mass index, nutrition counseling and
physical activity counseling for each of
three age groupings, 3 to 11 years, 12 to
17 years and 3 to 17 years. Only the total
percentage of children and adolescents
with documented BMI among the 3 to 17
years of age group is represented in the
associated graph.

Childhood obesity can have a
harmful effect on the body in a
variety of ways. Children who
have obesity are more likely

to have high blood pressure

and high cholesterol, which are
risk factors for cardiovascular
disease, increased risk of impaired
glucose tolerance (insulin
resistance and type 2 diabetes),
breathing problems (sleep apnea
and asthma), musculoskeletal
discomfort, fatty liver disease,
gallstones, and gastro-esophageal
reflux (heartburn), psychological
stress such as depression,
behavioral problems, and issues in
school. Obese children are more
likely to become obese adults, and
the obesity in adulthood is likely to
be more severe. A goal for overall
good health should be to reach
and maintain a healthy weight.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, Division of Nutrition,
Physical Activity, and Obesity, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

BODY MASS INDEX - 3 TO 17 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry 1.9%
Kaiser Permanente
MD-IPA
Optimum Choice
UnitedHealthcare
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry 3.0%
KPIC
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

== MAB MARYLAND AVERAGE BENCHMARK
=== NAB NATIONAL AVERAGE BENCHMARK
s NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=56%
11
58.8%
1

57.6%

98.7%
58.6%
57.2%
|

56.9%

| | |
64.1%
| |
56.8%
| |
61.1%
| |

63.0%
| |
56.5%
| |
56.5%
I I
MAB=54%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

73.5%
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Weight Assessment and Counseling for Nutrition
and Physical Activity for Children and Adolescents

continued

DESCRIPTION

2. The percentage of children
and adolescents aged 3 to
17 years in 2014 who had an
outpatient visit with a primary
care provider or obstetrician/
gynecologist (OB/GYN) and
whose counseling for nutrition
was documented in the 2014
measurement year.

For this performance indicator, a
higher percentage is better, which
means that more children and
adolescents 3 to 17 years of age
did receive counseling for nutrition
during a visit with their primary
care provider or OB/GYN.

NOTE: There are nine separate indicators
in this measure category, including body
mass index, nutrition counseling and
physical activity counseling for each of
three age groupings, 3 to 11 years, 12 to
17 years and 3 to 17 years. Only the total
percentage of children and adolescents
with documented nutrition counseling
among the 3 to 17 years of age group is
represented in the associated graph.

RATIONALE

Childhood obesity can have a
harmful effect on the body in a
variety of ways. Children who

have obesity are more likely

to have high blood pressure

and high cholesterol, which are
risk factors for cardiovascular
disease, increased risk of impaired
glucose tolerance (insulin
resistance and type 2 diabetes),
breathing problems (sleep apnea
and asthma), musculoskeletal
discomfort, fatty liver disease,
gallstones, and gastro-esophageal
reflux (heartburn), psychological
stress such as depression,
behavioral problems, and issues in
school. Obese children are more
likely to become obese adults, and
the obesity in adulthood is likely to
be more severe. A goal for overall
good health should be to reach
and maintain a healthy weight.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, Division of Nutrition,
Physical Activity, and Obesity, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

NUTRITION COUNSELING - 3 TO 17 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry 2.5%
Kaiser Permanente
MD-IPA
Optimum Choice
UnitedHealthcare
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry 1.4%
KPIC
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=60%

93.9%

58.0%

| |
62.6%

|

61.4%
I I
MAB=57%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

MHCC Comprehensive Quality Report 2015 72 4 }



http://www.cdc.gov/obesity/childhood/causes.html
http://www.cdc.gov/obesity/childhood/causes.html
http://www.cdc.gov/obesity/childhood/causes.html
http://www.cdc.gov/obesity/childhood/causes.html
http://www.cdc.gov/obesity/childhood/causes.html
http://www.cdc.gov/obesity/childhood/causes.html

Weight Assessment and Counseling for Nutrition
and Physical Activity for Children and Adolescents

continued

DESCRIPTION RATIONALE

3. The percentage of children
and adolescents aged 3 to
17 years in 2014 who had an
outpatient visit with a primary
care provider or obstetrician/
gynecologist (OB/GYN) and
whose counseling for physical
activity was documented in the
2014 measurement year.

For this performance indicator, a
higher percentage is better, which
means that more children and
adolescents 3 to 17 years of age
did receive counseling for physical
activity during a visit with their
primary care provider or OB/GYN.

NOTE: There are nine separate indicators
in this measure category, including body
mass index, nutrition counseling and
physical activity counseling for each of
three age groupings, 3 to 11 years, 12 to
17 years and 3 to 17 years. Only the total
percentage of children and adolescents
with documented counseling for physical
activity among the 3 to 17 years of age
group is represented in the associated
graph.

Childhood obesity can have a
harmful effect on the body in a
variety of ways. Children who

have obesity are more likely

to have high blood pressure

and high cholesterol, which are
risk factors for cardiovascular
disease, increased risk of impaired
glucose tolerance (insulin
resistance and type 2 diabetes),
breathing problems (sleep apnea
and asthma), musculoskeletal
discomfort, fatty liver disease,
gallstones, and gastro-esophageal
reflux (heartburn), psychological
stress such as depression,
behavioral problems, and issues in
school. Obese children are more
likely to become obese adults, and
the obesity in adulthood is likely to
be more severe. A goal for overall
good health should be to reach
and maintain a healthy weight.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, Division of Nutrition,
Physical Activity, and Obesity, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

PHYSICAL ACTIVITY COUNSELING - 3 TO 17 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry 21%
Kaiser Permanente
MD-IPA
Optimum Choice
UnitedHealthcare
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry 1.4%
KPIC
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=58%
| |
67.4%
1

62.7%
|

55.1% |

93.9%

58.0%
| |
62.6%
| |
59.3%
! !
MAB=55%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Follow-Up Care for Children
Prescribed ADHD Medication

DESCRIPTION RATIONALE

Each health benefit plan reports
on multiple indicators under
this measure. Two separate
indicators include:

1. Initiation Phase: The percentage
of children aged 6 to 12 years
during the intake period from
March 1, 2013 to February
28, 2014 that were newly
prescribed attention deficit/
hyperactivity disorder (ADHD)
medication, who also had
one follow-up visit with a
practitioner with prescribing
authority during the initial 30
days of when the first ADHD
medication was prescribed
(Index Prescription Start Date).

For this performance indicator,

a higher percentage is better,
which means that more children
6 to 12 years of age did have a
follow-up visit during the 30-day
Initiation Phase.

Currently, there is no cure for
attention deficit/hyperactivity
disorder (ADHD), but it can be
successfully managed, usually with
a combination of behavior therapy
and medication. A good treatment
plan includes close monitoring
and follow-up care through

which parents and doctors “work
closely with everyone involved in
the child’s treatment—teachers,
coaches, therapists, and other
family members.”

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center on
Birth Defects and Developmental
Disabilities, Division of Human
Development, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

INITIATION PHASE - 6 TO 12 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=41%

39.7%
32.5%

61.4%
34.6%
39.1%

36.5%
38.6%
36.8%

44.6%

37.7%

MAB=39%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Follow-Up Care for Children

Prescribed ADHD Medication continued

DESCRIPTION RATIONALE

2. Continuation and Maintenance
Phase: The percentage of
children aged 6 to 12 years
during the intake period from
March 1, 2013 to February
28, 2014 that were newly
prescribed attention deficit/
hyperactivity disorder (ADHD)
medication, who remained on
the medication for at least a
7-month period (210 days) and
who, in addition to the visit
in the Initiation Phase, had at
least two follow-up visits with
a practitioner with prescribing
authority within 9 months (270
days) after the 30-day Initiation
Phase ended.

For this performance indicator, a
higher percentage is better, which
means that more children 6 to 12
years of age did have at least two
additional follow-up visits over the
9 month period following the end
of the 30-day Initiation Phase.

Currently, there is no cure for
attention deficit/hyperactivity
disorder (ADHD), but it can be
successfully managed, usually with
a combination of behavior therapy
and medication. A good treatment
plan includes close monitoring
and follow-up care through

which parents and doctors “work
closely with everyone involved in
the child’s treatment—teachers,
coaches, therapists, and other
family members.”

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center on
Birth Defects and Developmental
Disabilities, Division of Human
Development, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care and Wellness for Children and Adolescents (continued)

CONTINUATION & MAINTENANCE PHASE - 6 TO 12 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=49%
|
57.9%

36.4%

59.3%
44.1%

41.0%
44.8%
39.6%

57.8%

43.7%

MAB=45%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Child Respiratory Conditions

The excess use of antibiotics in the treatment of children with
upper respiratory infections and the under use of controller
medications in the treatment of children with asthma can lead to
an overall lowering of quality of life and an increase in health care
costs. Within the last decade, a push toward responsible antibiotic
stewardship is helping to curb the nation’s excess use of antibiotics
which leads to the shared problem of antibiotic resistance. In
addition, a push toward the appropriate use of asthma controller
medications, which in turn decrease the need for use of emergency
medications for asthma, are helping to control the rising cost

of care.

*
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS
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Appropriate Testing for Children With Pharyngitis

DESCRIPTION RATIONALE

The percentage of children

and adolescents aged 2 to 18
years in 2014 who received a
group-A streptococcus (strep)
test before being diagnosed

with pharyngitis and then being
given an appropriate prescription
for an antibiotic during the 2014
measurement year.

For this measure, a higher
percentage is better, which

means that more children and
adolescents 2 to 18 years of

age received appropriate strep
testing before beginning antibiotic
treatment for pharyngitis.

The definitive diagnosis of
pharyngitis, commonly referred

to as strep throat, should not be
made without simple laboratory
testing. Commonly used
laboratory tests for diagnosing
strep throat include the rapid
antigen detection test (RADT),
which takes only minutes to get
results, and the throat culture,
which can take a day or two to get
results. Clinical practice guidelines
recommend that antibiotics

are prescribed only when the
diagnosis of group-A strep
pharyngitis is based on the RADT
or throat culture laboratory tests.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

GROUP-A STREP TEST - 2 TO 18 YEARS OF AGE

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=91%
-
: 93.1I%

|

98.0%
| |
90.9%
| |

92.3%

|
85.9% |
!

|
92.9%
| I
92.1%
|

92.6%
|

92.7%
| |
95.0%
| |
97.3%
| |
91.4%
| |
93.1%
! |
MAB=93%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Appropriate Treatment for Children
With Upper Respiratory Infection

DESCRIPTION RATIONALE

The percentage of infants,
children and adolescents aged 3
months to 18 years in 2014 who
were given a diagnosis of upper
respiratory infection (URI) and
were appropriately not given an
antibiotic prescription within three
days of their visit.

