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NQTL SELF COMPLIANCE TOOL
CONTINUED STAY/CONCURRENT REVIEW

1. Specify the specific Plan or coverage terms or other relevant terms regarding the NQTL, that apply to
such Plan or coverage, and provide a description of all mental health or substance use disorder and
medical or surgical benefits to which the NQTL applies or for which it does not apply.

Anthem’s fully insured policies and the plans that it administers on behalf of self-funded employers
contain requirements that certain services be reviewed to ensure that they are medically necessary. The
plan document example is attached as Exhibit 1 and details how the concurrent review process works for
members. Concurrent Review is defined in the plan documents as: “A utilization review of a service,
treatment or admission for a benefit coverage determination that must be done during an ongoing stay
in a Facility or course of treatment.” Providers are informed of this process in the “Utilization
Management” section of the Provider Manual.

This analysis explains when Anthem performs a continued stay/concurrent review and how Anthem’s
processes, strategies, evidentiary standards and other factors for continued stay/concurrent review
comply with the non-quantitative treatment limitation (NQTL) requirements under MHPAEA.

The concurrent review NQTL applies to medical/surgical and mental health/substance use disorder
services in the inpatient (in-network, out of network) and outpatient (in-network, out of network) benefit
classifications.

Anthem has included some definitions used throughout the analysis:

e Availity Prior Auth Portal (AVPortal): Anthem’s application on Availity web portal in submission
of requests for service. (It is currently available for limited physical health providers by provider
state).

e Continued Stay Review: Utilization review that is conducted during a covered person’s ongoing
stay in a facility or course of treatment. Continued stay review includes continuation of services
(Urgent Care & Extensions).

e Interactive Care Reviewer (ICR): Anthem’s application inside the Availity web portal for
providers to submit requests. It allows providers to electronically submit utilization review
requests to Anthem and track the status of requests.

e Peer Clinical Reviewer (PCR): means a physician, nurse practitioner*, doctoral-level clinical
psychologists or certified addiction-medicine specialists, pharmacist, dentist, chiropractor,
physical therapist professional, or doctoral-level board-certified behavioral analysts** who:

o Has education, training or professional experience and a current license or an
administrative license; or
o Is aboard-certified consultant.

2. ldentify the factors used to determine that the NQTL will apply to mental health or substance use
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disorder benefits and medical or surgical benefits:

a. Member is inpatient or in an ongoing course of treatment.
b. The provider is requesting that ongoing care be reviewed for medical necessity.
c. The service is subject to prior authorization.

Factor Weighting: All three of the above factors are weighted equally to determine when concurrent
review is applied to M/S and MH/SUD services.

3. Provide the evidentiary standards used for the factors identified in Step 2, when applicable, provided
that every factor shall be defined, and any other source or evidence relied upon to design and apply the
NQTL to mental health or substance use disorder benefits and medical or surgical benefits:

Anthem conducts a continued stay/concurrent review when the treating provider/facility requests that
the member’s inpatient stay or an ongoing course of outpatient treatment/stay be approved for due to
the member’s current medical condition. Anthem does not initiate any concurrent reviews for either
MH/SUD or M/S services.

Member is Inpatient or in Ongoing Course of Treatment: If the member is receiving inpatient care or an
ongoing course of treatment, and the previously authorized duration of treatment or number of approved
visits/sessions is set to expire, the provider may request additional days of inpatient stay or additional
visits/sessions to be authorized. Anthem considers this a continued stay/concurrent review request. The
only evidentiary standard used for such factor is the current course of treatment experienced by the
member, and the amount of previously authorized treatment.

Service is Subject to Prior Authorization: Continued stay/Concurrent Review is often performed on
services that pre-service required prior authorization. In the event the days or visits authorized are set to
expire, the provider can submit a request for continued stay/concurrent review in order for additional
days or visits be authorized. The standards for services requiring prior authorization are separately
detailed in the Prior Authorization NQTL comparative analysis.

Provider Request Ongoing Care to be Reviewed for Medical Necessity: A provider may request additional
services from those previously authorized or submit a request a medical necessity review for continued
stay or additional treatment. There is no evidentiary standard used for this as it is completely within the
provider discretion.

4. Provide the comparative analyses demonstrating that the processes, strategies, evidentiary standards,
and other factors used to apply the NQTL to mental health or substance use disorder benefits, as written
and in operation, are comparable to, and are applied no more stringently than, the processes, strategies,
evidentiary standards, and other factors used to apply the NQTLs to medical or surgical benefits?

Continued Stay Written Process: The continued stay/concurrent review process commences when an
individual member is in an ongoing inpatient stay or receiving a course of outpatient treatment and is
approaching the limit of the previously authorized treatment/stay. The provider/facility can submit a
request for an extension of treatment previously authorized through the Availity portal (or by phone and
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fax). Upon receipt, the information will be first reviewed and entered into the Anthem Care Management
System (ACMS), and ultimately reviewed by a member of the clinical team for medical necessity against
the respective guideline. The clinician will perform the clinical review and may approve the request if it
meets the medical necessity guideline. If it is not clear that the request meets the medical necessity
guideline, the clinician will refer the request to the Peer Clinical Reviewer for a decision. Only the Peer
Clinical Reviewer may deny a request. The decision is ultimately provided back to the requesting
provider/facility.

In some instances, a healthcare professional or non-clinical staff member may perform outreach to the
provider/facility after the last approved day and inform them that a request for an extension has not been
received and/or to submit the discharge date for the member. If a member is still receiving treatment, the
provider/facility will be requested to submit the clinical information supporting the extension. Clinical
information submitted will be reviewed by the Peer Clinical Reviewer for an ultimate decision to approve
or deny the request. If information is not provided, then the non-clinical staff will document the discharge
date as the day after the last approved or the denied decision date in the medical management system.

The process is applied for continued stay/concurrent review of M/S and MH/SUD services.
Continued Stay Operational Data:

In performing the operational comparative analysis, Anthem annually pulls data from the Anthem Care
Management Platform (ACMP). The data includes all continued stay/concurrent reviews performed for
M/S and MH/SUD claims. First, Anthem reviews the total amount of claims subject to concurrent review.
In general, Anthem will receive more concurrent review requests for M/S services, with the exception of
inpatient, out of network. Anthem does not typically receive many outpatient concurrent reviews as they
don’t typically meet the factors above (e.g., member in ongoing course of treatment/stay). Thus, M/S
services are typically subject to concurrent review at a higher rate than MH/SUD. When reviewing the
outcomes of the reviews, MH/SUD services are typically approved at a higher rate than M/S services, with
some very limited exceptions. The data is reflected in Exhibit 2.

5. Does the group health plan or group or individual market health insurance issuer adhere to the mental
health parity requirements regarding this NQTL on MH/SUD benefits?

Yes, Anthem applies the same processes, strategies, evidentiary standards and other factors for continued
stay/concurrent reviews for both MH/SUD and M/S benefits. Anthem does not apply these processes,
strategies, evidentiary standards and other factors more stringently to MH/SUD benefits. Furthermore,
the comparative analysis reviewing the claims subject to concurrent review demonstrates MH/SUD
services are generally approved at a similar or higher rate than M/S services. Therefore, Anthem complies
with parity requirements for concurrent review in writing and in operation.
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EXHIBIT 1 STANDARD FULLY INSURED EOC PROVISION

Getting Approval for Benefits

Your Plan includes the process of Utilization Review to decide when services are Medically Necessary or
Experimental/Investigational as those terms are defined in this Booklet. Utilization Review aids the
delivery of cost-effective health care by reviewing the use of treatments and, when proper, level of care
and/or the setting or place of service that they are performed.

Reviewing Where Services Are Provided

A service must be Medically Necessary to be a Covered Service. When level of care, setting or place of
service is part of the review, services that can be safely given to you in a lower level of care or lower cost
setting, will not be Medically Necessary if they are given in a higher level of care, or higher cost setting.
This means that a request for a service may be denied because it is not Medically Necessary for the
service to be provided where it is being requested. When this happens the service can be requested again
in another setting or place of care and will be reviewed again for Medical Necessity. At times a different
Provider or Facility may need to be used in order for the service to be considered Medically Necessary.

Examples include, but are not limited to:

- A service may be denied on an inpatient basis at a Hospital but may be approved if provided on
an outpatient basis in a Hospital setting.

- A service may be denied on an outpatient basis in a Hospital setting but may be approved at a
free standing imaging center, infusion center, Ambulatory Surgery Center, or in a Physician’s office.

- A service may be denied at a Skilled Nursing Facility but may be approvable in a home setting.

Certain services must be reviewed to determine Medical Necessity in order for you to get benefits.
Utilization Review criteria will be based on many sources including medical policy and clinical
guidelines. Anthem may decide that a service that was asked for is not Medically Necessary if a clinically
equivalent treatment is more cost effective, available and appropriate. “Clinically equivalent” means
treatments that for most Members, will give you similar results for a disease or condition.

If you have any questions about the Utilization Review process, the medical policies, or clinical
guidelines, you may call the Member Services phone number on the back of your Identification Card.

Coverage for or payment of the service or treatment reviewed is not guaranteed even if we decide
your services are Medically Necessary. For benefits to be covered, on the date you get service:

1. You must be eligible for benefits;
2. Premium must be paid for the time period that services are given;

3. The service or supply must be a Covered Service under your Plan;
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4. The service cannot be subject to an Exclusion under your Plan; and
5. You must not have exceeded any applicable limits under your Plan.
Types of Reviews

e Pre-service Review — A review of a service, treatment or admission for a benefit coverage
determination, which is done before the service or treatment begins or admission date.

Precertification — A required Pre-service Review for a benefit coverage determination for a
service or treatment. Certain services require Precertification in order for you to get benefits. The
benefit coverage review will include a review to decide whether the service meets the definition
of Medical Necessity or is Experimental / Investigational as those terms are defined in this
Booklet.

For admissions following Emergency Care, you, your authorized representative or Doctor must
tell us with 48 hours of admission, or as soon as possible within a reasonable period of time. For
childbirth admissions, Precertification is not needed unless there is a problem and/or the mother
and baby are not sent home at the same time. Precertification is not required for the first 48 hours
for a vaginal delivery or 96 hours for a cesarean section. Admissions longer than 48/96 hours
require precertification.

e Continued Stay / Concurrent Review — A Utilization Review of a service, treatment or
admission for a benefit coverage determination which must be done during an ongoing stay in a
facility or course of treatment.

Both Pre-Service and Continued Stay/Concurrent Reviews may be considered urgent when, in the
view of the treating Provider or any Doctor with knowledge of your medical condition, without
such care or treatment, your life or health or your ability to regain maximum function could be
seriously threatened or you could be subjected to severe pain that cannot be adequately managed
without such care or treatment. Urgent reviews are conducted under a shorter timeframe than
standard reviews.

o Post-service Review — A review of a service, treatment or admission for a benefit coverage that
is conducted after the service has been provided. Post-service reviews are performed when a
service, treatment or admission did not need a Precertification, or when a needed Precertification
was not obtained. Post-service reviews are done for a service, treatment or admission in which we
have a related clinical coverage guideline and are typically initiated by us.

Who is Responsible for Precertification?

Typically, In-Network Providers know which services need Precertification and will get any
Precertification when needed. Your Primary Care Physician and other In-Network Providers have been
given detailed information about these procedures and are responsible for meeting these requirements.
Generally, the ordering Provider, Facility or attending Doctor (“requesting Provider”) will get in touch
with us to ask for a Precertification. However, you may request a Precertification or you may choose an
authorized representative to act on your behalf for a specific request. The authorized representative can be
anyone who is 18 years of age or older. The table below outlines who is responsible for Precertification
and under what circumstances.
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Provider Network Status

Responsibility to Get
Precertification

Comments

In-Network

Provider

e The Provider must get
Precertification when
required

Out-of-Network / Non-
Participating

Member

e Member must get
Precertification when
required (Call Member
Services).

e Member may be financially
responsible for
charges/costs related to the
service and/or setting in
whole or in part if the
service and/or setting is
found to not be Medically
Necessary.

BlueCard Provider

Member (Except for Inpatient
Admissions)

e Member must get
Precertification when
required. (Call Member
Services.)

e Member may be
financially responsible
for charges/costs related
to the service and/or
setting in whole or in
part if the service and/or
setting is found to not be
Medically Necessary.

e BlueCard Providers must
obtain precertification
for all Inpatient
Admissions.

Note: For an Emergency Care admissions, precertification is not required. However,
you, your authorized representative or Doctor must tell us within 48 hours of the
admission or as soon as possible within a reasonable period of time.

How Decisions are Made

We use our clinical coverage guidelines, such as medical policy, clinical guidelines, and other applicable
policies and procedures to help make our Medical Necessity decisions. This includes decisions about
Prescription Drugs as detailed in the section “Prescription Drugs Administered by a Medical Provider”.
Medical policies and clinical guidelines reflect the standards of practice and medical interventions
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identified as proper medical practice. We reserve the right to review and update these clinical coverage
guidelines from time to time.

You are entitled to ask for and get, free of charge, reasonable access to any records concerning your
request. To ask for this information, call the Precertification phone number on the back of your
Identification Card.

If you are not satisfied with our decision under this section of your benefits, please refer to the
“Complaints and Appeals” section to see what rights may be available to you.

Decision and Notice Requirements

We will review requests for benefits according to the timeframes listed below. The timeframes and
requirements listed are based on state and federal laws. Where state laws are stricter than federal laws, we
will follow state laws. If you live in and/or get services in a state other than the state where your Contract
was issued other state-specific requirements may apply. You may call the phone number on the back of
your Identification Card for more details.

Type of Review Timeframe Requirement for Decision and
Notification

Urgent Pre-service Review 24 hours from the receipt of request

Non-Urgent Pre-service Review 72 hours, or 2 business days, whichever is less from
the receipt of the request

Urgent/Concurrent Continued Stay 24 hours from the receipt of the request

Review when request is received more
than 24 hours before the end of the
previous authorization

Urgent/Concurrent Continued Stay 1 business day from the receipt of the request
Review when request is received less
than 24 hours before the end of the
previous authorization or no previous
authorization exists

Non-urgent Concurrent Continued Stay | 1 business days from the receipt of the request
Review for ongoing outpatient treatment

Post-Service Review 30 calendar days from the receipt of the request

If more information is needed to make our decision, we will tell the requesting Provider and send written
notice to you or your authorized representative of the specific information needed to finish the review. If
we do not get the specific information we need or if the information is not complete by the timeframe
identified in the written notice, we will make a decision based upon the information we have.

We will notify you and your Provider of our decision as required by state and federal law. Notice may be
given by one or more of the following methods: verbal, written and/or electronic.
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Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products
underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia,
Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine,
Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance
Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits
underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite
benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada.
In New Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc.
and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia,
Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of
Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and
indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation
(Compcare) or Wisconsin Collaborative Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC
underwrites or administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross Blue Shield Association. Anthem is a
registered trademark of Anthem Insurance Companies, Inc.
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EXHIBIT 2
CONCURRENT REVIEW
GEORGIA — SELF FUNDED GROUP (ASO)-LOCAL COMMERCIAL

Inpatient, In-Network

Line of Business Approved Denied Percentage Approved
Group M/S 17704 3052 85%
Group MH/SUD 3252 164 95%

Inpatient, Out-of-Network

Line of Business Approved Denied Percentage Approved
Group M/S 3305 896 78%
Group MH/SUD 1176 61 95%

Outpatient, In-Network

Line of Business Approved Denied Percentage Approved
Group M/S 0 0 N/A
Group MH/SUD 0 0 N/A

Outpatient, Out-of-Network

Line of Business Approved Denied Percentage Approved
Group M/S 0 0 N/A
Group MH/SUD 0 0 N/A

Note: Data is for self-funded plans whose plans are headquartered in Georgia without regard to where
the members of the plan reside (e.g., group is headquartered in Georgia but members may live in-or-
outside of Georgia). Data includes requests for precertification as well (i.e., services that are not on the
prior authorization list). It also includes requests to see an out-of-network provider.

Report run on or around February 27, 2023 by Tina Jones, Business Info Developer Consultant, Sr.
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NQTL SELF COMPLIANCE TOOL
Commercial Products
Credentialing

1. Specify the specific Plan or coverage terms or other relevant terms regarding the NQTL, that apply
to such Plan or coverage, and provide a description of all mental health or substance use disorder
and medical or surgical benefits to which the NQTL applies or for which it does not apply.

If a plan that Anthem insures or administers requires the use of a provider network, this document
explains how Anthem has developed and applies the credentialing program, which must be successfully
satisfied before a provider may participate in the Anthem provider network. Out-of-network and certain
in-network providers are not in scope for Anthem’s credentialing program. Examples of plans that require
the use of a network are Preferred Provider Option (PPO) plans, Point of Service (POS) plan, Health
Maintenance Organization (HMO) plans or Exclusive Provider Organization (EPO) plans. HMO and EPO
plans require the use of an in-network provider, except in the case of an emergency or if a referral to a
non-network provider is approved in advance of the care. PPO and POS plans cover services from both
in-network and out-of-network providers, but members will pay more in cost-sharing (i.e., deductible,
coinsurance and copayments) if they use an out-of-network provider.

The Credentialing NQTL is applied to any M/S and MH/SUD services rendered by a network provider in-
scope for credentialing within the inpatient in-network, outpatient in-network, and emergency benefit
classifications.

2. Identify the factors used to determine that the NQTL will apply to mental health or substance use
disorder benefits and medical or surgical benefits::

The credentialing program ensures in scope network providers are appropriately reviewed for
professional competency to protect member safety and quality of services. The factors in developing the
program include:

e Independent Practitioner Status
e Professional Competency

Anthem considers all of the factors equally in determining whether to require a provider to be
credentialed. The above factors are included within the National Committee for Quality Assurance (NCQA)
credentialing program accreditation requirements. Anthem is accredited by the NCQA for credentialing
and follows the NCQA standards unless a state or federal standard applies.

3. Provide the evidentiary standards used for the factors identified in Step 2, when applicable,
provided that every factor shall be defined, and any other source or evidence relied upon to design and
apply the NQTL to mental health or substance use disorder benefits and medical or surgical benefits:

o Independent Practitioner Status: In determining the providers within the scope of the
credentialing program, Anthem considers the practitioner type and the scope of their allowed practice.
Anthem has incorporated the NCQA accreditation requirements as the evidentiary standard to
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determine whether a provider is subject to credentialing requirements. The standard requires the
following to be satisfied:

o Practitioners who are licensed, certified or registered by the state to practice independently
(without direction or supervision);
o Practitioners who have an independent relationship with Anthem
o Anindependent relationship exists when Anthem directs its Members to see a
specific practitioner or group of practitioners, including all practitioners whom a
Member can select as primary care practitioners; and
o Practitioners who are directed to provide care to Anthem members.

Anthem has evaluated provider types meeting this standard and included them within the scope of the
credentialing program. In doing so, Anthem reviews the following source materials to determine if the
provider type will be subject to credentialing requirements:

o NCQA (the NCQA will exclude certain providers that are facility based among others)

o State provider licensing laws/requirements,

o State Medicaid guidelines, and

o State defined scope of practice requirements (e.g., Board of Medical Licensure).
In the event a provider is not able to practice independently and must provide care under the
supervision of another provider, they do not meet the requirements for credentialing. The scope
determination is applied uniformly to all MH/SUD and M/S providers.

e Professional Competency: Professional competency standards are established to provide a manner
to evaluate the qualifications of practitioners and healthcare delivery organizations to determine if
they meet minimum competency standards for participation in the network.

Anthem reviews information from multiple sources including the:

o Provider’s CAQH or Anthem Application,

o National Practitioner Data Bank (NPDB) reports,

o Credentialing Verification Organization reports (primary source verification of

provider’s background information),

o Board certification status through Board Certification agencies (indicate board certs
here)
Education Verification through AMA or Provider’s indicated professional school,
State Licensing Board Reports/Orders,
DEA certificate status, and

O O O O

Medicare/Medicaid List of Excluded Entities from federal and/or state regulatory
agencies.

The evidentiary standards used in evaluating whether a practitioner meets the participation criteria
include:
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o Licensure — in reviewing the state licensing board information, is the applicant
appropriately licensed?

o Education and Training - Does the provider have the necessary education and training
and, depending on the specialty, have the appropriate board certification?

o Accreditation - If the provider is a facility, has it successfully completed the
accreditation process by a nationally recognized third-party accreditation entity?
Criminal — Has the provider been convicted of a felony or serious misdemeanor?
Malpractice Claims History — Does the provider have a malpractice claims history?
Sanctions - Is the provider currently or previously subject to federal sanction,
debarment, or exclusion from participation in Medicare, Medicaid, or FEHBP?

o DEA Certificate - If necessary, does the provider have a current, valid, unencumbered
DEA/CDS registration in the state?

o State Approved - Is the provider approved by New York state to participate in the New
York Medicaid program?

In reviewing the above, some of the elements are automatic disqualifiers if not fulfilled (e.g., current
sanctions, accreditation, licensure) while others may have some very limited exceptions that can be
reviewed if not met (e.g., board certification). For example, all M/S and MH/SUD providers at the MD or
DO level, must satisfy the criteria applicable to MDs and DOs. Providers outside of MDs and DOs have
participation criteria tailored to their specific type as much of the MD/DO criteria would not be applicable.
Nurse Practitioners, Certified Midwives, Licensed Clinical Social Workers, Psychologists, among others,
have to satisfy the education and training requirements specific to their profession as all MH/SUD and
M/S providers must satisfy education and training requirements to demonstrate professional competency
to treat Anthem members.

In general, the criminal history, malpractice claims history, work gaps and others are evaluated to
determine if such issue is determined to present a reasonable suspicion of future substandard care. The
standard is subjective and based upon the deliberation and judgment of the committee members. These
professional competency decisions are evaluated by the Geographic Credentials Committee (GCC). The
GCC meets, at a minimum, every 45 days. Determinations to deny an applicant’s participation or terminate
a Practitioner or HDO from participation in one or more of the Company’s programs or provider
network(s) require a majority vote of the voting members of the GCC in attendance, the majority of whom
are participating providers.

Process Review:

The attached Credentialing Program Summary describes in more detail Anthem’s credentialing
requirements that help ensure we have qualified providers in our networks.

Anthem’s National Credentials Committee (“NCC”) oversees the credentialing process. The NCC
establishes the policies and procedures for:
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a. Credentialing, re-credentialing, ongoing monitoring and oversight of network Practitioners® and
Health Delivery Organizations (“HDO”)?;

b. The delegation of credentialing related activities;

c. Appeals of adverse credentialing decisions; and

d. Review of Company clinical staff qualifications and approval for those staff to perform clinical
functions on behalf of the Company.

The NCC policies are required to:
a. Comply with relevant federal law;
b. Meet standards set by relevant regulatory and accrediting bodies;
c. Be modified for state specific use to comply with state law where applicable; and
d. Be reviewed at least annually and revised as necessary.

The NCC is composed of ten to twelve Anthem medical directors (excluding the chair) selected to
represent various clinical and business areas of Anthem. It is chaired by an Anthem medical director as
designated by the Vice President (VP) responsible for Enterprise Credentialing Policy. The VP responsible
for Enterprise Credentialing Policy reports to the Chief Medical Officer. Other representatives of the NCC
include:

e At least two medical directors representing Commercial and Medicaid lines of business,

respectively, and one medical director representing Medicare line of business;

¢ At least one medical director representing behavioral health; and

e At least two medical directors who act as chairs/vice-chairs of geographic Credentials

Committees.

Policies approved by NCC will govern credentialing of network practitioners and HDOs including, but not
limited to scope, criteria, confidentiality, delegation, and appeals. Credentialing Policies established by
the NCC will be presented to the GCC for input, review and adoption at least annually.

Anthem has established geographic Credentials Committees (“GCC”) on either a specific state or regional
basis.®> Each GCC is made up of a chair, who is the medical director for the state or a state within the
designated region, a vice chair and at least five (but no more than ten) external participating physicians
representing multiple medical specialties. In general, the following specialties or practice-types are
represented: pediatrics, obstetrics/gynecology, adult medicine (family medicine or internal medicine),
surgery, and behavioral health. At least two of the physician committee members must be credentialed
for each line of business (e.g. Commercial, Medicare, and Medicaid) offered within the geographic
purview of the GCC.