For this measure, a higher
percentage is better, which means
that more infants, children and
adolescents 3 months to 18 years
of age appropriately did not get
an antibiotic prescription to treat
an URL.

#*

MARYLAND
HEALTH
COMM N

The common cold is an upper
respiratory infection (URI) that

is a frequent reason for children
visiting the doctor’s office. Existing
clinical practice guidelines do not
support the use of antibiotics for
the majority of upper respiratory
infections including the common
cold due to the viral cause of many
of these infections.

The prevalence of inappropriate
antibiotic prescribing in clinical
practice raises awareness of

the importance of reducing
inappropriate antibiotic use

in order to combat antibiotic
resistance in the community.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Inmunization and Respiratory
Diseases, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

APPROPRIATELY NOT PRESCRIBED ANTIBIOTICS - 3 MONTHS TO 18 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=89%
|
88.4%
1

88.2%
87.5‘;6
: 100.0%
88.2‘I%

83.8%
87.4%

8I9.6%
85.7%
88.1%
89.7%

87.8%

89.9%
|
88.8%
!

MAB=89%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Use of Appropriate Medications

for Children With Asthma

DESCRIPTION RATIONALE

Each health benefit plan reports
on multiple indicators under
this measure. Two separate
indicators include:

1. The percentage of children
aged 5 to 11 years in 2014
who were identified as having
persistent asthma and who
were appropriately prescribed
asthma controller or reliever/
rescue medication during the
measurement year.

For this performance indicator,
a higher percentage is better,
which means that more children
5 to 11 years of age with asthma
were appropriately prescribed
asthma medications.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

Asthma is a chronic disease that
affects the airways and may

cause wheezing, coughing, chest
tightness, and trouble breathing,
especially early in the morning or
at night. About 20 million people
in the United States have asthma,
and nearly 9 million of them are
children. Asthma is especially
serious among children, who

have smaller airways than adults.
Asthma medicines can be taken in
pill form or by injection, but most
are taken using a device called an
inhaler, which deliver the medicine
directly to the lungs. You can
work with your child’s health care
provider to create a treatment
plan that is right for your child. The
plan also will explain when to call
the health care provider and when
to go to the emergency room.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine,
MedlinePlus, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

APPROPRIATE ASTHMA MEDICATIONS - 5 TO 11 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=95%

90.3%
96.4%

96.6%
95.7%

93.7%

96.0%
95.5%
|

97.2%

94.8%

MAB=95%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Use of Appropriate Medications
for Children With Asthma continued

DESCRIPTION

2. The percentage of adolescents
aged 12 to 18 years in 2014
who were identified as having
persistent asthma and who
were appropriately prescribed
asthma controller or reliever/
rescue medications during the
measurement year.

For this performance indicator, a
higher percentage is better, which
means that more adolescents 12
to 18 years of age with asthma
were appropriately prescribed
asthma medications.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

Asthma is a chronic disease that
affects the airways and may

cause wheezing, coughing, chest
tightness, and trouble breathing,
especially early in the morning or
at night. About 20 million people
in the United States have asthma,
and nearly 9 million of them are
children. Asthma is especially
serious among children, who

have smaller airways than adults.
Asthma medicines can be taken in
pill form or by injection, but most
are taken using a device called an
inhaler, which deliver the medicine
directly to the lungs. You can
work with your child’s health care
provider to create a treatment
plan that is right for your child. The
plan also will explain when to call
the health care provider and when
to go to the emergency room.

U.S. Department of Health and Human
Services, National Institutes of Health,
U.S. National Library of Medicine,
MedlinePlus, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

APPROPRIATE ASTHMA MEDICATIONS - 12 TO 18 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=92%
1l

95.3%
|
93.2%

96.5%
82.3%

85.8%

94.6%
93.5%

95.8%

90.3%

MAB=92%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Asthma Medication Ratio Among Children

DESCRIPTION RATIONALE

Each health benefit plan reports
on multiple indicators under
this measure. Two separate
indicators include:

1. The percentage of children
aged 5 to 11 years in 2014
who were identified as having
persistent asthma and had a
ratio of controller medications
to total asthma medications of
0.50 or greater during the 2014
measurement year.

For this performance indicator,

a higher percentage is better,
which means that more children

5 to 11 years of age with asthma
were prescribed asthma controller
medications at least as often as
reliever/rescue medications.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

“Most people who have asthma
need to take long-term control
medicines daily to help prevent
symptoms. The most effective
long-term medicines reduce
airway inflammation, which
helps prevent symptoms from
starting. These medicines

don't give you quick relief from
symptoms...Asthma treatment
for certain groups of people —
such as children, older adults,
pregnant women, or those for
whom exercise brings on asthma
symptoms — will be adjusted to
meet their special needs.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

ASTHMA CONTROLLER MEDICATION RATIO >50% - 5 TO 11 YEARS OF AGE

HMO
CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=86%

76.2%

86.6%

90.6%
89.1%

81.0%
83.7%
82.9%

91.6%

86.2%
!

MAB=85%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Asthma Medication Ratio Among Children continued

DESCRIPTION

2. The percentage of adolescents
aged 12 to 18 years in 2014
who were identified as having
persistent asthma and had a
ratio of controller medications
to total asthma medications of
0.50 or greater during the 2014
measurement year.

For this performance indicator, a
higher percentage is better, which
means that more adolescents 12
to 18 years of age with asthma
were prescribed asthma controller
medications at least as often as
reliever/rescue medications.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

RATIONALE

“Most people who have asthma
need to take long-term control
medicines daily to help prevent
symptoms. The most effective
long-term medicines reduce
airway inflammation, which
helps prevent symptoms from
starting. These medicines

don't give you quick relief from
symptoms...Asthma treatment
for certain groups of people —
such as children, older adults,
pregnant women, or those for
whom exercise brings on asthma
symptoms — will be adjusted to
meet their special needs.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

ASTHMA CONTROLLER MEDICATION RATIO >50% - 12 TO 18 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=75%

70.1%

79.5%

80.1%
69.7%

66.1%
81.0%
78.2%

82.3%

85.3%

MAB=79%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Children With Asthma

DESCRIPTION

Each health benefit plan reports
on multiple indicators under
this measure. Four separate
indicators include:

1. The percentage of children
aged 5 to 11 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
50 percent of the remaining
days in 2014.

For this performance indicator, a
higher percentage is better, which
means that more children 5 to 11
years of age with asthma remained
compliant on their asthma
medication for at least 50 percent
of the treatment period.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

Most people with asthma,
including many children, need

to take inhaled corticosteroids

or other long-term control
medicines daily to help reduce
airway inflammation and prevent
symptoms from starting. “If your
doctor prescribes a long-term
control medicine, take it every
day to control your asthma. Your
asthma symptoms will likely
return or get worse if you stop
taking your medicine.” All people
with asthma need quick-relief
medicines to help relieve asthma
flare ups. Inhaled short-acting
beta2-agonists are the preferred
medicine for quick relief; however,
these medicines don't reduce
airway inflammation. “If you use
this medicine more than two days
a week, talk with your doctor
about your asthma control.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

50% TREATMENT COMPLIANCE - 5 TO 11 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=65%
1

64.2%
|
64.0%

71.8%
59.1%

1]
66.9%

80.4%
74.1%

57.9%

55.8%

MAB=67%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Children With Asthma

continued

DESCRIPTION RATIONALE

2. The percentage of adolescents
aged 12 to 18 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
50 percent of the remaining
days in 2014.

For this performance indicator, a
higher percentage is better, which
means that more adolescents 12
to 18 years of age with asthma
remained compliant on their
asthma medication for at least 50
percent of the treatment period.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

Most people with asthma,
including many children, need

to take inhaled corticosteroids

or other long-term control
medicines daily to help reduce
airway inflammation and prevent
symptoms from starting. “If your
doctor prescribes a long-term
control medicine, take it every
day to control your asthma. Your
asthma symptoms will likely
return or get worse if you stop
taking your medicine.” All people
with asthma need quick-relief
medicines to help relieve asthma
flare ups. Inhaled short-acting
beta2-agonists are the preferred
medicine for quick relief; however,
these medicines don't reduce
airway inflammation. “If you use
this medicine more than two days
a week, talk with your doctor
about your asthma control.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

50% TREATMENT COMPLIANCE - 12 TO 18 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=58%

54.9%

63.5%

53.9%
60.0%

62.0%

56.9%

MAB=68%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Children With Asthma

continued

DESCRIPTION

3. The percentage of children
aged 5 to 11 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
75 percent of the remaining
days in 2014.

For this performance indicator, a
higher percentage is better, which
means that more children 5 to 11
years of age with asthma remained
compliant on their asthma
medication for at least 75 percent
of the treatment period.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

Most people with asthma,
including many children, need

to take inhaled corticosteroids

or other long-term control
medicines daily to help reduce
airway inflammation and prevent
symptoms from starting. “If your
doctor prescribes a long-term
control medicine, take it every
day to control your asthma. Your
asthma symptoms will likely
return or get worse if you stop
taking your medicine.” All people
with asthma need quick-relief
medicines to help relieve asthma
flare ups. Inhaled short-acting
beta2-agonists are the preferred
medicine for quick relief; however,
these medicines don't reduce
airway inflammation. “If you use
this medicine more than two days
a week, talk with your doctor
about your asthma control.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

75% TREATMENT COMPLIANCE - 5 TO 11 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=41%
1
39.0%

36.4%

47.6%
40.9%

(|
47.4%
59.1%
48.8%

30.7%

28.6%

MAB=43%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Children With Asthma

continued

DESCRIPTION RATIONALE

4. The percentage of adolescents
aged 12 to 18 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
75 percent of the remaining
days in 2014.

For this performance indicator, a
higher percentage is better, which
means that more adolescents 12
to 18 years of age with asthma
remained compliant on their
asthma medication for at least 75
percent of the treatment period.

NOTE: Please find the quality measure for
adults 19 to 50 and 51 to 64 years of age in
the Primary Care for Adults — Respiratory
Conditions section.