The GCC meets, at a minimum, every 45 days. Determinations to deny an applicant’s participation or
terminate a Practitioner or HDO from participation in one or more of the Company’s programs or provider
network(s) require a majority vote of the voting members of the GCC in attendance, the majority of whom
are participating providers.

! A Practitioner is an individual person who is licensed or certified (as applicable) in accordance with all applicable
state and federal laws to deliver health care services

2 An HDO is a facility, institution or entity that is licensed or certified (as applicable), in accordance with all
applicable state and/or federal laws, and that provides or delivers health care services

3 Anthem has 21 GCCs.
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MH/SUD and M/S practitioners or HDOs are subject to Anthem’s credentialing if they satisfy three
requirements (identical to NCQA scope requirements):
e Practitioners are licensed, certified or registered by the state to practice independently (without

direction or supervision);
e Practitioners have an independent relationship with the organization; and
e Practitioners provide care to Anthem members.

The scope determination is applied uniformly to all MH/SUD and M/S providers. Providers within the
scope of credentialing must complete the entire process to be permitted to join the Anthem network.

If a Practitioner or HDO meets all of the participation criteria for initial or continued participation, then
the Credentialing staff will present that provider for approval by the chair or vice chair of the GCC. The
participation criteria include the necessary elements to demonstrate professional competency and is
tailored to the specific M/S and MH/SUD provider types within scope for credentialing. Narrowly tailored
exceptions to certain participation criteria (e.g., board certification requirement) are available for M/S
and MH/SUD providers. Practitioners or HDOs who do not meet all of the participation criteria or have
other issues that require individual consideration, will be presented to the GCC for an individual review
and credentialing determination.

Determinations to deny an applicant’s participation or terminate a Practitioner or HDO from participation
in one or more of the Company’s programs or provider network(s) require a majority vote of the voting
members of the GCC in attendance, the majority of who are participating providers.

Additionally, the GCC will review the credentialing program and conformance to the Company’s standards
of any entity for which delegation of credentialing is being considered and will determine the acceptance
or denial of the entity for such delegation.

Practitioners requesting initial participation will be notified of the decision by appropriate Company
personnel within ninety (90) days of receipt of a completed application or within 60 days of the GCC
decision, whichever is earlier. This notification may occur electronically or via standard mail.

Practitioners can submit an application by visiting www.anthem.com, selecting “Providers” then selecting
“Credentialing.”

A complete application includes:

. Signature and application date

. CAQH status of “Initial Application Complete” or “Reattestation”

o Current license to practice in each state where services are provided

. Education/Training to support requested specialty(ies) (or documentation that provider
will complete training within 60 days of application)

. Current Hospital Privilege information

. Current DEA or CDS certificate in each state where services are provided

o Explanations to questions on the application
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. Five years’ work history, in month/year format
. Current Professional Liability Insurance
o Applicant must also allow a site review within 30 days of our request, if applicable

If a Practitioner or HDO’s application is declined or the Practitioner or HDO is terminated during a
credentialing review, a letter will be sent and, depending on the circumstances, the Practitioner or HDO
may have the right to either (1) submit additional information for reconsideration; or (2) file a formal
appeal.

In any case in which the Company delegates any credentialing functions, the delegation will be governed
by a mutually agreed upon delegation agreement. The delegation agreement must be in place before
delegated activities are performed. The Company oversight entails a process for routine, ongoing reports,
and a clearly defined audit program.

4, Provide the comparative analyses demonstrating that the processes, strategies, evidentiary
standards, and other factors used to apply the NQTL to mental health or substance use disorder benefits,
as written and in operation, are comparable to, and are applied no more stringently than, the processes,
strategies, evidentiary standards, and other factors used to apply the NQTLs to medical or surgical
benefits:

Anthem’s processes, strategies, evidentiary standards and other factors for provider credentialing are
comparable for both mental health/substance use disorder providers and medical/surgical providers.
Anthem applies its credentialing policies uniformly to all providers. The credentialing process is thoroughly
described above and within the Credentialing Program Summary.

The participation criteria is also generated based on NCQA standards, state licensure standards, and
Anthem internal considerations, and apply to all M/S and MH/SUD within scope of Anthem’s credentialing
program. The criteria is defined based on the specific provider level. For example, all M/S and MH/SUD
providers at the MD or DO level, must satisfy the criteria applicable to MDs and DOs. Providers outside of
MDs and DOs have participation criteria tailored to their specific type as much of the MD/DO criteria
would not be applicable.

At least annually, usually in January or February, Anthem conducts an analysis to evaluate and ensure that
Anthem is administering its credentialing program according to its policies. This report tracks the reason
for denials and terminations and a review is done to ensure the reason for the denial or termination is
consistent with policy.

The comparative analysis demonstrating the comparable application of credentialing policy and process
is shown below for calendar year 2022, based on the annual report run in January 2023 by a Credentialing
Director. There are very few denied/terminated cases for professional competency reasons out of the
total cases reviewed.

Initial Denials Summary 2022

Number of Med/Surg Initial Denial 58
Number of MH/SUD Initial Denial 10
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Med/Surg Initial Denial Reasons: MH/SUD Initial Denial Reasons:
License/Board Action 32 License/Board Action 5
Hospital Action 12 Work History Gap 2

Not Board Certified 5 Criminal Conviction 1
Malpractice 5 Education/Training 1
Hospital Privileges 2 Not Board Certified 1

DEA 2

Recredentialing Terms Summary 2022

Number of Med/Surg Recred Terms 59
Number of MH/SUD Recred Terms 8

Med/Surg Recred Term Reasons: MH/SUD Recred Term Reasons:
License/Board Action 17 License/Board Action 6
Hospital Privileges 17 Not Board Certified 1

Not Board Certified 15 Hospital Action 1
Hospital Action 5

Malpractice 3

DEA 2

Off Cycle Terms Summary 2022

Number of Med/Surg Off Cycle Terms 142
Number of MH/SUD Off Cycle Terms 27

Med/Surg Off Cycle Term Reasons: MH/SUD Off Cycle Term Reasons:
License/Board Action 123 License/Board Action 25
Federal Sanction Federal Sanction 1
Criminal Conviction DEA 1

DEA
Quality of Care
Hospital Action

[ R = e ) BN

Anthem processed 48,762 total initial applications in 2022 and only denied 68 applicants.

Turnaround Time for Credentialing
Anthem has reviewed the credentialing timeframes for those providers being initially credentialed
(includes initial applicants and those of former delegated groups). The data provides a comparison of the
total number of providers credentialed within a timeframe (completed application to decision) measured
in days. The turnaround time report was pulled and compiled on February 28, 2023 from information
within the CACTUS database.

Mental Health/Substance Use Disorder Providers
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0-5 06-10 11-15 16-30 31-40 41-50 | 51-75 | 76-100 | over 100 Grand
State/Region GCC Days Days Days Days Days Days Days Days Days Total
CA Cred Committee 1366 1264 396 331 91 18 20 2 3488
CO Cred Committee 384 293 63 61 26 7 6 2 2 844
Empire Cred Committee 765 710 160 136 27 14 7 1 1820
GA Cred Committee 380 251 80 41 5 1 2 760
IA Cred Committee 45 38 119 155 3 2 1 363
IN Cred Committee 406 140 17 24 3 590
KY Cred Committee 193 158 50 53 11 3 9 6 13 496
LA Cred Committee 66 32 57 195 4 2 356
MO Cred Committee 227 153 71 151 62 68 53 18 8 811
NE Cred Committee 714 361 83 73 12 6 3 2 1254
Nebraska Cred
Committee 56 42 52 158 1 2 1 312
NJ Cred Committee 27 16 10 67 7 2 1 1 131
NV Cred Committee 216 208 42 45 12 11 4 2 5 545
OH Cred Comm 541 357 130 134 45 22 51 27 8 1315
TN Cred Committee 66 62 40 34 1 203
TX Cred Committee 22 74 195 324 74 15 15 10 5 734
VA Cred Committee 812 479 142 117 58 18 21 6 4 1657
WA Cred Committee 56 75 23 10 2 1 1 168
WI Cred Committee 346 387 141 93 11 9 8 5 10 1010
Grand Total 6688 5100 1871 2202 450 202 204 81 59 16857

40% 30.3% 11.1% 13% 2.6% 1.2% 1% 0.5% 0.3%

10 initial applicants were denied resulting in a 0.05% denial rate for initial MH/SUD providers.
Medical/Surgical Providers

0-5 06-10 11-15 16-30 31-40 41-50 | 51-75 | 76-100 | over 100 Grand
State/Region GCC Days Days Days Days Days Days Days Days Days Total
CA Cred Committee 563 457 306 442 131 76 76 16 24 2091
CO Cred Committee 260 284 115 93 25 14 13 2 3 809
Empire Cred Committee 1270 1228 347 314 64 41 22 6 7 3299
FL Cred Committee 220 131 141 485 14 11 10 5 1018
GA Cred Committee 247 205 94 112 22 8 5 1 694
IA Cred Committee 104 39 144 276 1 564
IN Cred Committee 813 653 159 134 4 1 1764
KY Cred Committee 312 268 92 89 20 5 13 23 52 874
LA Cred Committee 213 113 185 546 11 11 2 1081
MD Cred Committee 117 312 196 179 36 19 64 20 2 945
MO Cred Committee 325 275 141 263 108 103 108 37 45 1405
NE Cred Committee 844 821 465 694 85 66 34 9 59 3077
Nebraska Cred
Committee 106 49 70 320 2 2 2 1 552
NJ Cred Committee 245 84 97 673 51 72 85 21 1328
NV Cred Committee 466 588 228 219 52 22 33 5 7 1620
OH Cred Comm 580 569 274 418 121 91 82 48 33 2216
TN Cred Committee 513 666 439 545 6 1 1 2171
TX Cred Committee 122 201 534 981 195 52 53 23 9 2170
VA Cred Committee 752 900 373 397 128 69 58 12 9 2698
WA Cred Committee 205 236 101 53 8 3 3 609
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WI Cred Committee 221 290 152 127 47 20 38 5 19 919
WMC Cred Committee 1 1
Grand Total 8498 8369 4653 7361 1130 685 703 236 270 31905

26.6% 26.2% 14.6% 23.1% 3.5% 2.2% 2.2% | 0.75% 0.85%

58 initial applicants were denied resulting in a 0.18% denial rate for initial M/S providers.

The turnaround time data indicates mental health/substance use disorder providers are not subject to
more stringent credentialing requirements than their medical/surgical counterparts. 70% of MH/SUD
providers are credentialed within 10 days of receipt of a completed application compared to 53% of M/S
providers, while the vast majority of providers overall are credentialed within 30 days.

5. Does the group health plan or group or individual market health insurance issuer comply with the
mental health parity requirements regarding this NQTL on MH/SUD benefits?

Yes. Anthem’s processes, strategies, and factors are the same for MH/SUD and M/S providers. The
processes are largely dictated by federal law, state law, and accreditation organization requirements (i.e.,
NCQA), and are focused on ensuring professionally competent practitioners are treating Anthem
members. The specific professional competency criteria requirements are developed as applicable to the
particular provider specialty within the scope of Anthem’s credentialing program as dictated by the NCQA.
Exceptions to certain criteria are available to both M/S and MH/SUD providers. Lastly, the operational
data demonstrates relatively few providers are denied overall, and it isn’t applied in a more restrictive
manner to MH/SUD providers. Specifically, a lower overall proportion of MH/SUD providers are denied
credentialing, and a higher percentage of MH/SUD providers are credentialed within 10 days of receipt of
a completed application. Therefore, Anthem is not applying credentialing requirements more stringently
to MH/SUD providers.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. In
Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem
Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc.
(RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO
benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada:
Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New
Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community
Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for
the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO
and indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or Wisconsin
Collaborative Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies.

Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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Credentialing

ANTHEM’S DISCRETION

The credentialing summary, criteria, standards, and requirements set forth herein are not
intended to limit Anthem’s discretion in any way to amend, change or suspend any aspect of
Anthem’s credentialing program (“Credentialing Program”) nor is it intended to create rights on
the part of practitioners or HDOs who seek to provide healthcare services to Members. Anthem
further retains the right to approve, suspend, or terminate individual physicians and health care
professionals, and sites in those instances where it has delegated credentialing decision
making.

Credentialing Scope

Credentialing requirements apply to the following:

1. Practitioners who are licensed, certified or registered by the state to practice
independently (without direction or supervision);
2. Practitioners who have an independent relationship with Anthem

- An independent relationship exists when Anthem directs its Members to see a specific
practitioner or group of practitioners, including all practitioners whom a Member can
select as primary care practitioners; and

3. Practitioners who provide care to Members under Anthem’s medical benefits.

The criteria listed above apply to practitioners in the following settings:
1. Individual or group practices;
2. Facilities;
3. Rental networks:

- That are part of Anthem'’s primary Network and include Anthem Members who reside in the
rental network area.

- That are specifically for out-of-area care and Members may see only those practitioners
or are given an incentive to see rental network practitioners; and
4. Telemedicine.

Anthem credentials the following licensed/state certified independent health care practitioners:

Medical Doctors (MD)

Doctors of Osteopathic Medicine (DO)

Doctors of Podiatry

Chiropractors

Optometrists providing Health Services covered under the Health Benefit Plan
Doctors of dentistry providing Health Services covered under the Health Benefit Plan
including oral and maxillofacial surgeons

Psychologists who have doctoral or master’s level training

Clinical social workers who have master’s level training

Psychiatric or behavioral health nurse practitioners who have master’s level training
Other behavioral health care specialists who provide treatment services under the
Health Benefit Plan
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Telemedicine practitioners who provide treatment services under the Health Benefit Plan
Medical therapists (e.g., physical therapists, speech therapists, and occupational
therapists)

Genetic counselors

Audiologists

Acupuncturists (non-MD/DO)

Nurse practitioners

Certified nurse midwives

Physician assistants (as required locally)

Registered Dietitians

The following behavioral health practitioners are not subject to professional conduct and
competence review under the Credentialing Program, but are subject to a certification
requirement process including verification of licensure by the applicable state licensing board to
independently provide behavioral health services and/or compliance with regulatory or
state/federal contract requirements for the provision of services:

o Certified Behavioral Analysts
e Certified Addiction Counselors
e Substance Use Disorder Practitioners

Anthem credentials the following Health Delivery Organizations (HDOSs):

Hospitals
Home Health agencies
Skilled Nursing Facilities (Nursing Homes)
Ambulatory Surgical Centers
Behavioral Health Facilities providing mental health and/or substance use disorder
treatment in inpatient, residential or ambulatory settings, including:

o Adult Family Care/Foster Care Homes
Ambulatory Detox
Community Mental Health Centers (CMHC)
Crisis Stabilization Units
Intensive Family Intervention Services
Intensive Outpatient — Mental Health and/or Substance Use Disorder
Methadone Maintenance Clinics
Outpatient Mental Health Clinics
Outpatient Substance Use Disorder Clinics
Partial Hospitalization — Mental Health and/or Substance Use Disorder

o Residential Treatment Centers (RTC) — Psychiatric and/or Substance Use Disorder

e Birthing Centers
o Home Infusion Therapy when not associated with another currently credentialed HDO

O O O O O O O O O

The following HDOs are not subject to professional conduct and competence review under the
Credentialing Program, but are subject to a certification requirement process including
verification of licensure by the applicable state licensing agency and/or compliance with
regulatory or state/federal contract requirements for the provision of services:
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e Clinical laboratories (CLIA Certification of Accreditation or CLIA Certificate of
Compliance)
End Stage Renal Disease (ESRD) service providers (dialysis facilities) (CMS
Certification or National Dialysis Accreditation Commission

« Portable x-ray Suppliers (CMS Certification)

« Home Infusion Therapy when associated with another currently credentialed HDO (CMS
Certification)

e Hospice (CMS Certification)

« Federally Qualified Health Centers (FQHC) (CMS Certification)

« Rural Health Clinics (CMS Certification)

CREDENTIALS COMMITTEE

The decision to accept, retain, deny or terminate a practitioner’s or HDO'’s participation in on
one or more of Anthem’s networks or plan programs is conducted by a peer review body,
known as Anthem’s Credentials Committee (the “CC”").

The CC will meet at least once every 45 calendar days. The presence of a majority of voting CC
members constitutes a quorum. The chief medical officer, or a designee appointed in
consultation with the Vice President of Medical and Credentialing Policy, will designate a chair
of the CC, as well as a vice-chair in states or regions where both Commercial and Medicaid
contracts exist. In states or regions where Medicare Advantage (MA) is represented, a second
vice-chair representing MA may be designated. In states or regions where an Anthem affiliated
provider organization is represented, a second vice-chair representing that organization may be
designated. The chair must be a state or regional lead medical director, or an Anthem medical
director designee and the vice-chair must be a lead medical officer or an Anthem medical
director designee, for that line of business not represented by the chair. In states or regions
where only one line of business is represented, the chair of the CC will designate a vice-chair
for that line of business also represented by the chair. The CC will include at least five, but no
more than 10 external physicians representing multiple medical specialties (in general, the
following specialties or practice-types should be represented: pediatrics, obstetrics/gynecology,
adult medicine (family medicine or internal medicine); surgery; behavioral health, with the option
of using other specialties when needed as determined by the chair/vice-chair). CC membership
may also include one to two other types of credentialed health providers (e.g., nurse
practitioner, chiropractor, social worker, podiatrist) to meet priorities of the geographic region as
per chair/vice-chair’s discretion. At least two of the physician committee members must be
credentialed for each line of business (e.g., Commercial, Medicare, and Medicaid) offered within
the geographic purview of the CC. The chair/vice-chair will serve as a voting member(s) and
provide support to the credentialing/re-credentialing process as needed.

The CC will access various specialists for consultation, as needed to complete the review of a
practitioner’s credentials. A committee member will disclose and abstain from voting on a
practitioner if the committee member (i) believes there is a conflict of interest, such as direct
economic competition with the practitioner; or (ii) feels his or her judgment might otherwise be
compromised. A committee member will also disclose if he or she has been professionally
involved with the practitioner. Determinations to deny an applicant’s participation or terminate a
practitioner from participation in one or more Networks or Plan programs, require a majority vote
of the voting members of the CC in attendance, the majority of whom are network practitioners.
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During the credentialing process, all information that is obtained is confidential and not subject
to review by third parties except to the extent permitted by law. Access to information will be
restricted to those individuals who are deemed necessary to attain the objectives of the
Credentialing Program. Specifically, information supplied by the practitioner or HDO in the
application, as well as other non-publicly available information will be treated as confidential.
Confidential written records regarding deficiencies found, the actions taken, and the
recommended follow-up will be kept in a secure fashion. Security mechanisms include secured
office facilities and locked filing cabinets, a protected computer infrastructure with password
controls and systematic monitoring, and staff ethics and compliance training programs. The
procedures and minutes of the CC will be open to review by state and federal regulatory
agencies and accrediting bodies to the extent permitted by law.

Practitioners and HDOs are notified of their right to review information submitted to support their
credentialing applications. In the event that credentialing information cannot be verified, or if
there is a discrepancy in the credentialing information obtained, Anthem’s credentialing staff
(“Credentialing Department”) will contact the practitioner or HDO within 30 calendar days of the
identification of the issue. This communication will notify the practitioner or HDO of their right to
correct erroneous information or provide additional details regarding the issue and will include
the process for submission of this additional information. Depending on the nature of the issue,
this communication may occur verbally or in writing. If the communication is verbal, written
confirmation will be sent at a later date. All communication on the issue, including copies of the
correspondence or a detailed record of phone calls, will be documented in the practitioner’s or
HDO'’s credentials file. The practitioner or HDO will be given no less than 14 calendar days in
which to provide additional information. Upon request, the practitioner or HDO will be provided
with the status of their credentialing or re-credentialing application.

Anthem may request and will accept additional information from the applicant to correct or
explain incomplete, inaccurate, or conflicting credentialing information. The CC will review the
information and rationale presented by the applicant to determine if a material omission has
occurred or if other credentialing criteria are met.

NONDISCRIMINATION POLICY

Anthem will not discriminate against any applicant for participation in its Plan programs or
provider Networks on the basis of race, gender, color, creed, religion, national origin, ancestry,
sexual orientation, age, veteran, or marital status or any unlawful basis not specifically
mentioned herein. Additionally, Anthem will not discriminate against any applicant on the basis
of the risk of population they serve or against those who specialize in the treatment of costly
conditions. Other than gender and language capabilities which are provided to the Members to
meet their needs and preferences, this information is not required in the credentialing and re-
credentialing process. Determinations as to which practitioners and providers require additional
individual review by the CC are made according to predetermined criteria related to professional
conduct and competence. The CC decisions are based on issues of professional conduct and
competence as reported and verified through the credentialing process. Anthem will audit
credentialing files annually to identify discriminatory practices, if any, in the selection of
practitioners. In the event discriminatory practices are identified through an audit or through
other means, Anthem will take appropriate action to track and eliminate those practices.
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INITIAL CREDENTIALING

Each practitioner or HDO must complete a standard application form deemed acceptable by
Anthem when applying for initial participation in one or more of Anthem’s networks or plan
programs. For practitioners, the Council for Affordable Quality Healthcare (CAQH) ProView
system is utilized. To learn more about CAQH, visit their web site at www.CAQH.orqg.

Anthem will verify those elements related to an applicants’ legal authority to practice, relevant
training, experience and competency from the primary source, where applicable, during the
credentialing process. All verifications must be current and verified within the 180-calendar day
period prior to the CC making its credentialing recommendation or as otherwise required by
applicable accreditation standards.

During the credentialing process, Anthem will review, among other things, verification of the
credentialing data as described in the following tables unless otherwise required by regulatory
or accrediting bodies. These tables represent minimum requirements.

A. Practitioners

Verification Element

License to practice in the state(s) in which the practitioner will be treating Members.

Hospital admitting privileges at a TIC, NIAHO, CIHQ or HFAP accredited hospital, or a Network
hospital previously approved by the committee.

DEA/CDS and state-controlled substance registrations

e The DEA/CDS registration must be valid in the state(s) in which practitioner will be
treating Members. Practitioners who see Members in more than one state must have a
DEAJ/CDS registration for each state.

Malpractice insurance

Malpractice claims history

Board certification or highest level of medical training or education

Work history

State or Federal license sanctions or limitations

Medicare, Medicaid or FEHBP sanctions

National Practitioner Data Bank report

State Medicaid Exclusion Listing, if applicable

B. HDOs

Verification Element

Accreditation, if applicable

License to practice, if applicable

Malpractice insurance
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Medicare certification, if applicable

Department of Health Survey Results or recognized accrediting organization certification

License sanctions or limitations, if applicable

Medicare, Medicaid or FEHBP sanctions

RE-CREDENTIALING

The re-credentialing process incorporates re-verification and the identification of changes in the
practitioner’'s or HDO’s licensure, sanctions, certification, health status and/or performance
information (including, but not limited to, malpractice experience, hospital privilege or other
actions) that may reflect on the practitioner's or HDO’s professional conduct and competence.
This information is reviewed in order to assess whether practitioners and HDOs continue to
meet Anthem credentialing standards (“Credentialing Standards”).

All applicable practitioners and HDOs in the Network within the scope of the Credentialing
Program are required to be re-credentialed every three years unless otherwise required by
applicable state contract or state regulations.

HEALTH DELIVERY ORGANIZATIONS

New HDO applicants will submit a standardized application to Anthem for review. If the
candidate meets Anthem screening criteria, the credentialing process will commence. To
assess whether Network HDOs, within the scope of the Credentialing Program, meet
appropriate standards of professional conduct and competence, they are subject to
credentialing and re-credentialing programs. In addition to the licensure and other eligibility
criteria for HDOs, as described in detail below, in the “Anthem Credentialing Program
Standards” section, all Network HDOs are required to maintain accreditation by an appropriate,
recognized accrediting body or, in the absence of such accreditation, Anthem may evaluate the
most recent site survey by Medicare, the appropriate state oversight agency, or a site survey
performed by a designated independent external entity within the past 36 months for that HDO.