#*

MARYLAND
HEALTH
COMM N

Most people with asthma,
including many children, need

to take inhaled corticosteroids

or other long-term control
medicines daily to help reduce
airway inflammation and prevent
symptoms from starting. “If your
doctor prescribes a long-term
control medicine, take it every
day to control your asthma. Your
asthma symptoms will likely
return or get worse if you stop
taking your medicine.” All people
with asthma need quick-relief
medicines to help relieve asthma
flare ups. Inhaled short-acting
beta2-agonists are the preferred
medicine for quick relief; however,
these medicines don't reduce
airway inflammation. “If you use
this medicine more than two days
a week, talk with your doctor
about your asthma control.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Child Respiratory Conditions (continued)

75% TREATMENT COMPLIANCE - 12 TO 18 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=33%
27.9%
35.9%
31.5%
35.4%
37.6% |
54.3%
[
56.3%
34.8%
38.2%
MAB=44%
PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.nhlbi.nih.gov/health/health-topics/topics/asthma/treatment
http://www.nhlbi.nih.gov/health/health-topics/topics/asthma/treatment
http://www.nhlbi.nih.gov/health/health-topics/topics/asthma/treatment

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Women's Health

Prevention and early detection of illness lead to the
availability of more treatment choices and better health
outcomes for patients as well as lower overall costs of care.
Preventive care, such as prenatal and postpartum care

for women, as well as early detection programs including
screenings for cancer and other illnesses, can lead to a higher
probability of survival for affected women and a healthier
infant population.
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Prenatal and Postpartum Care

DESCRIPTION

Each health benefit plan reports
on multiple indicators under
this measure. Two separate
indicators include:

1. Timeliness of Prenatal Care:
The percentage of women
with a live birth delivery during
the treatment period between
November 6th, 2013 and
November 5th, 2014, who had
a prenatal care visit in their first
trimester of pregnancy or within
42 days of enrollment in the
health benefit plan.

For this performance indicator, a
higher percentage is better, which
means that more women with live
birth deliveries did receive timely
prenatal care.

RATIONALE

Beginning prenatal care early in
a pregnancy and continuing care
at regular intervals throughout
pregnancy helps to promote
healthy moms and babies.
Through effective prenatal care,
women can not only receive
screenings and management

of risk factors for various health
conditions, but also can receive
education and counseling on
nutrition, physical activity and
breastfeeding during and after
pregnancy. “Women should
schedule a prenatal visit as soon
as they know or suspect that
they are pregnant, ideally within
the first trimester of pregnancy
(12 weeks). Monthly visits are
recommended thereafter that
increase to biweekly visits at 28
weeks and weekly visits after 36
weeks. More frequent care may be
necessary for women with certain
conditions and risk factors.”

U.S. Department of Health and
Human Services, Health Resources
and Services Administration, Maternal
and Child Health Bureau, Child Health
USA 2014.

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Women's Health (continued)

TIMELY PRENATAL CARE - 1ST TRIMESTER OF PREGNANCY OR O TO 42 DAYS

OF ENROLLMENT

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=81%
8I9.2%
80.0%
51.0%
94.7%
80.5%
84.7I%

87.5%

11
88.8%

83.6%

76.0%

92.7%

52.3%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://mchb.hrsa.gov/chusa14/health-services-financing-utilization/pdf/prenatal-care.pdf
http://mchb.hrsa.gov/chusa14/health-services-financing-utilization/pdf/prenatal-care.pdf
http://mchb.hrsa.gov/chusa14/health-services-financing-utilization/pdf/prenatal-care.pdf
http://mchb.hrsa.gov/chusa14/health-services-financing-utilization/pdf/prenatal-care.pdf
http://mchb.hrsa.gov/chusa14/health-services-financing-utilization/pdf/prenatal-care.pdf

Prenatal and Postpartum Care continued

DESCRIPTION RATIONALE

2. Timeliness of Postpartum Care:
The percentage of women
with a live birth delivery during
the treatment period between
November 6th, 2013 and
November 5th, 2014, who had
an appropriate follow-up visit
for postpartum care between
21 to 56 days after the live
birth delivery.

For this performance indicator, a
higher percentage is better, which
means that more women with live
birth deliveries did receive timely
postpartum care.

#*
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Care for the mother continues
during the postpartum period
immediately following the birth
of her baby(ies). During this
postpartum period, it is important
for the health care provider to
evaluate the mother’s current
physical health, including the
status of any pregnancy-related
conditions such as gestational
diabetes. In addition, mothers
are screened for postpartum
depression and are given

helpful information on infant
care, breastfeeding, breast self-
examination, and family planning.
Additional screening and referrals
for the management of chronic
conditions may also be necessary.

U.S. Department of Health and
Human Services, Health Resources
and Services Administration, Maternal
and Child Health Bureau, Child Health
USA 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Women's Health (continued)

TIMELY POSTPARTUM CARE - 21 TO 56 DAYS AFTER DELIVERY

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=69%
73.6%
65.0%
27.0%
89.8%
71 .39;,
7é.6%
I77.:;%
I
| |
71.7%
I I
72.9%
34.3%
84.6%
27.3%
74.8%
70.6%
MABI=62%
PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://mchb.hrsa.gov/chusa13/health-services-utilization/p/postpartum-visit-well-baby-care.html
http://mchb.hrsa.gov/chusa13/health-services-utilization/p/postpartum-visit-well-baby-care.html
http://mchb.hrsa.gov/chusa13/health-services-utilization/p/postpartum-visit-well-baby-care.html
http://mchb.hrsa.gov/chusa13/health-services-utilization/p/postpartum-visit-well-baby-care.html
http://mchb.hrsa.gov/chusa13/health-services-utilization/p/postpartum-visit-well-baby-care.html

Breast Cancer Screening

DESCRIPTION

RATIONALE

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Women's Health (continued)

1+ MAMMOGRAM - 52 TO 74 YEARS OF AGE

MAB=71%
. HMO Aet 69.7%
The percentage of women aged Breast cancer is the second etna
52 to 74 years in 2014 who were leading cause of death from CareFirst BlueChoice 70.7%
continuously enrolled with the cancer among American women. Coventry 67.9%
health benefit plan from October Women whose breast cancer Kaiser Permanente T
1, 2012 through December 31, is detected early, through a MD.-IPA
2014, who also had at least mammogram or other breast 62.5%
one mammogram to screen for exam, have more treatment Optimum Choice 67.2%
breast cancer during the same choices and better chances UnitedHealthcare 67.0%
time period. for survival. Clinical guidelines
For this measure. a higher previously indicated that women I
S should begin annual mammogram PPO Aetps 701%
percentage is better, which means . . |
screening at the age of 40. CareFirst CFMI 71.7%
that more women 52 to 74 years of C il  all ot Il
. s urrently, not all organizations i
age did get a mammogram within Y 9 CareFirst GHMSI L)
; . agree about when mammogram .
the required timeframe. , , Cigna 68.2%
screening should begin or how c
. oventry 69.5%
NOTE: Some of the quality measures frequently I_t §hould be conducted. 1
related to women's health are subject Therefore, it is recommended KPIC 74i6|%
to revision and update based on current ; .
research and clinical guidelines. The that v§/omer’1 dlscu'ss the benefits MAMSI 72.0%
Brea.st Cancer Screeqing measure 'is one and risks with their health care UnitedHealthcare 67.9%
quality measure that is being considered provider and together decide the
for revision by the National Committee for iht ! f acti MAB=71%
Quality Assurance, due to recent findings rignt course or action. More stars indicate better health
concerning the recommended frequency benefit plan performance. PERFORMANCE RATING

for mammograms and the age groups
most impacted.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Cancer Institute, 2014

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

s [VIAB MARYLAND AVERAGE BENCHMARK NA - Not applicable due to insufficient eligible members

= NAB NATIONAL AVERAGE BENCHMARK (fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
== NITP NATIONAL TOP PERFORMERS for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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http://www.cancer.gov/types/breast/mammograms-fact-sheet
http://www.cancer.gov/types/breast/mammograms-fact-sheet
http://www.cancer.gov/types/breast/mammograms-fact-sheet

Cervical Cancer Screening

DESCRIPTION RATIONALE

Health benefit plans report their
performance for this measure
using either of two appropriate

cervical cancer screening methods:

P The percentage of women
aged 21 to 64 years in 2014
who were continuously
enrolled with the plan during
the 2014 measurement year
and the two years prior, who
also received one or more
Pap smear tests to screen for
cervical cancer during the
three year period.

P The percentage of women
aged 30 to 64 years in 2014
who were continuously
enrolled with the plan during
the 2014 measurement year
and the four years prior, who
also received one or more
Pap smear and HPV co-tests
to screen for cervical cancer
during the five year period.

For this measure, a higher
percentage is better, which means
that more women 21 to 64 years
of age did get the recommended
Pap smear or HPV co-testing
performed.

All women are at risk for the
easiest gynecologic cancer to
prevent, cervical cancer. It occurs
most often in women over age

30 and is usually caused by the
common human papillomavirus
(HPV) that is passed from one
person to another during sex.

At least half of sexually active
people will have HPV at some
point in their lives, but with regular
screening tests and follow-up, few
women will get cervical cancer.
“The Pap test is recommended for
all women between the ages of 21
and 65 years old, and can be done
in a doctor’s office or clinic...If
you are 30 years old or older, you
may choose to have an HPV test
along with the Pap test.” Talk with
your health care provider about
whether the Pap test alone or the
HPV co-test is right for you.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, Division of Cancer
Prevention and Control, 2014

1+ CERVICAL CANCER SCREENING -

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

== MAB MARYLAND AVERAGE BENCHMARK
=== NAB NATIONAL AVERAGE BENCHMARK
s NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Women's Health (continued)

21 TO 64 YEARS OF AGE

MAB=79%
76.9%
741%
75.2%
94.2%
81.9%
76.9%
74.5%

1l
77.7%

65.6%
68.8%
80.0%

70.7%

79.7%
1l

82.8%
1|
80.6%
|

MAB=76%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cdc.gov/cancer/cervical/basic_info/screening.htm
http://www.cdc.gov/cancer/cervical/basic_info/screening.htm
http://www.cdc.gov/cancer/cervical/basic_info/screening.htm
http://www.cdc.gov/cancer/cervical/basic_info/screening.htm

Chlamydia Screening

DESCRIPTION

The percentage of women aged
16 to 24 years in 2014 who were
identified as sexually active

and who had at least one test
for chlamydia during the 2014
measurement year.

For this measure, a higher
percentage is better, which means
that more women 16 to 24 years of
age did get at least one chlamydia
screening test.