ONGOING SANCTION MONITORING

To support certain Credentialing Standards between the re-credentialing cycles, Anthem has
established an ongoing monitoring program. The Credentialing Department performs ongoing
monitoring to help ensure continued compliance with Credentialing Standards and to assess for
occurrences that may reflect issues of substandard professional conduct and competence. To
achieve this, the Credentialing Department will review periodic listings/reports within 30
calendar days of the time they are made available from the various sources including, but not
limited to, the following:

Office of the Inspector General (“OIG”)
Federal Medicare/Medicaid Reports
Office of Personnel Management (“OPM”)
State licensing Boards/Agencies
Member/Customer services departments
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o Clinical Quality Management Department (including data regarding complaints of both a
clinical and non-clinical nature, reports of adverse clinical events and outcomes, and
satisfaction data, as available)

e Other internal Anthem departments

e Any other information received from sources deemed reliable by Anthem.

When a practitioner or HDO within the scope of credentialing has been identified by these
sources, criteria will be used to assess the appropriate response.

APPEALS PROCESS

Anthem has established policies for monitoring and re-credentialing practitioners and HDOs
who seek continued participation in one or more of Anthem’s Networks or Plan Programs.
Information reviewed during this activity may indicate that the professional conduct and
competence standards are no longer being met, and Anthem may wish to terminate
practitioners or HDOs. Anthem also seeks to treat network practitioners and HDOs, as well as
those applying for participation, fairly and thus provides practitioners and HDOs with a process
to appeal determinations terminating/denying participation in Anthem's Networks for
professional conduct and competence reasons, or which would otherwise result in a report to
the National Practitioner Data Bank (NPDB).

Additionally, Anthem will permit practitioners and HDOs who have been refused initial
participation the opportunity to correct any errors or omissions which may have led to such
denial (informal/reconsideration only). It is Anthem’s intent to give practitioners and HDOs the
opportunity to contest a termination of the practitioner’'s or HDO’s participation in one or more of
Anthem’s Networks or Plan Programs and those denials of request for initial participation which
are reported to the NPDB that were based on professional conduct and competence
considerations.

Immediate terminations may be imposed due to the practitioner’'s or HDO’s license suspension,
probation or revocation, if a practitioner or HDO has been sanctioned, debarred or excluded
from the Medicare, Medicaid or FEHB programs, has a criminal conviction, or Anthem’s
determination that the practitioner's or HDO’s continued participation poses an imminent risk of
harm to Members. Participating practitioners and HDOs whose network participation has been
terminated due to the practitioner’s suspension or loss of licensure or due to criminal conviction
are not eligible for informal review/reconsideration or formal appeal. Participating practitioners
and HDOs whose network participation has been terminated due to sanction, debarment or
exclusion from the Medicare, Medicaid or FEHB are not eligible for informal
review/reconsideration or formal appeal.

REPORTING REQUIREMENTS

When Anthem takes a professional review action with respect to a practitioner's or HDO’s
participation in one or more of its Networks or Plan programs, Anthem may have an obligation
to report such to the NPDB, state licensing board and legally designated agencies. In the event
that the procedures set forth for reporting reportable adverse actions conflict with the process
set forth in the current NPDB Guidebook, the process set forth in the NPDB Guidebook will
govern.
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ANTHEM CREDENTIALING PROGRAM STANDARDS

Eligibility Criteria

A. Health care practitioners:

Initial applicants must meet the following criteria in order to be considered for participation:

1. Must not be currently federally sanctioned, debarred or excluded from participation in any

2.

3.

of the following programs: Medicare, Medicaid or FEHBP;

Possess a current, valid, unencumbered, unrestricted, and non-probationary license in the
state(s) where he or she provides services to Members;

Possess a current, valid, and unrestricted Drug Enforcement Agency (DEA) and/or
Controlled Dangerous Substances (CDS) registration for prescribing controlled
substances, if applicable to his/her specialty in which he or she will treat Members. The
DEA/CDS registration must be valid in the state(s) in which the practitioner will be treating
Members. Practitioners who see Members in more than one state must have a DEA/CDS
registration for each state; and

4. Meet the education, training and certification criteria as required by Anthem.

Initial applications should meet the following criteria in order to be considered for participation,
with exceptions reviewed and approved by the CC:

1.

2023

For MDs, DOs, DPMs, and DMDs/DDSs practicing oral and maxillofacial surgery, the
applicant must have current, in force board certification (as defined by the American
Board of Medical Specialties (ABMS), American Osteopathic Association (AOA), Royal
College of Physicians and Surgeons of Canada (RCPSC), College of Family Physicians
of Canada (CFPC), American Board of Foot and Ankle Surgery (ABFAS), American
Board of Podiatric Medicine (“ABPM”), or American Board of Oral and Maxillofacial
Surgery (ABOMS) in the clinical discipline for which they are applying.

If not certified, MDs and DOs will be granted five years or a period of time consistent
with ABMS or AOA board eligibility time limits, whatever is greater, after completion of
their residency or fellowship training program to meet the board certification requirement.
If not certified, DPMs will be granted five years after the completion of their residency to
meet this requirement for the ABPM. Non-certified DPMs will be granted seven years
after completion of their residency to meet this requirement for ABFAS.

Individuals no longer eligible for board certification are not eligible for continued
exception to this requirement.

a. As alternatives, MDs and DOs meeting any one of the following criteria will be
viewed as meeting the education, training and certification requirement:

i. Previous board certification (as defined by one) of the following: ABMS, AOA,
RCPSC, CFPC, ABFAS, ABPM, or ABOMS) in the clinical specialty or
subspecialty for which they are applying which has now expired and a minimum
of 10 consecutive years of clinical practice;

ii. Training which met the requirements in place at the time it was completed in a
specialty field prior to the availability of board certifications in that clinical
specialty or subspecialty; or

iii. Specialized practice expertise as evidenced by publication in nationally accepted
peer review literature and/or recognized as a leader in the science of their
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specialty and a faculty appointment of assistant professor or higher at an
academic medical center and teaching facility in Anthem’s network and the
applicant’s professional activities are spent at that institution at least fifty percent
(50%) of the time.

b. Practitioners meeting one of these three alternative criteria (i., ii., iii.) will be viewed
as meeting all Anthem education, training and certification criteria and will not be
required to undergo additional review or individual presentation to the CC. These
alternatives are subject to Anthem review and approval. Reports submitted by
delegates to Anthem must contain sufficient documentation to support the above
alternatives, as determined by Anthem.

5. For MDs and DOs, the applicant must have unrestricted hospital privileges at a The Joint
Commission (TJC), National Integrated Accreditation for Healthcare Organizations
(NIAHO), Center for Improvement in Healthcare Quality (CIHQ), a Healthcare Facilities
Accreditation Program (HFAP) accredited hospital, or a Network hospital previously
approved by the committee. Some clinical disciplines may function exclusively in the
outpatient setting, and the CC may at its discretion deem hospital privileges not relevant
to these specialties. Also, the organization of an increasing number of physician practice
settings in selected fields is such that individual physicians may practice solely in either
an outpatient or an inpatient setting. The CC will evaluate applications from practitioners
in such practices without regard to hospital privileges. The expectation of these
physicians would be that there is an appropriate referral arrangement with a Network
practitioner to provide inpatient care.

6. For Genetic Counselors, the applicant must be licensed by the state to practice
independently. If the state where the applicant practices does not license Genetic
Counselors, the applicant must be certified by the American Board of Genetic
Counseling or the American Board of Genetics and Genomics.

Criteria for Selecting Practitioners

New Applicants (Credentialing):

1. Submission of a complete application and required attachments that must not contain
intentional misrepresentations or omissions.

2. Application attestation signed date within 180 calendar days of the date of submission to
the CC for a vote.

3. Primary source verifications within acceptable timeframes of the date of submission to
the CC for a vote, as deemed by appropriate accrediting agencies.

4. No evidence of potential material omission(s) on application.

5. Current, valid, unrestricted license to practice in each state in which the practitioner
would provide care to Members.

6. No current license action.

7. No history of licensing board action in any state.

8. No current federal sanction and no history of federal sanctions (per System for Award
Management (SAM), OIG and OPM report nor on NPDB report).

9. Possess a current, valid, and unrestricted DEA/CDS registration for prescribing
controlled substances, if applicable to his/her specialty in which he or she will treat
Members. The DEA/CDS registration must be valid in the state(s) in which the

9
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10.

11.
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practitioner will be treating Members. Practitioners who treat Members in more than one
state must have a valid DEA/CDS registration for each applicable state.

Initial applicants who have no DEA/CDS registration will be viewed as not meeting
criteria and the credentialing process will not proceed. However, if the applicant can
provide evidence that he or she has applied for a DEA/CDS registration, the
credentialing process may proceed if all of the following are met:

a. It can be verified that this application is pending.

b. The applicant has made an arrangement for an alternative practitioner to prescribe
controlled substances until the additional DEA/CDS registration is obtained. If the
alternate provider is a practice rather than an individual, the file may include the
practice name. The Company is not required to arrange an alternative prescriber;

c. The applicant agrees to notify Anthem upon receipt of the required DEA/CDS
registration.

d. Anthem will verify the appropriate DEA/CDS registration via standard sources.

i. The applicant agrees that failure to provide the appropriate DEA/CDS registration
within a 90-calendar day timeframe will result in termination from the Network.

Initial applicants who possess a DEA certificate in a state other than the state in which
they will be seeing Anthem’s Members will be notified of the need to obtain the additional
DEA, unless the practitioner is delivering services in a telemedicine environment only
and does not require a DEA or CDS registration in the additional location(s) where such
telemedicine services may be rendered under federal or state law. If the applicant has
applied for an additional DEA registration the credentialing process may proceed if all
the following criteria are met:

a. lt can be verified that the applicant’s application is pending; and

b. The applicant has made an arrangement for an alternative provider to prescribe
controlled substances until the additional DEA registration is obtained; and

c. The applicant agrees to notify Anthem upon receipt of the required DEA registration;
and

d. Anthem will verify the appropriate DEA/CDS registration via standard sources; and

e. The applicant agrees that failure to provide the appropriate DEA registration within a
90-day timeframe will result in termination from the network.

Practitioners who voluntarily choose to not have a DEA/CDS registration if that

practitioner certifies the following:

a. controlled substances are not prescribed within his/her scope of practice; or in their
professional judgement, the patients receiving their care do not require controlled
substances and

b. he or she must provide documentation that an arrangement exists for an alternative
provider to prescribe controlled substances should it be clinically appropriate. If the
alternate provider is a practice rather than an individual, the file may include the
practice name. The Company is not required to arrange an alternative prescriber;
and

c. DEA/CDS registration is or was not suspended, revoked, surrendered or
encumbered for reasons other than those aforementioned.

No current hospital membership or privilege restrictions and no history of hospital
membership or privileges restrictions; or for Practitioners in specialties defined as
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12.

13.

14.

15.

16.
17.

18.
19.

requiring hospital privileges who practice solely in the outpatient setting, there exists a
defined referral arrangement with a participating Practitioner of similar specialty at a
participating hospital who provides inpatient care to members requiring hospitalization.
No history of or current use of illegal drugs or history of or current substance use
disorder.

No impairment or other condition which would negatively impact the ability to perform the

essential functions in their professional field.

No gap in work history greater than six months in the past five years; however, gaps up

to 12 months related to parental leave or immigration will be acceptable and viewed as

Level I. All gaps in work history exceeding six months will require additional information

and review by the Credentialing Department. A verbal explanation will be accepted for

gaps of six to 12 months. Gaps in excess of 12 months will require written explanations.

All work history gaps exceeding six months may be presented to the geographic CC if

the gap raises concerns of future substandard Professional Conduct and Competence.

No convictions, or pleadings of guilty or no contest to, or open indictments of, a felony
or any offense involving moral turpitude or fraud. In addition, no other criminal or civil
litigation history that together with any other relevant facts, raises a reasonable suspicion
of future substandard professional conduct and/or competence.

A minimum of the past 10 years of malpractice claims history is reviewed.

Meets Credentialing Standards for education/training for the specialty(ies) in which

practitioner wants to be listed in Anthem’s Network directory as designated on the

application. This includes board certification requirements or alternative criteria for MDs
and DOs and board certification criteria for DPMs, and oral and maxillofacial surgeons;

No involuntary terminations from an HMO or PPO.