NOTE: There are three separate indicators
in this measure category including
chlamydia screening among women 16

to 20 years, 21 to 24 years and 16 to 24
years of age. Only the total percentage

of women screened among the 16 to 24
years of age group is represented in the
associated graph.

#*
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RATIONALE

Chlamydia is a common bacterial
sexually transmitted disease (STD).
Chlamydia is more prevalent
among adolescents and young
adults aged 14 to 24 years. Most
infected people do not have

any symptoms and therefore

do not realize they have the
infection and require treatment.
Pregnant women who have a
chlamydial infection can pass

the disease to the infant during
childbirth, and it is a leading
cause of conjunctivitis (pink eye)
and pneumonia in newborns.
Untreated chlamydia can damage
a woman's reproductive organs,
possibly causing permanent

and irreversible damage to the
fallopian tubes and uterus, leading
to infertility.

U.S. Department of Health and
Human Services, Centers for Disease
Control and Prevention, Division of
STD Prevention, CDC Fact Sheet —
Chlamydia, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Women's Health (continued)

1+ CHLAMYDIA SCREENING - 16 TO 24 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=52%
51 .I‘I%
49.7I%
44.5%
70.9%
48.8%
50.6%

48.0%

a7.6%
46.9%
45.6%

52.8%

39.6%

46.0%
|
44.4%
|
51.4%
I
MAB=47%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cdc.gov/std/chlamydia/STDFact-chlamydia-detailed.htm
http://www.cdc.gov/std/chlamydia/STDFact-chlamydia-detailed.htm
http://www.cdc.gov/std/chlamydia/STDFact-chlamydia-detailed.htm
http://www.cdc.gov/std/chlamydia/STDFact-chlamydia-detailed.htm
http://www.cdc.gov/std/chlamydia/STDFact-chlamydia-detailed.htm
http://www.cdc.gov/std/chlamydia/STDFact-chlamydia-detailed.htm

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults -
General Health

The general health of adult patients is significantly impacted
by their access to and receipt of adequate primary care
assessments, preventive services and routine evaluations,
which all contribute to improved health outcomes. The
evaluation of developing risk factors as well as preventive
health screenings can contribute greatly to a higher

quality of life for individuals and lower health care costs

for the community.
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Adults’ Access to Preventive/Ambulatory Health Services

DESCRIPTION

Each health benefit plan reports
on multiple indicators under
this measure. Three separate
indicators include:

1.

The percentage of adults aged
20 to 44 years in 2014 who had
at least one outpatient visit,
including an ambulatory or
preventive care visit during the
2014 measurement year or the
two years prior.

For this performance indicator, a
higher percentage is better, which
means that more adults 20 to

44 years of age did have at least
one ambulatory or preventive
care visit.

RATIONALE

Access to primary care providers
such as pediatricians, family
medicine doctors, nurse
practitioners, and other providers
improves opportunities for
appropriate use of prevention and
wellness services and the proper

screening for communicable
diseases. Access to health
services encompasses four areas
of importance:

>

Coverage - lack of adequate
health insurance coverage
makes it difficult for people to
get the health care they need

Services — in addition to
primary care and preventive
services, access to emergency
medical services is a crucial link
in the chain of care

Timeliness — the ability to
access care quickly after
a need is recognized is
associated with improved
patient satisfaction and
health outcomes

Workforce — to improve

the nation’s health, it is
important to increase

the number of practicing
primary care providers across
all communities

U.S. Department of Health and Human
Services, Healthy People 2020

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — General Health (continued)

1+ OUTPATIENT VISITS - 20 TO 44 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=92%
91.7%
93.9%
90.7%
92.4%
90.2%
92.3%

93.6%
1

|
93.4%

92.3%
92.2%
93.6%
89.6%

92.5%

94.6%
|
93.7%
|

MAB=93%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1
http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1

Adults’ Access to Preventive/Ambulatory Health Services
continued

DESCRIPTION services encompasses four areas

of importance:

2.

The percentage of adults aged
45 to 64 years in 2014 who had
at least one outpatient visit,
including an ambulatory or
preventive care visit during the
2014 measurement year or the
two years prior.

For this performance indicator, a
higher percentage is better, which
means that more adults 45 to

64 years of age did have at least
one ambulatory or preventive
care visit.

RATIONALE

Access to primary care providers
such as pediatricians, family
medicine doctors, nurse
practitioners, and other providers
improves opportunities for
appropriate use of prevention and
wellness services and the proper
screening for communicable
diseases. Access to health

>

v

Coverage - lack of adequate
health insurance coverage
makes it difficult for people to
get the health care they need

Services — in addition to
primary care and preventive
services, access to emergency
medical services is a crucial link
in the chain of care

Timeliness - the ability to
access care quickly after
a need is recognized is
associated with improved
patient satisfaction and
health outcomes

Workforce - to improve

the nation’s health, it is
important to increase

the number of practicing
primary care providers across
all communities

U.S. Department of Health and Human
Services, Healthy People 2020

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — General Health (continued)

1+ OUTPATIENT VISITS - 45 TO 64 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=95%
]

95.9%
1

96.5%

94.0%
95.7%

|
95.8%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

MHCC Comprehensive Quality Report 2015 95 4 }



http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1
http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1

Adults’ Access to Preventive/Ambulatory Health Services

continued

DESCRIPTION

3. The percentage of adults aged
65 years and older in 2014 who
had at least one outpatient
visit, including an ambulatory or
preventive care visit during the
2014 measurement year or the
two years prior.

For this performance indicator, a
higher percentage is better, which
means that more adults 65 years
of age and older did have at least
one ambulatory or preventive
care visit.

RATIONALE

Access to primary care providers
such as pediatricians, family
medicine doctors, nurse
practitioners, and other providers
improves opportunities for
appropriate use of prevention and
wellness services and the proper
screening for communicable
diseases. Access to health

#*
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services encompasses four areas
of importance:

P Coverage - lack of adequate
health insurance coverage
makes it difficult for people to
get the health care they need

P Services — in addition to
primary care and preventive
services, access to emergency
medical services is a crucial link
in the chain of care

Timeliness - the ability to
access care quickly after
a need is recognized is
associated with improved
patient satisfaction and
health outcomes

v

Workforce - to improve

the nation’s health, it is
important to increase

the number of practicing
primary care providers across
all communities

U.S. Department of Health and Human
Services, Healthy People 2020

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — General Health (continued)

1+ OUTPATIENT VISITS - 65+ YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA
Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=97%
97.2%
96.8%
94.6%
96.6%
98.3%
97.7%I

971%

1
96.9%

90.3%
96.1%
97.2%

97.1%I

94.4%

100.0%
1
98.1%
1
MAB=96%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1
http://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services?topicid=1

Adult Body Mass Index (BMI) Assessment

DESCRIPTION RATIONALE

The percentage of adults aged

18 to 74 years in 2014 who had

an outpatient visit and whose
weight was assessed and body
mass index (BMI) was documented
during the 2014 measurement year
or the prior year. Because BMI
norms vary with age and gender,
this measure evaluates whether
BMI percentile is assessed for a
group aged between 18 to 74
years, rather than an absolute

BMl value.

For this measure, a higher
percentage is better, which means
that more adults 18 to 74 years of
age did have an outpatient visit,
which included having their BMI
calculated and documented.

#*

MARYLAND
HEALTH
COMM N

Obesity is the second leading
cause of preventable death in

the United States. Obesity often
increases the severity of other
illnesses and also increases the
risk of developing additional
conditions such as diabetes,
coronary heart disease and
cancer. Body mass index (BMI) is a
number calculated from a person's
weight and height. BMI provides
a reliable way to screen for weight
categories that may lead to

health problems.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — General Health (continued)

BODY MASS INDEX - 18 TO 74 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry 9.5%
Kaiser Permanente
MD-IPA
Optimum Choice
UnitedHealthcare
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry 7.6%
KPIC
MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=65%
1

70.2%
|
73.2%

98.1%

|
69.4%
|
69.4%
|

67.9%
!

69.0%

o | |
76.1%

71.5%
| |
68.6%
| |
65.1%
I I
MAB=56%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cdc.gov/obesity/index.html
http://www.cdc.gov/obesity/index.html
http://www.cdc.gov/obesity/index.html
http://www.cdc.gov/obesity/index.html
http://www.cdc.gov/obesity/index.html

Colorectal Cancer Screening

DESCRIPTION

The percentage of adults aged

50 to 75 years in 2014 who had

at least one appropriate type of
screening for colorectal cancer
during the appropriate time based
on the screening method used:

P Fecal occult blood test
during the 2014
measurement year

P Flexible sigmoidoscopy test
during 2014 or four years prior

» Colonoscopy test during 2014
or nine years prior

For this measure, a higher
percentage is better, which
means that more adults 50 to 75
years of age did get screened for
colorectal cancer.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

Colorectal cancer is the second
leading cause of cancer death

in the United States. Unlike

other screening tests that only
detect disease, some methods
of colorectal cancer screening
can detect premalignant polyps
and guide their removal which,

in theory, can prevent the cancer
from developing. Colorectal
cancer screening may also lower
mortality by allowing detection
of cancer at earlier stages, when
treatment is more effective. Most
experts generally recommend
colorectal cancer screening tests
such as a high-sensitivity fecal
occult blood test, sigmoidoscopy
and standard or optical
colonoscopy.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Cancer Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — General Health (continued)

1+ COLORECTAL CANCER SCREENING - 50 TO 75 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=65%

71.7%

54.5%
52.6%

81.6%

75.4%

59.2%

56.7%

|
57.5%
|

61.1%
11
64.2%

56.1%
48.3%

65.1%
|
58.8%
|
62.6%
11
MAB=59%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cancer.gov/types/colorectal/screening-fact-sheet
http://www.cancer.gov/types/colorectal/screening-fact-sheet
http://www.cancer.gov/types/colorectal/screening-fact-sheet

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults -
Respiratory Conditions

Primary care medicine is vitally important in the diagnosis and
treatment of adults with respiratory conditions such as acute
bronchitis, chronic obstructive pulmonary disease (COPD)
and asthma. Through proper testing, medical treatment

and education, patients continue to learn and become

more effective participants in the management of their
respiratory conditions.