No "yes" answers to attestation/disclosure questions on the application form with the

exception of the following:

a. Investment or business interest in ancillary services, equipment or supplies;

b. Voluntary resignation from a hospital or organization related to practice relocation or
facility utilization;

c. Voluntary surrender of state license related to relocation or nonuse of said license;

d. An NPDB report of a malpractice settlement or any report of a malpractice settlement
that does not meet the threshold criteria;

e. Non-renewal of malpractice coverage or change in malpractice carrier related to
changes in the carrier’s business practices (no longer offering coverage in a state or
no longer in business);

f. Previous failure of a certification exam by a practitioner who is currently board
certified or who remains in the five-year post residency training window.

g. Actions taken by a hospital against a practitioner’s privileges related solely to the
failure to complete medical records in a timely fashion;

h. History of a licensing board, hospital or other professional entity investigation that
was closed without any action or sanction.

Note: the CC will individually review any practitioner that does not meet one or more of
the criteria required for initial applicants.

Participation Criteria and Exceptions for Non-Physician Credentialing.

The following participation criteria and exceptions are for non-MD practitioners. It is not

additional or more stringent requirements, but instead the criteria and exceptions that apply for
these specific provider types to permit a review of education and training.

2023
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1. Licensed Clinical Social Workers (LCSW) or other master level social work license type:

a.
b.

C.

Master or doctoral degree in social work.

If master’s level degree does not meet criteria and practitioner obtained PhD degree
as a clinical psychologist, but is not licensed as such, the practitioner can be
reviewed. In addition, a doctor of social work will be viewed as acceptable.
Licensure to practice independently.

2. Licensed professional counselor (“LPC”), marriage and family therapist (“MFT”), licensed
mental health counselor (LMHC) or other master level license type:

a.

Lo

Master’s or doctoral degree in counseling, marital and family therapy, psychology,
counseling psychology, counseling with an emphasis in marriage, family and child
counseling or an allied mental field. Master or doctoral degrees in education are
acceptable with one of the fields of study above.
Master or doctoral degrees in divinity, masters in biblical counseling, or other
primarily theological field of study do not meet criteria as a related field of study.
Practitioners with PhD training as a clinical psychologist can be reviewed.
Practitioners with a doctoral degree in one of the fields of study will be viewed as
acceptable.
Licensure to practice independently or in states without licensure or certification:
i.  Marriage & Family Therapists with a master’s degree or higher:
a. Certified as a full clinical member of the American Association for
Marriage and Family Therapy (AAMFT), OR proof of eligibility for
full clinical membership in AAMFT (documentation from AAMFT
required).
ii.  Mental Health Counselors with a master’s degree or higher:
a. Provider applicant must be a Certified Clinical Mental Health
Counselor (CCMHC) as determined by the Clinical Academy of
the National Board of Certified Counselors (NBCC) (proof of
NBCC certification required) or meet all requirements to become a
CCMHC (documentation of eligibility from NBCC required).

3. Pastoral Counselors:

a.
b.

Master’s or doctoral degree in a mental health discipline.

Licensed as another recognized behavioral health provider type (e.g., MD/DO, PsyD,
SW, RNCS, ARNP, and MFT, OR LPC) at the highest level of independent practice
in the state where the practice is to occur OR must be licensed or certified as a
pastoral counselor in the state where the practice is to occur.

A fellow or diplomat member of the Association for Clinical Pastoral Education
(ACPE) OR meet all requirements to become a fellow or diplomat member of the
ACPE [documentation of eligibility of ACPE required].

4. Clinical nurse specialist/psychiatric and mental health nurse practitioner:

2023

a.

b.

C.

Master’s degree in nursing with specialization in adult or child/adolescent psychiatric
and mental health nursing.

Registered Nurse license and any additional licensure as an Advanced Practice
Nurse/Certified Nurse Specialist/Adult Psychiatric Nursing or other license or
certification as dictated by the appropriate State(s) Board of Registered Nursing, if
applicable.

Certification by the American Nurses Credentialing Center (ANCC), a subsidiary of
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the American Nurses Association (ANA) in psychiatric nursing, or the Pediatric
Nursing Certification Board. This may be any of the following types: Clinical Nurse
Specialist in Child or Adult Psychiatric Nursing, Psychiatric and Mental Health Nurse
Practitioner, or Family Psychiatric and Mental Health Nurse Practitioner; and

Valid, current, unrestricted DEA/CDS registration, where applicable with appropriate
supervision/consultation by a Network practitioner as applicable by the state
licensing board. For those who possess a DEA registration, the appropriate CDS
registration is required. The DEA/CDS registration must be valid in the state(s) in
which the practitioner will be treating Members.

Clinical Psychologists:

a.
b.

C.

Valid state clinical psychologist license.

Doctoral degree in clinical or counseling, psychology or other applicable field of
study.

Master’s level therapists in good standing in the Network, who upgrade their license
to clinical psychologist as a result of further training, will be allowed to continue in the
Network and will not be subject to the above education criteria.

Clinical Neuropsychologist:

a.

Must meet all the criteria for a clinical psychologist listed in Section 4 above and be

Board certified by either the American Board of Professional Neuropsychology

(ABPN) or American Board of Clinical Neuropsychology (ABCN);

A practitioner credentialed by the National Register of Health Service Providers

(National Register) in psychology with an area of expertise in neuropsychology may

be considered; and

Clinical neuropsychologists who are not board certified, nor listed in the National

Register, will require CC review. These practitioners must have appropriate training

and/or experience in neuropsychology as evidenced by one or more of the following:

i. Transcript of applicable pre-doctoral training;

ii. Documentation of applicable formal one-year post-doctoral training (participation
in CEU training alone would not be considered adequate);

ii. Letters from supervisors in clinical neuropsychology (including number of hours
per week); or

iv. Minimum of five years’ experience practicing neuropsychology at least ten hours
per week.

Licensed Psychoanalysts:

a.
b.

Applies only to practitioners in states that license psychoanalysts.
Practitioners will be credentialed as a licensed psychoanalyst if they are not
otherwise credentialed as a practitioner type detailed in Anthem Credentialing Policy
(e.g., psychiatrist, clinical psychologist, licensed clinical social worker).
Practitioner must possess a valid psychoanalysis state license.
(a) Meet minimum supervised experience requirement for licensure as a
psychoanalyst as determined by the licensing state.
(b) Meet examination requirements for licensure as determined by the licensing
state.
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. Process, requirements and Verification — Nurse Practitioners:

The nurse practitioner (NP) applicant will submit the appropriate application and

supporting documents as required of any other practitioners with the exception of

differing information regarding education/training and board certification.

The required education/training will be, at a minimum, the completion of an education

program leading to licensure as a registered nurse, and subsequent additional

education leading to licensure as a NP. Verification of this will occur either via

verification of the licensure status from the state licensing agency provided that that

agency verifies the education or from the certification board if that board provides

documentation that it performs primary verification of the professional education and

training If the licensing agency or certification board does not verify highest level of

education, the education will be primary source verified in accordance with policy.

The license status must be that of NP as verified via primary source from the

appropriate state licensing agency. Additionally, this license must be active,

unencumbered, unrestricted and not subject to probation, terms or conditions. Any

applicants whose licensure status does not meet these criteria, or who have in force

adverse actions regarding Medicare or Medicaid will be notified of this and the

applicant will be administratively denied.

If the NP has prescriptive authority, which allows the prescription of scheduled drugs,

their DEA and/or state certificate of prescriptive authority information will be

requested and primary source verified via normal Anthem procedures. If there are in

force adverse actions against the DEA, the applicant will be notified of this and the

applicant will be administratively denied.

All NP applicants will be certified in the area which reflects their scope of practice by

any one of the following:

i. Certification program of the American Nurse Credentialing Center, a subsidiary of
the American Nursing Association;

ii. American Academy of Nurse Practitioners — Certification Program;

iii. National Certification Corporation;

iv. Pediatric Nurse Certification Board (PNCB) Certified Pediatric Nurse Practitioner
— (note: CPN — certified pediatric nurse is not a nurse practitioner);

v. Oncology Nursing Certification Corporation (ONCC) — Advanced Oncology
Certified Nurse Practitioner (AOCNP®) — ONLY; or

vi. American Association of Critical Care Nurses Acute Care Nurse Practitioner
Certification (ACNPC); ACNPC-AG — Adult Gerontology Acute Care. This
certification must be active and primary source verified.

If the state licensing board primary sources verifies this certification as a requirement for
licensure, additional verification by Anthem is not required. If the applicant is hot
certified or if his/her certification has expired, the application will be submitted for
individual review.

f.

If the NP has hospital privileges, he or she must have hospital privileges at a CIHQ,
TJC, NIAHO, or HFAP accredited hospital, or a network hospital previously approved
by the committee. Information regarding history of any actions taken against any
hospital privileges held by the nurse practitioner will be obtained. Any adverse action
against any hospital privileges will trigger a Level Il review.

The NP applicant will undergo the standard credentialing processes outlined in
Anthem’s Credentialing Policies. NPs are subject to all the requirements outlined in
the Credentialing Policies including (but not limited to): the requirement for
Committee review of Level Il files for failure to meet predetermined criteria, re-
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credentialing every three years, and continuous sanction and performance
monitoring upon participation in the network.

Upon completion of the credentialing process, the NP may be listed in Anthem’s
provider directories. As with all providers, this listing will accurately reflect their
specific licensure designation and these providers will be subject to the audit
process.

NPs will be clearly identified:

i.  Onthe credentialing file;

ii. At presentation tothe CC; and

iii. Upon notification to network services and to the provider database.

Process, Requirements and Verifications — Certified Nurse Midwives:
The Certified Nurse Midwife (CNM) applicant will submit the appropriate application
and supporting documents as required of any other practitioner with the exception of
differing information regarding education, training and board certification.
The required educational/training will be at a minimum that required for licensure as
a registered nurse with subsequent additional training for licensure as a Certified
Nurse Midwife by the appropriate licensing body. Verification of this education and
training will occur either via primary source verification of the license, provided that
state licensing agency performs verification of the education, or from the certification
board if that board provides documentation that it performs primary verification of the
professional education and training. If the state licensing agency or the certification
board does not verify education, the education will be primary source verified in
accordance with policy.
The license status must be that of CNM as verified via primary source from the
appropriate state licensing agency. Additionally, this license must be active,
unencumbered, unrestricted and not subject to probation, terms or conditions. Any
applicant whose licensure status does not meet these criteria, or who have in force
adverse actions regarding Medicare or Medicaid will be notified of this and the
applicant will be administratively denied.
If the CNM has prescriptive authority, which allows the prescription of scheduled
drugs, their DEA and/or state certificate of prescriptive authority information will be
requested and primary source verified via normal Anthem procedures. If there are
current adverse actions against the DEA, the applicant will be notified and the
applicant will be administratively denied.
All CNM applicants will be certified by either:
iv. The National Certification Corporation for Ob/Gyn and neonatal nursing; or
v. The American Midwifery Certification Board, previously known as the American

College of Nurse Midwifes.

This certification must be active and primary source verified. If the state licensing
board primary source verifies one) of these certifications as a requirement for
licensure, additional verification by Anthem is not required. If the applicant is not
certified or if their certification has expired, the application will be submitted for
individual review by the geographic CC.
If the CNM has hospital privileges, they must have unrestricted hospital privileges at
a CIHQ, TJC, NIAHO, or HFAP accredited hospital, or a network hospital previously
approved by the committee or in the absence of such privileges, must not raise a
reasonable suspicion of future substandard professional conduct or competence.
Information regarding history of any actions taken against any hospital privileges
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held by the CNM will be obtained. Any history of any adverse action taken by any
hospital will trigger a Level Il review. In the event the CNM provides only outpatient
care, an acceptable admitting arrangement via the collaborative practice agreement
must be in place with a participating OB/Gyn.

The CNM applicant will undergo the standard credentialing process outlined in
Anthem’s Credentialing Policies. CNMs are subject to all the requirements of the
Credentialing Policies including (but not limited to): the requirement for CC review for
Level Il applicants, re-credentialing every three years, and continuous sanction and
performance monitoring upon participation in the Network.

Upon completion of the credentialing process, the CNM may be listed in Anthem’s
provider directories. As with all providers, this listing will accurately reflect their
specific licensure designation and these providers will be subject to the audit
process.

CNMs will be clearly identified:

On the credentialing file;

At presentation to the CC; and

Upon notification to network services and to the provider database.