#*
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Avoidance of Antibiotic Treatment in Adults

With Acute Bronchitis

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

APPROPRIATELY NOT GIVEN ANTIBIOTICS - 18 TO 64 YEARS OF AGE

MAB=28%
DESCRIPTION RATIONALE HMO Aetna 20,0%
The percentage of adults aged “Acute bronchitis, or chest cold, CareFirst BlueChoice 20.8%
18 to 64 years in 2014 with a is a condition that occurs when Coventry 21.3%
diagnosis of a.cute bronchitis who  the bron;hial tubes in.the lungs Kaiser Permanente e
were appropriately not given become inflamed.” Since acute
R - e MD-IPA 21.8%
an antibiotic prescription unless bronchitis is most often caused by
needed during the treatment a virus, taking antibiotics will not Optimum Choice 201%
period between January 1st make it better. UnitedHealthcare 26.0%
and December 24th of the 2014 . G
Inappropriate antibiotic treatment
measurement year. ¢ adults with bronchiti
of adults with acute bronchitis PPO Aetna 21.4%
For this meaéure, a h|ghgr |§ of clln‘lcal concern, especially CareFirst CEMI 20.9%
percentage is better, which means  since misuse and overuse of ]
that more adults 18 to 64 years antibiotics leads to antibiotic CareFirst GHMSI 2EE
of age with acute bronchitis were drug resistance. Acute bronchitis Cigna 22.3%
appropriately treated and not can be prevented by quitting Coventry 23.8%
given an antibiotic prescription as  smoking and avoiding second KPIC NA
part of their treatment. hand smoke, good hand hygiene,
and keeping up-to-date with Ll 18.9%
recommended immunizations. UnitedHealthcare z4.99i,l
U.S. Department of Hefalth and Human More stars indicate better health R
Services, Centers for Disease Control benefit plan performance. PERFORMANCE RATING

and Prevention, National Center
for Inmunization and Respiratory
Diseases, 2013

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

s [VIAB MARYLAND AVERAGE BENCHMARK NA - Not applicable due to insufficient eligible members

= NAB NATIONAL AVERAGE BENCHMARK (fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
== NITP NATIONAL TOP PERFORMERS for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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http://www.cdc.gov/getsmart/community/about/index.html
http://www.cdc.gov/getsmart/community/about/index.html
http://www.cdc.gov/getsmart/community/about/index.html
http://www.cdc.gov/getsmart/community/about/index.html
http://www.cdc.gov/getsmart/community/about/index.html

Use of Spirometry Testing in the Assessment and
Diagnosis of Chronic Obstructive Pulmonary Disease

DESCRIPTION RATIONALE

The percentage of adults aged 40
years or older in 2014 with a new
diagnosis of Chronic Obstructive
Pulmonary Disease (COPD) or
newly active COPD, who received
appropriate spirometry testing to
confirm the diagnosis during the
2014 measurement year.

For this measure, a higher
percentage is better, which
means that more adults 40 years
of age and over with COPD did
get the best diagnostic test

for COPD, a lung function test
called spirometry.

Chronic Obstructive Pulmonary
Disease (COPD) refers to a group
of diseases that cause airflow
blockage and breathing problems.
It includes chronic bronchitis,
emphysema and in some cases,
asthma. In the United States,
tobacco smoke is a key factor in
the development and progression
of COPD. Spirometry is a simple
test that measures the amount

of air a person can breathe out
and the amount of time it takes

to do so. Both symptomatic and
asymptomatic patients suspected
of COPD should have spirometry
testing performed to establish
airway limitation and severity.
Although several scientific
guidelines and specialty societies
recommend use of spirometry
testing to confirm COPD diagnosis
and determine severity of airflow
limitation, spirometry tests are
largely underutilized.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

SPIROMETRY TEST - 40+ YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA
Optimum Choice

UnitedHealthcare NA

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA

MAMSI NA
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=47%
1 1
48.4%

|

43.6%

79.3%
37.9%
28.0%

1l
44.8%

43.2%
11
49.6%

41.9%

29.0%

42.5%
I
MAB=42%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.cdc.gov/copd/pdfs/framework_for_copd_prevention.pdf
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http://www.cdc.gov/copd/pdfs/framework_for_copd_prevention.pdf

Pharmacotherapy Management of Chronic Obstructive
Pulmonary Disease Exacerbation

DESCRIPTION RATIONALE

Each health benefit plan reports
on multiple indicators under
this measure. Two separate
indicators include:

1. The percentage of adults aged
40 years and over in 2014
who had an acute inpatient
discharge or emergency
department encounter for a
Chronic Obstructive Pulmonary
Disease (COPD) exacerbation
on or between January 1st and
November 30th of the 2014
measurement year, and who
were given a prescription for a
systemic corticosteroid within
14 days of the COPD event.

For this performance indicator,
a higher percentage is better,
which means that more adults
40 years of age and older did
get a timely prescription for a
systemic corticosteroid.

Most people with Chronic
Obstructive Pulmonary Disease
(COPD) have both emphysema
and chronic bronchitis. Common
medications used in mild to
moderate COPD treatment
include short or long-acting
bronchodilators that relax the
muscles around the airways,
helping to open the airways

and making it easier to breathe.
Combination bronchodilators

and oral or inhaled
Glucocorticosteroids (also called
glucocorticoids, corticosteroids or
steroids) are often used to treat
more severe COPD and to prevent
COPD flare-ups.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

SYSTEMIC CORTICOSTEROID WITHIN 14 DAYS - 40+ YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA
Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=75%

58.8%

77.0%
I I
MAB=65%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.nhlbi.nih.gov/health/health-topics/topics/copd/treatment
http://www.nhlbi.nih.gov/health/health-topics/topics/copd/treatment
http://www.nhlbi.nih.gov/health/health-topics/topics/copd/treatment
http://www.nhlbi.nih.gov/health/health-topics/topics/copd/treatment

Pharmacotherapy Management of Chronic Obstructive
Pulmonary Disease Exacerbation continued

DESCRIPTION

2. The percentage of adults aged
40 years and over in 2014
who had an acute inpatient
discharge or emergency
department encounter for a
Chronic Obstructive Pulmonary
Disease (COPD) exacerbation
on or between January 1st and
November 30th of the 2014
measurement year, and who
were given a prescription for a
bronchodilator within 30 days of
the COPD event.

For this performance indicator, a
higher percentage is better, which
means that more adults 40 years
of age and over did get a timely
prescription for a bronchodilator.

RATIONALE

Most people with Chronic
Obstructive Pulmonary Disease
(COPD) have both emphysema
and chronic bronchitis. Common
medications used in mild to
moderate COPD treatment
include short or long-acting
bronchodilators that relax the
muscles around the airways,
helping to open the airways

and making it easier to breathe.
Combination bronchodilators

and oral or inhaled
Glucocorticosteroids (also called
glucocorticoids, corticosteroids or
steroids) are often used to treat
more severe COPD and to prevent
COPD flare-ups.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

BRONCHODILATOR WITHIN 30 DAYS - 40+ YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=79%
11
82.2%

76.1%

88.7%
72.7%
73.5%

87.3%
72.8%
65.2%

73.0%

67.6%

MAB=73%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

MHCC Comprehensive Quality Report 2015 103 4 }



http://www.nhlbi.nih.gov/health/health-topics/topics/copd/treatment
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Use of Appropriate Medications for Adults With Asthma

DESCRIPTION

Each health benefit plan reports
on multiple indicators under
this measure. Two separate
indicators include:

1. The percentage of adults
aged 19 to 50 years in 2014
who were identified as having
persistent asthma and who
were appropriately prescribed
asthma controller or reliever/
rescue medication during the
2014 measurement year.

For this performance indicator,

a higher percentage is better,
which means that more adults 19
to 50 years of age with asthma
were appropriately prescribed
asthma medications.

NOTE: Please find the quality measure for
children 5 to 11 and 12 to 18 years of age in
the Child Respiratory Conditions section.

RATIONALE

Many things are taken into
consideration when deciding
which asthma medicines are right
for the individual patient being

treated. Asthma medicines can be
taken in pill form or by injection,
but most are taken using a device
called an inhaler, which deliver
the medicine directly to the lungs.
A medicine or dosage may be
initially prescribed to determine
its effectiveness. Then, the same
medicine or dosage can be
adjusted as needed for optimal
effectiveness. “Doctors may need
to adjust asthma treatment for
older adults who take certain
other medicines, such as beta
blockers, aspirin and other pain
relievers, and anti-inflammatory
medicines. These medicines can
prevent asthma medicines from
working well and may worsen
asthma symptoms...Older adults
may develop weak bones from
using inhaled corticosteroids,
especially at high doses. Talk

with your doctor about taking
calcium and vitamin D pills, as well
as other ways to help keep your
bones strong.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

APPROPRIATE ASTHMA MEDICATIONS - 19 TO 50 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=87%

86.2%

91.4%

86.0%
77.2%

|
88.2%
|

91.7%
111

91.9%
111

91.8%

84.5%

MAB=90%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.nhlbi.nih.gov/health/health-topics/topics/asthma/treatment
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http://www.nhlbi.nih.gov/health/health-topics/topics/asthma/treatment
http://www.nhlbi.nih.gov/health/health-topics/topics/asthma/treatment

Use of Appropriate Medications for Adults With Asthma

continued

DESCRIPTION

2. The percentage of adults
aged 51 to 64 years in 2014
who were identified as having
persistent asthma and who
were appropriately prescribed
asthma controller or reliever/
rescue medication during the
2014 measurement year.

For this performance indicator, a
higher percentage is better, which
means that more adults 51 to 64
years of age with asthma were
appropriately prescribed asthma
medications.

NOTE: Please find the quality measure for
children 5 to 11 and 12 to 18 years of age in
the Child Respiratory Conditions section.

RATIONALE

Many things are taken into
consideration when deciding
which asthma medicines are right
for the individual patient being
treated. Asthma medicines can be
taken in pill form or by injection,
but most are taken using a device

called an inhaler, which deliver
the medicine directly to the lungs.
A medicine or dosage may be
initially prescribed to determine
its effectiveness. Then, the same
medicine or dosage can be
adjusted as needed for optimal
effectiveness. “Doctors may need
to adjust asthma treatment for
older adults who take certain
other medicines, such as beta
blockers, aspirin and other pain
relievers, and anti-inflammatory
medicines. These medicines can
prevent asthma medicines from
working well and may worsen
asthma symptoms...Older adults
may develop weak bones from
using inhaled corticosteroids,
especially at high doses. Talk

with your doctor about taking
calcium and vitamin D pills, as well
as other ways to help keep your
bones strong.”

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

APPROPRIATE ASTHMA MEDICATIONS - 51 TO 64 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=92%

91.1%

93.4%

96.6%

90.2%

88.2%

11
96.9%

94.6%
95.3%

95.5%

93.2%
I
MAB=95%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Asthma Medication Ratio

DESCRIPTION

Each health benefit plan reports
on multiple indicators under this
measure. Two separate indicators
include:

1. The percentage of adults
aged 19 to 50 years in 2014
who were identified as having
persistent asthma and had a
ratio of controller medications
to total asthma medications of
0.50 or greater during the 2014
measurement year.

For this performance indicator,

a higher percentage is better,
which means that more adults 19
to 50 years of age with asthma
were prescribed asthma controller
medications at least as often

as reliever/rescue medications,
thereby demonstrating

that asthma is being well
controlled with fewer asthmatic
emergencies that require
reliever/rescue medications.

NOTE: Please find the quality measure for
children 5 to 11 and 12 to 18 years of age in
the Child Respiratory Conditions section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

The goal of care in treating asthma
is to have good control over the
disease. Treatment involves the
use of two types of medicines,
long-term control medicines that
reduce airway inflammation and
prevent asthma symptoms, and
quick-relief or “rescue” medicines
that relieve asthma symptoms
during a flare up. Good asthma
control will:

P Reduce the need for quick-
relief medicines

P Help maintain good lung
function

P Maintain normal activity level
and allow sleep through the
night

P Prevent asthma attacks that
could result in an emergency
room visit or hospital stay

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

ASTHMA CONTROLLER MEDICATION RATIO >50% - 19 TO 50 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=71%

1
72.8%
11l
77.8%

54.4%

73.8%
78.9%
84.1%

79.6%

65.4%

MAB=76%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Asthma Medication Ratio continued

DESCRIPTION RATIONALE

2. The percentage of adults
aged 51 to 64 years in 2014
who were identified as having
persistent asthma and had a
ratio of controller medications
to total asthma medications of
0.50 or greater during the 2014
measurement year.

For this performance indicator,

a higher percentage is better,
which means that more adults 51
to 64 years of age with asthma
were prescribed asthma controller
medications at least as often

as reliever/rescue medications,
thereby demonstrating

that asthma is being well
controlled with fewer asthmatic
emergencies that require
reliever/rescue medications.

NOTE: Please find the quality measure
for children 5 to 11 and 12 to 18 years of
age in the Child Respiratory Conditions
section.

#*

MARYLAND
HEALTH
COMM N

The goal of care in treating asthma
is to have good control over the
disease. Treatment involves the
use of two types of medicines,
long-term control medicines that
reduce airway inflammation and
prevent asthma symptoms, and
quick-relief or “rescue” medicines
that relieve asthma symptoms
during a flare up. Good asthma
control will:

» Reduce your need for quick-
relief medicines

P Help you maintain good lung
function

P Let you maintain your normal
activity level and sleep through
the night

P Prevent asthma attacks that
could result in an emergency
room visit or hospital stay

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

ASTHMA CONTROLLER MEDICATION RATIO >50% - 51 TO 64 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=78%

73.7%

82.2%

79.0%
81.7%
73.5%

11
86.2%

85.1%
88.2%

84.2%

83.8%
I
MAB=86%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Adults With Asthma

DESCRIPTION

Each health benefit plan reports
on multiple indicators under this
measure. Four separate indicators
include:

1. The percentage of adults
aged 19 to 50 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
50% of the remaining days
in 2014.

For this performance indicator, a
higher percentage is better, which
means that more adults 19 to 50
years of age with asthma remained
compliant on their asthma
medication for at least 50% of the
treatment period.

NOTE: Please find the quality measure
for children 5 to 11 and 12 to 18 years of
age in the Child Respiratory Conditions
section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

“Most people who have asthma
need to take long-term control
medicines [such as inhaled
corticosteroids] daily to help
prevent symptoms. The most
effective long-term medicines
reduce airway inflammation,
which helps prevent symptoms
from starting. These medicines
don't give you quick relief from
symptoms.” Asthma treatment
for certain groups of people will
be adjusted to meet their special
needs. This includes children,
older adults, pregnant women, or
those for whom exercise brings on
asthma symptoms.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

50% TREATMENT COMPLIANCE - 19 TO 50 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=67%

59.8%
70.0%
59.1%

65.8%

66.2%

MAB=75%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Adults With Asthma

continued

DESCRIPTION

2. The percentage of adults
aged 51 to 64 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
50% of the remaining days
in 2014.

For this performance indicator, a
higher percentage is better, which
means that more adults 51 to 64
years of age with asthma remained
compliant on their asthma
medication for at least 50% of the
treatment period.

NOTE: Please find the quality measure
for children 5 to 11 and 12 to 18 years of
age in the Child Respiratory Conditions
section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

“Most people who have asthma
need to take long-term control
medicines [such as inhaled
corticosteroids] daily to help
prevent symptoms. The most
effective long-term medicines
reduce airway inflammation,
which helps prevent symptoms
from starting. These medicines
don't give you quick relief from
symptoms.” Asthma treatment
for certain groups of people will
be adjusted to meet their special
needs. This includes children,
older adults, pregnant women, or
those for whom exercise brings on
asthma symptoms.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

50% TREATMENT COMPLIANCE - 51 TO 64 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=76%
|
76.7%

|
81.2%

70.1%
76.1%
73.3%

82.9%
91.0%
89.1%

74.0%

77.7%

MAB=83%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

MHCC Comprehensive Quality Report 2015 109 4 }




Medication Management for Adults With Asthma

continued

DESCRIPTION

3. The percentage of adults
aged 19 to 50 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
75% of the remaining days
in 2014.

For this performance indicator, a
higher percentage is better, which
means that more adults 19 to 50
years of age with asthma remained
compliant on their asthma
medication for at least 75% of the
treatment period.

NOTE: Please find the quality measure
for children 5 to 11 and 12 to 18 years of
age in the Child Respiratory Conditions
section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

“Most people who have asthma
need to take long-term control
medicines [such as inhaled
corticosteroids] daily to help
prevent symptoms. The most
effective long-term medicines
reduce airway inflammation,
which helps prevent symptoms
from starting. These medicines
don't give you quick relief from
symptoms.” Asthma treatment
for certain groups of people will
be adjusted to meet their special
needs. This includes children,
older adults, pregnant women, or
those for whom exercise brings on
asthma symptoms.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

75% TREATMENT COMPLIANCE - 19 TO 50 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=46%
11
56.7%

46.9%

39.2%
46.3%
40.9%

|
52.0%
68.8%
64.9%

40.5%

38.9%

MAB=53%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Medication Management for Adults With Asthma

continued

DESCRIPTION

4. The percentage of adults
aged 51 to 64 years in 2014
who were identified as having
persistent asthma, were given a
prescription for an appropriate
medication including an asthma
controller or reliever/rescue
medication, and who remained
on that medication for at least
75% of the remaining days
in 2014.

For this performance indicator, a
higher percentage is better, which
means that more adults 51 to 64
years of age with asthma remained
compliant on their asthma
medication for at least 75% of the
treatment period.

NOTE: Please find the quality measure
for children 5 to 11 and 12 to 18 years of
age in the Child Respiratory Conditions
section.

#*

MARYLAND
HEALTH
COMM N

RATIONALE

“Most people who have asthma
need to take long-term control
medicines [such as inhaled
corticosteroids] daily to help
prevent symptoms. The most
effective long-term medicines
reduce airway inflammation,
which helps prevent symptoms
from starting. These medicines
don't give you quick relief from
symptoms.” Asthma treatment
for certain groups of people will
be adjusted to meet their special
needs. This includes children,
older adults, pregnant women, or
those for whom exercise brings on
asthma symptoms.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Respiratory Conditions (continued)

75% TREATMENT COMPLIANCE - 51 TO 64 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=57%
s1.9%
56.6%I
48.4%
52.9%
66.7%
|
65.5%
I 79.7%
(-
74.9%
53.7%
57.9%
MAB=66%
PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Primary Care for Adults -
Cardiovascular Conditions and Diabetes

Many people with diabetes are at risk for developing
cardiovascular disease, also referred to as heart and blood
vessel disease. A comprehensive approach to care is
therefore required, and consists of a strong program that
targets prevention as well as treatment. Lifestyle changes
such as diet, exercise, stress management and quitting
smoking are key preventive health care efforts. Medications
to control blood sugar, blood pressure and cholesterol
levels, as well as other medications, therapies, monitoring,
and testing are important health care treatment efforts
that optimize health and wellness while controlling health
care costs.

#*

MARYLAND
HEALTH )
COMMISSION

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS
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Controlling High Blood Pressure

DESCRIPTION RATIONALE

The percentage of members
aged 18 to 85 years who had a
diagnosis of hypertension and
whose blood pressure (BP) was
adequately controlled during the
measurement year based on the
following criteria:

» Members 18 to 59 years of
age whose BP was <140/90
mm Hg.

> Members 60 to 85 years of
age with a diagnosis of
diabetes whose BP was
<140/90 mm Hg.

» Members 60 to 85 years of
age without a diagnosis
of diabetes whose BP was
<150/90 mm Hg.

For this measure, a higher
percentage is better, which
means that more adults 18 to 85
years of age with hypertension
did get adequate control of their
blood pressure.

#*

MARYLAND
HEALTH CARE
COMM N

“Blood pressure normally rises
and falls throughout the day. But
if it stays high for a long time, it
can damage your heart and lead
to [serious] health problems.”
Since there are no warning signs
of the disease, it is important

to have your blood pressure
measured and make healthy
choices that keep it in a healthy
range. When a healthy lifestyle is
not enough, one or more types of
high blood pressure medication
may be needed to achieve blood
pressure control.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, 2013

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

ADEQUATE BLOOD PRESSURE CONTROL (CARDIOVASCULAR) - 18 TO 85 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice NR
Coventry

Kaiser Permanente
MD-IPA
Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI NR
CareFirst GHMSI NR

Cigna

Coventry

KPIC

MAMSI

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=60%

52.9%

65.7%
89.9%
49.7%
52.8%
48.7%

|
58.5%

58.2%

68.2%
11 |
69.5%

50.9%
47.8%

MAB=59%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Persistence of Beta-Blocker Treatment

After a Heart Attack

DESCRIPTION RATIONALE

The percentage of adults aged
18 years and older in 2014 who
were hospitalized and discharged
alive from July 1, 2013 through
June 30, 2014, with a diagnosis of
heart attack or acute myocardial
infarction and who received
persistent beta-blocker treatment
(a class of drugs commonly used
to treat the heart) for six months
after discharge.