9. Process, Requirements and Verifications — Physician’s Assistants (PA):

2023

a.

The PA applicant will submit the appropriate application and supporting documents
as required of any other practitioners with the exception of differing information
regarding education/training and board certification.

The required education/training will be, at a minimum, the completion of an education
program leading to licensure as a PA. Verification of this will occur via verification of
the licensure status from the state licensing agency provided that that agency verifies
the education. If the state licensing agency does not verify education, the education
will be primary source verified in accordance with policy.

The license status must be that of PA as verified via primary source from the
appropriate state licensing agency. Additionally, this license must be active,
unencumbered, unrestricted and not subject to probation, terms or conditions. Any
applicants whose licensure status does not meet these criteria, or who have in force
adverse actions regarding Medicare or Medicaid will be notified of this and the
applicant will be administratively denied.

If the PA has prescriptive authority, which allows the prescription of scheduled drugs,
their DEA and/or state certificate of prescriptive authority information will be
requested and primary source verified via normal Anthem procedures. If there are in
force adverse actions against the DEA, the applicant will be notified and the
applicant will be administratively denied.

All PA applicants will be certified by the National Commission on Certification of
Physician’s Assistants. This certification must be active and primary source verified.
If the state licensing board primary sources verifies this certification as a requirement
for licensure, additional verification by Anthem is not required. If the applicant is not
certified or if their certification has expired, the application will be classified as a
Level Il according to Credentialing Policy #8, as adopted or amended by each
Anthem Health Plan and submitted for individual review by the CC.

If the PA has hospital privileges, they must have hospital privileges at a CIHQ, TJC,
NIAHO, or HFAP accredited hospital, or a network hospital previously approved by
the committee. Information regarding history of any actions taken against any
hospital privileges held by the PA will be obtained. Any adverse action against any
hospital privileges will trigger a level Il review.
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g. The PA applicant will undergo the standard credentialing process outlined in
Anthem’s Credentialing Policies. PAs are subject to all the requirements described
in these Credentialing Policies including (but not limited to): committee review of
Level Il files failing to meet predetermined criteria, re-credentialing every three years,
and continuous sanction and performance monitoring upon participation in the
network.

h. Upon completion of the credentialing process, the PA may be listed in Anthem
provider directories. As with all providers, this listing will accurately reflect their
specific licensure designation and these providers will be subject to the audit
process.

i. PA’s will be clearly identified:

iv. On the credentialing file;
v. At presentation to the CC; and
vi. Upon notification to network services and to the provider database.

Currently Participating Applicants (Re-credentialing)

1.

2.

10.

11.

12.

2023

Submission of complete re-credentialing application and required attachments that must
not contain intentional misrepresentations;

Re-credentialing application signed date 180 calendar days of the date of submission to
the CC for a vote;

Must not be currently federally sanctioned, debarred or excluded from participation in
any of the following programs; Medicare, Medicaid or FEHBP. If, once a practitioner
participates in Anthem’s Plan programs or provider Networks, federal sanction,
debarment or exclusion from the Medicare, Medicaid or FEHBP programs occurs, at the
time of identification, the practitioner will become immediately ineligible for participation
in the applicable government programs or provider Networks as well as Anthem’s other
credentialed provider Networks.

Current, valid, unrestricted, unencumbered, unprobated license to practice in each state
in which the practitioner provides care to Members;

No new history of licensing board reprimand since prior credentialing review;

*No current federal sanction and no new (since prior credentialing review) history of
federal sanctions (per SAM, OIG and OPM Reports or on NPDB report);

Current DEA/CDS registration and/or state-controlled substance certification without new
(since prior credentialing review) history of or current restrictions;

No current hospital membership or privilege restrictions and no new (since prior
credentialing review) history of hospital membership or privilege restrictions; or for
practitioners in a specialty defined as requiring hospital privileges who practice solely in
the outpatient setting there exists a defined referral relationship with a Network
practitioner of similar specialty at a Network HDO who provides inpatient care to
Members needing hospitalization;

No new (since previous credentialing review) history of or current use of illegal drugs or
substance use disorder;

No impairment or other condition which would negatively impact the ability to perform the
essential functions in their professional field;

No new (since previous credentialing review) history of criminal/felony convictions,
including a plea of no contest;

Malpractice case history reviewed since the last CC review. If no new cases are
identified since last review, malpractice history will be reviewed as meeting criteria. If
new malpractice history is present, then a minimum of last five years of malpractice
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history is evaluated and criteria consistent with initial credentialing is used.

13. No new (since previous credentialing review) involuntary terminations from an HMO or

PPO;

14. No new (since previous credentialing review) "yes" answers on attestation/disclosure
guestions with exceptions of the following:

a. Voluntary resignation from a hospital or organization related to practice relocation
or facility utilization;

b.  Voluntary surrender of state license related to relocation or nonuse of said license;

c. An NPDB report of a malpractice settlement or any report of a malpractice
settlement that does not meet the threshold criteria;

d. Nonrenewal of malpractice coverage or change in malpractice carrier related to
changes in the carrier’s business practices (no longer offering coverage in a state
or no longer in business);

e. Previous failure of a certification exam by a practitioner who is currently board
certified or who remains in the five-year post residency training window;

f. Actions taken by a hospital against a practitioner’s privileges related solely to the
failure to complete medical records in a timely fashion;

g. History of a licensing board, hospital or other professional entity investigation that
was closed without any action or sanction.

15. No quality improvement data or other performance data including complaints above the
set threshold.

16. Re-credentialed at least every three years to assess the practitioner’s continued
compliance with Anthem standards.

*|t is expected that these findings will be discovered for currently credentialed network
practitioners and HDOs through ongoing sanction monitoring. Network practitioners and
HDOs with such findings will be individually reviewed and considered by the CC at the
time the findings are identified.

Note: the CC will individually review any credentialed Network practitioners and HDOs
that do not meet one or more of the criteria for re-credentialing.

B. HDO Eligibility Criteria

All HDOs must be accredited by an appropriate, recognized accrediting body or in the
absence of such accreditation, Anthem may evaluate the most recent site survey by
Medicare, the appropriate state oversight agency, or site survey performed by a designated
independent external entity within the past 36 months. If a HDO has satellite facilities that
follow the same policy and procedures, Anthem may limit site visits to the main facility. Non-
accredited HDOs are subject to individual review by the CC and will be considered for
Member access need only when the CC review indicates compliance with Anthem standards
and there are no deficiencies noted on the Medicare or state oversight review which would
adversely affect quality or care or patient safety. HDOs are re-credentialed at least every
three years to assess the HDO’s continued compliance with Anthem standards.

1. General Criteria for HDOs:
a. Valid, current and unrestricted license to operate in the state(s) in which it will provide
services to Members. The license must be in good standing with no sanctions.
b.  Valid and current Medicare certification.
c. Must not be currently federally sanctioned, debarred or excluded from participation in
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any of the following programs; Medicare, Medicaid or the FEHBP. Note: If, once
an HDO participates in Anthem’s Plan programs or provider Networks, exclusion
from Medicare, Medicaid or FEHBP occurs, at the time of identification, the HDO
will become immediately ineligible for participation in the applicable government
programs or provider Networks as well as Anthem’s other credentialed provider
Networks.

d. Liability insurance acceptable to Anthem.

e. If not appropriately accredited, HDO must submit a copy of its CMS, state site or a
designated independent external entity survey for review by the CC to determine if
Anthem’s quality and certification criteria standards have been met.

2. Additional Participation Criteria for HDO by Provider Type:

HDO TYPE AND ANTHEM APPROVED ACCREDITING AGENT(S)

Facility Type (Medical Care) Acceptable Accrediting Agencies

Acute Care Hospital CIQH, TCT, DNV/NIAHO, HFAP, TJC
Ambulatory Surgical Centers AAAASF, AAAHC, AAPSF, HFAP, IMQ, TJC
Birthing Center AAAHC, CABC, TJC
Home Health Care Agencies (HHA) ACHC, CHAP, DNV/NIAHO, TJC, TCT
Home Infusion Therapy (HIT) ACHC, CHAP, TCT, TJC
Skilled Nursing Facilities/Nursing Homes CARF, TJC

Facility Type (Behavioral Health Care) Acceptable Accrediting Agencies
Acute Care Hospital—Psychiatric Disorders DNV/NIAHO, HFAP, TJC, TCT
Adult Family Care Homes (AFCH) ACHC, TJC
Adult Foster Care ACHC, TJC
Community Mental Health Centers (CMHC) AAAHC, CARF, CHAP, COA, TJC, HFAP
Crisis Stabilization Unit TJC
Intensive Family Intervention Services CARF
Intensive Outpatient — Mental Health and/or ACHC, CARF, COA, DNV/NIAHO, TJC

Substance Use Disorder

Outpatient Mental Health Clinic and/or Licensed CARF, CHAP, COA, HFAP, TJC
Behavioral Health Clinics

Partial Hospitalization/Day Treatment—Psychiatric | CARF, DNV/NIAHO, TJC
Disorders and/or Substance Use Disorder

Residential Treatment Centers (RTC) — CARF, COA, DNV/NIAHO, HFAP, TJC
Psychiatric Disorders and/or Substance Use
Disorder

19
2023



Facility Type (Behavioral Health Care - Acceptable Accrediting Agencies

Rehabilitation)

Acute Inpatient Hospital — Detoxification Only | TCT, DNV/NIAHO, HFAP, TJC
Facilities

Behavioral Health Ambulatory Detox CARF, TJC

Methadone Maintenance Clinic CARF, TJC

Outpatient Substance Use Disorder Clinics CARF, TJC, COA,
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1.

3.

NQTL SELF COMPLIANCE TOOL

Identify the NQTL: Formulary Development

Identify the factors considered in the design of the NQTL:

e Food and Drug Administration (FDA) approved prescribing information, especially
indications;
e Critically and/or scientifically validated findings;
e Information in major or peer-reviewed medical publications;
e Recommendations of recognized expert organizations, including specialty clinical
societies, academic medical centers and treatment guidelines; and/or
e Practice pattern and utilization data
e Effectiveness data, when available
o Safety
e Clinical attributes
o Clinical Attributes are any characteristic of a drug product that differentiates it
from alternative products (e.g., pharmacokinetic parameters, once-daily dosing,
oral dosing, tablet size, availability of pediatric dosages and dosage forms, FDA-
approved indications).

Identify the sources (including any processes, strategies, evidentiary standards) used to define the
factors identified above to design the NQTL:

Anthem’s pharmacy services are provided by its PBM, IngenioRx. Developing the formulary is a
two part process. The clinical work, which is the initial step, is done by the IngenioRx Pharmacy
and Therapeutics Committee (“P&T”), which meets at least quarterly. The VAC handles the
second step, which includes tiering, step therapy, and clinical UM edits (e.g., prior authorization).
The policies, procedures, effectiveness data, Clinical Attributes, and other factors considered by
the P&T in determining its recommendations with respect to mental health and substance use
disorder drugs and drug classes shall be comparable to, and not more stringent than, those
applied to medical/surgical drugs and drug classes.

P&T voting members come from various clinical specialties and geographic regions that adequately
represent the needs of the enrollees of IngenioRx and the health plans under contract with
IngenioRx (“Delegating Entities”). All of the P&T voting members are practicing physicians,
including one psychiatrist, or pharmacists who are in good standing with IngenioRx or Anthem. In
addition, voting members of the P&T are not employees of IngenioRx or Anthem. A “practicing
physician or pharmacist” is an individual who has an active professional license to practice in the
United States or one of its territories and either 1) is currently practicing in the United States or
one of its territories, or 2) is currently a professor at an academic medical center or school of
pharmacy.

a. At least one voting member of the P&T is a practicing physician who is an expert
in the care of elderly or disabled persons.
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b. At least two voting members of the P&T are practicing pharmacists, one of
which is an expert in the care of elderly or disabled persons.

The P&T may have subcommittees that address specific topics, including behavioral health (chaired by the
psychiatrist that votes on the P&T), drug utilization and policy review, in order to assist the full P&T in its

decision making process.