For this measure, a higher
percentage is better, which means
that more adults 18 years of age
and over with a history of having

a heart attack did get at least six
months of beta-blocker treatment.

To prevent a repeat heart attack,
beta blockers are a common
class of medication that is used
to decrease the workload of

the heart by slowing down

the heart rate. Despite their
benefits, underutilization of

beta blockers continues today.
This underutilization may be
attributed, in part, to some of
the medication’s side effects,
including headache, depression
and sexual dysfunction. After
starting beta blocker therapy, it
is important not to stop taking
the medication suddenly because
sudden withdrawal may worsen
chest pain or even bring about
another heart attack.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Heart, Lung, and Blood
Institute, 2014

lli. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

BETA-BLOCKER FOR 6 MONTHS AFTER DISCHARGE - 18+ YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry NA

Kaiser Permanente

MD-IPA

Optimum Choice NA

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=88%

90.0%
11
82.5%

91.3%

85.3%
83.5%
|
85.1%

81.7%

88.0%
1
MAB=85%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Comprehensive Diabetes Care

DESCRIPTION

Each health benefit plan reports
on multiple indicators under
this measure. Ten separate
indicators include:

1. Hemoglobin Alc (HbA1c)
Testing: The percentage of
adults aged 18 to 75 years in
2014 with diabetes (type 1
and type 2) who had an
HbA1c test during the 2014
measurement year.

For this performance indicator, a
higher percentage is better, which
means that more diabetic adults
18 to 75 years of age did get
appropriate HbA1c testing.

RATIONALE

Diabetes is a serious disease in
which the body'’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does
not make the insulin needed to
convert glucose to energy, and
type 2, which is more common
and occurs when the body does
not make enough insulin or can

not use its own insulin as well as it
should. This causes sugar to build
up in your blood and can lead

to serious health complications.
Important tools to gain control
over diabetes include:

» Dilated Eye Exam - inspects
the delicate retina in the back
of the eye for diabetes-related
damage

P Cholesterol Test — measures
the amount of lipids (fats) in
your blood; high levels can
lead to blocked arteries

P Urine and Blood Tests — used
to check for developing
problems in the kidneys

P Blood Pressure Check -
measures pressure in your
arteries; high blood pressure
can lead to heart disease
or stroke

P Healthy lifestyle choices, plus
foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Chronic Disease Prevention and
Health Promotion, Division of Diabetes
Translation, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

HbAlc TESTING (DIABETES) - 18 TO 75 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

== MAB MARYLAND AVERAGE BENCHMARK
=== NAB NATIONAL AVERAGE BENCHMARK
s NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=88%
84.4%
87.2%
88.3%
95.8%
83.7%
87.7%
86.4%

|
86.3%

85.8%
85.8%
86.6%
87.7°;>

79.4%

87.6%
|
87.1%
I
MAB=86%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Comprehensive Diabetes Care continued

DESCRIPTION

2. Hemoglobin Alc (HbA1c) Poor
Control >9.0%: The percentage
of adults aged 18 to 75 years in
2014 with diabetes (type 1
and type 2) who had an
HbA1c test during the 2014
measurement year and also had
exhibited poor HbAlc control
>9.0%.

For this performance indicator,

a lower percentage indicates
better performance, which
means that fewer diabetic adults
18 to 75 years of age exhibited
poor control of their HbAlc
level, thereby indicating better
diabetes management.

RATIONALE

Diabetes is a serious disease in
which the body'’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does
not make the insulin needed to
convert glucose to energy, and
type 2, which is more common
and occurs when the body does

NOTE: For this performance indicator, a
lower percentage is better

not make enough insulin or can
not use its own insulin as well as it
should. This causes sugar to build
up in your blood and can lead

to serious health complications.
Important tools to gain control
over diabetes include:

» Dilated Eye Exam - inspects
the delicate retina in the back
of the eye for diabetes-related
damage

P Cholesterol Test — measures
the amount of lipids (fats) in
your blood; high levels can
lead to blocked arteries

P Urine and Blood Tests — used
to check for developing
problems in the kidneys

p Blood Pressure Check —
measures pressure in your
arteries; high blood pressure
can lead to heart disease
or stroke

P Healthy lifestyle choices, plus
foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Chronic Disease Prevention and
Health Promotion, Division of Diabetes
Translation, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

POOR HbAlc CONTROL (DIABETES) >9.0% - 18 TO 75 YEARS OF AGE

MAB=32%
HMO Aetna : 37I.I1%
CareFirst BlueChoice | 33.29::I
Coventry zlrs.z%
Kaiser Permanente zz.zl%
MD-IPA | 33.3%
Optimum Choice | 30.6% ”
UnitedHealthcare : II40.9%
PPO Aetna I33.1%
CareFirst CFMI | 38.1%
CareFirst GHMSI I32.7%
Cigna 3I1.2%
Coventry 3(::.3%
KPIC | 38.1%
MAMSI I33.1%
UnitedHealthcare 3|2.3%
o I MAB=34%
0T S anahit pian performance. 1> PERFORMANCE RATING

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

BENCHMARKS QUALITY MEASURE DESIGNATIONS

s [VIAB MARYLAND AVERAGE BENCHMARK NA - Not applicable due to insufficient eligible members

= NAB NATIONAL AVERAGE BENCHMARK (fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
== NITP NATIONAL TOP PERFORMERS for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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Comprehensive Diabetes Care continued

DESCRIPTION

3. Hemoglobin Alc (HbAlc) Good
Control <8.0%: The percentage
of adults 18 to 75 years in 2014
with diabetes (type 1 and
type 2) who had an HbAlc test
during the 2014 measurement
year and also had exhibited
good HbAlc control <8.0%.

For this performance indicator, a
higher percentage is better, which
means that more diabetic adults
18 to 75 years of age exhibited
good control of their HbAlc level,
thereby indicating better diabetes
management.

RATIONALE

Diabetes is a serious disease in
which the body'’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does

not make the insulin needed to
convert glucose to energy, and
type 2, which is more common
and occurs when the body does
not make enough insulin or can
not use its own insulin as well as it
should. This causes sugar to build

up in your blood and can lead
to serious health complications.
Important tools to gain control
over diabetes include:

p Dilated Eye Exam — inspects
the delicate retina in the back
of the eye for diabetes-related
damage

P Cholesterol Test — measures
the amount of lipids (fats) in
your blood; high levels can
lead to blocked arteries

P Urine and Blood Tests — used
to check for developing
problems in the kidneys

p Blood Pressure Check —
measures pressure in your
arteries; high blood pressure
can lead to heart disease
or stroke

P Healthy lifestyle choices, plus
foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Chronic Disease Prevention and
Health Promotion, Division of Diabetes
Translation, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

GOOD HbAlc CONTROL (DIABETES) <8.0% - 18 TO 75 YEARS OF AGE

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=57%

54.3%

55.6%

63.9%
619%
58.0%I
58.3%I

47.4% |

11
56.4%

49.3%

54.4%
|
58.1%

11
60.3%

49.2% |

54.4%

|
56.8%
11

MAB=55%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

Comprehensive Diabetes Care continued

DESCRIPTION

TIGHT HbAlc CONTROL (DIABETES) <7.0% - 18 TO 75 YEARS OF AGE

and occurs when the body does

MAB=37%
not make enough insulin or can 1
4. Hemoglobin Alc (HbA1lc) Tight  not use its own insulin as well as it HMO L 33-5%I
Control <7.0%: The percentage  should. This causes sugar to build CareFirst BlueChoice 39.2%
of adults aged 18 to 75 yearsin  up in your blood and can lead Coventry 3939:,
2014 with diabetes (type 1 and  to serious health complications. . -
type 2) who had an HbAlctest ~ Important tools to gain control Kaiser Permanente 34.8%
during the 2014 measurement ~ over diabetes include: MD-IPA 39.3%
year and also had exh|b|:c)ed P Dilated Eye Exam — inspects Optimum Choice 34.3%
tight HbAlc control <7.0%. the delicate retina in the back
€ celicate re |‘na nthe bac UnitedHealthcare 32.2%
For this performance indicator, a of the eye for diabetes-related
higher percentage is better, which damage -
means that more diabeti; a'dults Cholesterol Test — measures PPO Aetna 36.0%
1'8 to 75 years of age exhibited the amount of lipids (fats) in CareFirst CFMI 32.0%
tight control of th§|r HbA1c your blood; high levels can CareFirst GHMS
Ijvil, thereby indicating better lead to blocked arteries areFirst GHMSI s
iabetes management. . i %
J » Urine and Blood Tests — used Cigna 35'7|/|
NOTE: Additional exclusion criteria may to check for developing Coventry 39.4%
apply (e.g., members aged 65 years roblems in the kidneys
and over as of December 31 of the 2014 P y KPIC 31.3%
measurement year, discharged alive for P Blood Pressure Check - MAMESI 30.7%
coronary artery bypass graft procedure measures pressure in your i
during the 2014 measurement year or the ies: hiah blood UnitedHealthcare 35.4%
year prior, etc.). arteries; high blood pressure i
can lead to heart disease dicate bettar hoath MAB=35%
M t indicat tt t
RATIONALE or stroke °"® benefit plan performance. > PERFORMANCE RATING
> Healthy Iifestyle Choices, p|US The stars represent the relative comparisons BETTER THAN MARYLAND AVERAGE

Diabetes is a serious disease in
which the body'’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does

not make the insulin needed to
convert glucose to energy, and
type 2, which is more common

foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and
Human Services, Centers for Disease
Control and Prevention, National
Center for Chronic Disease Prevention
and Health Promotion, Division of
Diabetes Translation, 2015

between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Comprehensive Diabetes Care continued

DESCRIPTION

5. Dilated Eye Exam (Retina)
Performed: The percentage
of adults 18 to 75 years in
2014 with diabetes (type 1
and type 2) who had a retinal
eye exam during the 2014
measurement year.

For this performance indicator, a
higher percentage is better, which
means that more diabetic adults
18 to 75 years of age did get
appropriate retinal examination

of the eyes to look for signs of
retinopathy, or damage to the
blood vessels in the retina, located
in the back of the eye.

NOTE: If a patient is negative for
retinopathy, they are considered to be

at low risk and are not required to have a
dilated eye exam by a specialist until the
second year after the exam that produced
the negative result.

RATIONALE

Diabetes is a serious disease in
which the body'’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does

not make the insulin needed to
convert glucose to energy, and

type 2, which is more common
and occurs when the body does
not make enough insulin or can
not use its own insulin as well as it
should. This causes sugar to build
up in your blood and can lead

to serious health complications.
Important tools to gain control
over diabetes include:

p Dilated Eye Exam — inspects
the delicate retina in the back
of the eye for diabetes-related
damage

P Cholesterol Test — measures
the amount of lipids (fats) in
your blood; high levels can
lead to blocked arteries

P Urine and Blood Tests — used
to check for developing
problems in the kidneys

P Blood Pressure Check -
measures pressure in your
arteries; high blood pressure
can lead to heart disease
or stroke

P Healthy lifestyle choices, plus
foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Chronic Disease Prevention and
Health Promotion, Division of Diabetes
Translation, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

DILATED EYE EXAM — RETINA (DIABETES) - 18 TO 75 YEARS OF AGE

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

== MAB MARYLAND AVERAGE BENCHMARK
=== NAB NATIONAL AVERAGE BENCHMARK
s NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=56%
6':.0%

46.7%
52.2%
81.6%
58.7%
46.9%

44.8%

5;.2%
53.2%

58.3%

47.0%
46.9%

63.5%

|
50.9%
1

56.4%
I I
MAB=54%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Comprehensive Diabetes Care continued

DESCRIPTION

6. Medical Attention for
Nephropathy: The percentage
of adults aged 18 to 75 years
in 2014 with diabetes (type 1
and type 2) who had medical
attention for nephropathy or
kidney disease during the 2014
measurement year.

For this performance indicator, a
higher percentage is better, which
means that more diabetic adults
18 to 75 years of age did get
appropriate screening and care
for nephropathy.

RATIONALE

Diabetes is a serious disease in
which the body’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does

not make the insulin needed to
convert glucose to energy, and
type 2, which is more common
and occurs when the body does
not make enough insulin or can
not use its own insulin as well as it
should. This causes sugar to build

up in your blood and can lead
to serious health complications.
Important tools to gain control
over diabetes include:

p Dilated Eye Exam — inspects
the delicate retina in the back
of the eye for diabetes-related
damage

P Cholesterol Test — measures
the amount of lipids (fats) in
your blood; high levels can
lead to blocked arteries

P Urine and Blood Tests — used
to check for developing
problems in the kidneys

p Blood Pressure Check —
measures pressure in your
arteries; high blood pressure
can lead to heart disease
or stroke

P Healthy lifestyle choices, plus
foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Chronic Disease Prevention and
Health Promotion, Division of Diabetes
Translation, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

MEDICAL ATTENTION FOR NEPHROPATHY (DIABETES) - 18 TO 75 YEARS OF AGE

MAB=85%

HMO

CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

== MAB MARYLAND AVERAGE BENCHMARK
=== NAB NATIONAL AVERAGE BENCHMARK
s NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

83.8%
82.6%

82.2%

85.2%
80.4%
81.8%

82.5‘I’/o
83.3%
I88.1%
80.8%

83.4%

82.8%
77.2%

97.2%

98.4%

MAB=85%

PERFORMANCE RATING

BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or

insufficient survey responses (fewer than 100) to calculate a rate

for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for

the given measure

NR - Performance results are not reported due to bias in the data

from the health benefit plan

NDA - No data available for the year specified due to the measure

not being required for quality reporting in the given year
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Comprehensive Diabetes Care continued

DESCRIPTION

7. Good Blood Pressure

Control <140/90 mm Hg: The

percentage of adults aged
18 to 75 years in 2014 with
diabetes (type 1 and type 2)

who had their blood pressure

assessed and demonstrated
good blood pressure control
<140/90 mm Hg, during the
2014 measurement year.

For this performance indicator, a
higher percentage is better, which
means that more diabetic adults

18 to 75 years of age do have
good blood pressure control.

RATIONALE

Diabetes is a serious disease in
which the body'’s level of blood
glucose (sugar) is too high. Two
main types of diabetes include
type 1, where the body does

not make the insulin needed to
convert glucose to energy, and
type 2, which is more common

and occurs when the body does

not make enough insulin or can

not use its own insulin as well as it
should. This causes sugar to build

up in your blood and can lead
to serious health complications.
Important tools to gain control
over diabetes include:

p Dilated Eye Exam — inspects
the delicate retina in the back
of the eye for diabetes-related
damage

P Cholesterol Test — measures
the amount of lipids (fats) in
your blood; high levels can
lead to blocked arteries

Urine and Blood Tests — used
to check for developing
problems in the kidneys

p Blood Pressure Check —
measures pressure in your
arteries; high blood pressure
can lead to heart disease
or stroke

P Healthy lifestyle choices, plus
foot and dental exams, as well
as annual flu and pneumonia
vaccines are also important

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center

for Chronic Disease Prevention and
Health Promotion, Division of Diabetes
Translation, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Cardiovascular Conditions and Diabetes (continued)

GOOD BLOOD PRESSURE CONTROL (DIABETES) - 18 TO 75 YEARS OF AGE

HMO Aetna
CareFirst BlueChoice
Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry

KPIC

MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s [MJAB MARYLAND AVERAGE BENCHMARK
e N AB NATIONAL AVERAGE BENCHMARK

e NTP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records

MAB=60%
47.5%
62.2%
63.9%
86.7%
53.0%
56.3%

52.0%

53.6% |
61.0%
54.1% |
65.4%
I67.5%
58.7%I
52.1%
56.4%

MAB=59%

PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Primary Care for Adults — Musculoskeletal
Disease and Medication Management

Musculoskeletal diseases and disorders affect the muscles,
tendons and ligaments, as well as the bones. Often,
musculoskeletal disorders are due to minor illness or injury
and short-term medications are used to relieve pain while the
problem gets better. However, more serious diseases and
disorders may cause persistent pain, discomfort or disability,
and long-term medications are needed to adequately control
symptoms and manage the disease or disorder.

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

MHCC Comprehensive Quality Report 2015 122 @ nea




Disease-Modifying Anti-Rheumatic
Drug Therapy for Rheumatoid Arthritis

DESCRIPTION RATIONALE

The percentage of adults aged
18 years and over in 2014 who
were diagnosed with rheumatoid
arthritis (RA) and who were given
a prescription for at least one
Disease Modifying anti-Rheumatic
Drug (DMARD) in 2014. DMARDs
are medications proven effective
in slowing or preventing joint
damage as opposed to just
relieving pain and inflammation.

For this measure, a higher
percentage is better, which
means that more adults 18 years
of age and over did get DMARD
treatment for their RA.

The autoimmune condition,
rheumatoid arthritis (RA), is a
systemic, chronic inflammatory
disease that primarily affects the
membrane lining of multiple joints,
but can also affect organs in the
body. The inflamed membrane
tissues surrounding affected
joints can cause joint redness,
swelling, pain, and even joint
deformity. There is no cure for
RA. The goal is to start treatment
early, including medications,
therapy and exercise, in order to
slow or stop disease progression.
Newer non-biologic and biologic
Disease Modifying anti-Rheumatic
Drugs (DMARDs) help relieve
pain, prevent joint destruction
and maintain functional capacity.
Ideally, DMARD therapy should
be started within 3 months

of diagnosis.

U.S. Department of Health and Human
Services, Centers for Disease Control
and Prevention, National Center for
Chronic Disease Prevention and Health
Promotion, 2012

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Musculoskeletal Disease and Medication Management (continued)

DMARD THERAPY - 18+ YEARS OF AGE

HMO
CareFirst BlueChoice

Aetna

Coventry NA
Kaiser Permanente
MD-IPA
Optimum Choice

UnitedHealthcare NA
PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna

Coventry NA

KPIC NA

MAMSI NA

UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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Use of Imaging Studies for Low Back Pain

DESCRIPTION RATIONALE

The percentage of adults aged 18
to 50 years in 2014 with a primary
diagnosis of low back pain who
did not have an imaging study
(x-ray, MRl or CT scan) within 28
days after the diagnosis.

For this measure, a higher
percentage is better, which
means that more adults 18 to 50
years of age with low back pain
appropriately did not get an
imaging study, as imaging studies
are often overused.

Low back pain is common,
affecting about 80 percent of
adults at some point in their lives.
“Most low back pain is acute, or
short term, and lasts a few days to
a few weeks. It tends to resolve on
its own with self-care and there is
no residual loss of function. The
majority of acute low back pain

is mechanical in nature, meaning
that there is a disruption in the
way the components of the back
(the spine, muscle, intervertebral
discs, and nerves) fit together
and move.” Imaging studies

such as X-ray, CT scan or MRl are
not necessary in most cases of
low back pain. However, under
certain circumstances, imaging
may be ordered to rule out
specific causes of pain, including
fracture, infection, tumor, and
spinal stenosis.

U.S. Department of Health and Human
Services, National Institutes of Health,
National Institute of Neurological
Disorders and Stroke, 2015

lll. HEALTH BENEFIT PLAN QUALITY AND PERFORMANCE COMPARISONS

Primary Care for Adults — Musculoskeletal Disease and Medication Management (continued)

NO IMAGING WITHIN 28 DAYS AFTER DIAGNOSIS - 18 TO 50 YEARS OF AGE

HMO
CareFirst BlueChoice

Aetna

Coventry

Kaiser Permanente
MD-IPA

Optimum Choice

UnitedHealthcare

PPO Aetna
CareFirst CFMI
CareFirst GHMSI
Cigna
Coventry

KPIC NA
MAMSI
UnitedHealthcare

More stars indicate better health
benefit plan performance.

The stars represent the relative comparisons
between the health benefit plans and the
Maryland Average Benchmark.

BENCHMARKS

s MAB MARYLAND AVERAGE BENCHMARK
= NAB NATIONAL AVERAGE BENCHMARK
s N'TP NATIONAL TOP PERFORMERS

Data Source: HEDIS® Submission or Health
Benefit Plan Records
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PERFORMANCE RATING
BETTER THAN MARYLAND AVERAGE
EQUIVALENT TO MARYLAND AVERAGE
WORSE THAN MARYLAND AVERAGE

QUALITY MEASURE DESIGNATIONS

NA - Not applicable due to insufficient eligible members
(fewer than 30) to calculate a rate for a HEDIS® measure, or
insufficient survey responses (fewer than 100) to calculate a rate
for a CAHPS® measure

NB - No benefit is being offered by the health benefit plan for
the given measure

NR - Performance results are not reported due to bias in the data
from the health benefit plan

NDA - No data available for the year specified due to the measure
not being required for quality reporting in the given year
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http://www.ninds.nih.gov/disorders/backpain/detail_backpain.htm
http://www.ninds.nih.gov/diso