New drugs, including new uses for existing drugs, indications, and formulations are reviewed by the P&T
as follows:

P&T Assignment of Clinical Designation

The P&T conducts its clinical review and makes a recommendation for formulary consideration to the
VAC. Clinical designations will only be assigned for branded products that do not have a generic available.
The applicable clinical designations and clinical criteria that the P&T may assign are as follows:
Favorable

The Favorable clinical designation means that, based upon the data available at the time of the review,
the drug provides a better overall treatment profile for the majority of individuals taking the product as
compared to other available products within the therapeutic class of drugs or other available treatment

options.

Designating a product Favorable relative to other drugs in a therapeutic class will be based on a review of
the following criteria:

It has clinically recognized and scientifically validated data supporting or demonstrating better:
Efficacy
Safety

Health outcomes/effectiveness based on delegating entities’ population and/or comparable data (if
available) or

Clinical attribute(s) relative to comparator products.
Comparable

The Comparable clinical designation means that, based upon the data available at the time of the review,
the drug provides a comparable treatment profile for the majority of individuals taking the product as
compared to other available products within the therapeutic class of drugs or other available treatment
options. Designating a product Comparable relative to other drugs in a therapeutic class will be based on
a review of the following criteria:
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It has clinically recognized and scientifically validated data supporting or demonstrating comparable:
Efficacy
Safety

Health outcomes/effectiveness based on delegating entities’ population and/or comparable data (if
available) or

Clinical attribute(s) relative to comparator products.

Insufficient Evidence

The Insufficient Evidence clinical designation means that, based upon the data available at the time of the
review, the drug has an unclear treatment profile for the majority of individuals taking the product as
compared to other available products within the therapeutic class of drugs or other available treatment
options. Designating a product Insufficient Evidence relative to other drugs in a therapeutic class will be
based on a review of the following criteria:

There is a lack of clinically recognized and scientifically validated data supporting or demonstrating:
Efficacy

Safety

Health outcomes/effectiveness based on delegating entities’ population and/or comparable data (if
available) or

Clinical attribute(s) relative to comparator products.

Unfavorable

The Unfavorable clinical designation means that, based upon the data available at the time of the review,
the drug provides an unfavorable treatment profile for the majority of individuals taking the product as
compared to other available products within the therapeutic class of drugs or other available treatment

options.

Designating a product Unfavorable relative to other drugs in a therapeutic class will be based on a review
of the following criteria:

It has clinically recognized and scientifically validated data supporting or demonstrating unfavorable:
Efficacy

Safety
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Health outcomes/effectiveness based on delegating entities’ population and/or comparable data (if
available) or

Clinical attribute(s) relative to comparator products
Lack of a Comparator Product

In cases where no other pharmacotherapeutic option exists, the “comparator product” listed in the clinical
designations above shall become usual care.

Multiple Indications for a Product

Drugs can only receive one clinical designation. When a drug has multiple uses (indications), the clinical
designation will be based on the indication for the majority of individuals using the drug. Other indications
for a drug may be addressed in the clinical comments.

Multiple Drug Regimens

There are diseases where a treatment with a multiple drug regimen is required rather than an individual
drug. These regimens will be given a clinical designation as outlined above since the entire regimen is the
standard of care rather than individual drugs. The same P&T recommendation guidelines for formulary
consideration to the VAC will apply to the designations of regimens.

P&T Clinical Comments

The P&T may also, as part of its clinical review, make substantive clinical comments about the
products under review or issues pertaining to the therapy of a disease the drug(s) is/are used to
treat. These comments are intended to provide the VAC with additional considerations beyond
the clinical designations. Clinical comments may be used by the P&T to highlight important
safety, efficacy, or clinical attribute concerns. For example, clinical comments may be used to
provide further detail supporting a clinical designation, to further differentiate important clinical
points between products given the same clinical designation, or to emphasize key clinical
concerns in the treatment of a disease state pertaining to the choice of drug therapy.

Generic Drug Products

While the P&T review includes generic drug products, clinical designations will not be made for
these products because the tier of these products is generally based on member certificate
language and/or the multisource brand policy of IngenioRx. However, the P&T may provide the
VAC with clinical comments on these products that are based on safety and/or efficacy concerns.

P&T Assignment of Clinical Criteria

The P&T determines that, for reasons of safety and/or efficacy, Clinical Criteria are necessary to
promote clinically appropriate use. The P&T shall review and approve such necessary Clinical
Criteria.
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These would include, but not be limited to, clinical edits such as prior authorization, step therapy,
quantity limitations, dose optimization, and duplicate therapy.

The P&T clinical review includes, but is not limited to, the following:

- Food and Drug Administration (FDA) approved uses;

- FDA approved package inserts;

- Critically and/or scientifically validated findings;

- Information in major or peer-reviewed medical publications;

- Recommendations of recognized expert organizations, including specialty clinical societies,
academic medical centers and treatment guidelines; and/or

- Practice pattern and utilization data.

The P&T may NOT include or consider the following:

- Rebates or potential rebates, or any other contractual arrangement or relationship with
a pharmaceutical manufacturer;
- Drug cost to the health plan, member or risk bearing entity;
- Any economic cost or benefit
- Benefit types and/or
- Any other considerations that are not relevant to the clinical aspects of therapy.

P&T recommendation(s) which includes clinical designations of the comparability of products and
clinical criteria are forwarded to the Value Assessment Committee (VAC) for formulary/tier assignment
or formulary/tier edits.

Tiering

Deciding what tier a formulary approved drug belongs on is handled by the Value Assessment Committee
(“VAC”). For new drugs, the following is considered:

The VAC must make a reasonable effort to review and determine Tiering of a new FDA approved
drug product (or new FDA approved indication) within 180 days of its release onto the market.
For Medicare Part D, the VAC will follow CMS-mandated timeframes. For special circumstances
such as high-impact medications, the chairperson may decide to call an ad hoc meeting.

Expedited review: New drugs or newly approved uses for drugs within six Medicare Part D
protected clinical classes (immunosuppressant, antidepressant, antipsychotic, anticonvulsant,
antiretroviral, antineoplastic) must be reviewed and a Tiering decision made within 90 days. To the
extent needed, document presentation will be made at the next regular meeting to ensure
compliance with CMS timelines.
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VAC DECISION-MAKING GUIDELINES

Formulary/Non-Formulary Determinations:

For formularies that do not have a tiered copayment structure, drugs are assigned either a
formulary or non-formulary status. The VAC abides by all recommended Clinical Designations and
Clinical Criteria of the P&T.

Tiering Determinations:

There are three parts to the VAC review and corresponding Tier assignment. The first and second parts
of the VAC review identify what MUST be considered in the review and Tiering process, and the third
part of the process identifies what MAY be taken into account during the review and Tiering process.
The P&T’s Clinical Designation, Clinical Comments or Clinical Criteria will be reviewed by the VAC before
Tier placement is determined.

First:

The VAC review and Tiering process MUST take into account the Clinical
Designations made by the P&T. This means that the VAC cannot place a drug with
a weaker Clinical Designation on a lower Tier than another drug with a stronger
Clinical Designation; however, Insufficient Evidence and Unfavorable
designations will be considered equivalent when Tiering products.® The following
illustrates the hierarchy:

° Drugs that are designated Favorable have the greatest clinical
value. Favorable drugs have a greater clinical value than drugs designated
as Comparable, Insufficient Evidence, or Unfavorable;

° Drugs that are designated Comparable have a greater clinical
value than drugs designated as Insufficient Evidence or Unfavorable; and
° Drugs that are designated as Insufficient Evidence have unclear

clinical value, while drugs that are designated as Unfavorable have weak
clinical value.

Drugs classified as Comparable may be placed in the same tier as drugs classified
as Favorable or those classified as Insufficient Evidence or Unfavorable.
However, drugs classified as Favorable cannot be placed in the same tier as drugs
classified as Insufficient Evidence or Unfavorable unless a step edit is also
implemented. In addition, drugs classified as Favorable cannot be placed in a
higher tier than drugs classified as Comparable and drugs classified as
Comparable cannot be placed in a higher tier than drugs classified as Insufficient
Evidence or Unfavorable.

1 Please note that Tier 1 is considered the lowest Tier (meaning it has the lowest copay or coinsurance associated with it), and, in a 3-Tier
formulary, Tier 3 is considered the highest Tier (meaning it has the highest copay or coinsurance associated with it).
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Clinical Edits on products will follow similar rules. Drugs classified as Favorable
will not be subject to greater edits than those classified as Comparable,
Insufficient Evidence, or Unfavorable and drugs classified as Comparable will
not be subject to greater edits than those classified as Insufficient Evidence or
Unfavorable.

Notwithstanding the prior two paragraphs, there are specific unique
circumstances where VAC may not need to adhere to the above tiering
and/or editing limitations. This may occur:

1. Only when explicitly supported by P&T in its clinical comments AND only for
one of the following situations:

a. When P&T has designated multiple drugs with the same active
ingredient(s) which is available in different formulations/delivery
methods and the different formulations/delivery methods are given the
same designation by P&T OR

b. When P&T has designated in a therapeutic grouping that multiple
drugs in that grouping are clinically similar, but the differentiation in the
designation given by P&T is based on the formulation/delivery method
and there are attributes that P&T determines may be clinically beneficial
based on formulation/delivery method

OR

2. Federal and State laws, and the requirements of those laws take precedence
over the VAC rules and when specific drugs are required for inclusion in a
formulary, the Formulary regarding these drugs will follow all applicable
Federal and State laws. However, such a requirement of law for inclusion of
such a drug will not trigger i) a requirement that all drugs with a more
favorable designation be included on the formulary ii) nor that all drugs with
a more favorable designation be preferred in tiering and/or in edits.

3. For a formulary developed for use by Administrative Services Only (ASO)
clients, the tier placement and edit determinations may allow selective
product choice that provides flexibility and affordability. Inclusion of a
drug with a lesser designation than other comparator drugs will not
trigger i) a Charter requirement that all drugs with a more favorable
designation be included on the formulary or preferred in edits; and ii) nor
that all drugs with a more favorable designation be preferred in tiering
and/or in edits. Notwithstanding the previous sentence, Insufficient
evidence and Unfavorable drugs cannot be the sole drugs in a formulary
category, unless all drugs in the category are Insufficient Evidence or
Unfavorable. In addition, nor can Insufficient Evidence or Unfavorable
drugs be favored over drugs with a Favorable Clinical Designation by
formulary status, tier placement or edits.



Anthem @9

Second:

Third:

Edits that are recommended by the delegating entities and reviewed by P&T
based on safety concerns (e.g., Drug-Drug interactions) will be identified for the
VAC by the Clinical team. The VAC will either approve such edits or send back to
the P&T for further guidance on the P&T’s decision.

In addition to the Clinical Designations, the VAC MUST also take into account
the member impact associated with drug Tiering and edits. The VAC must
demonstrate that the member impact has been appropriately considered
relative to financial factors. Accordingly, the VAC should consider the following
issues before making any Tiering recommendations:

° Member and provider disruption from a clinical and
financial perspective;

° Operational and public policy impact from a clinical and
financial perspective; and

° Generic and OTC availability.

° Grievance and appeal experience

The VAC review and Tiering process MAY include, but is not limited to,
the following:

° Clinical Comments from the P&T

° Relevant financial information or impact on the health plan,
member, group or other party at financial risk (including average
wholesale price, ingredient cost, cost of care, copays, coinsurance,
rebates);

° Potential provider impact or disruption;

° Market factors (including product market share, anticipated
product/category growth, direct to consumer advertisement, and/or
competitive environment);

° Health and economic outcomes relative to comparator
products; Patent expirations, generic availability, over-the-counter
availability and relative access to the drug; and

Based upon the information derived from the above review, the VAC shall assign covered
products to applicable Tiers. Other than the Clinical Designation made by the P&T, it is up
to the members of the VAC to determine what value and/or weight shall be assigned to the

factors considered.

VAC Procedures:

Approval is by a simple majority vote of the VAC voting members. Once a simple majority
of the members of the VAC agree on the formulary and/or Tier assignment for a covered
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product, then that approval shall be sent to the applicable delegated entity for action by
each delegating entity in accordance with their applicable policies and procedures.

Is the processes, strategies, and evidentiary standards used in applying the NQTL comparable and
no more stringently applied to MH/SUD and medical surgical benefits, both as written and in
operation?

The processes and criteria outlined above apply to all drugs/therapies including medical/surgical
and mental health/substance abuse drugs.

Comparative Analysis

To determine whether the formulary treats behavioral health conditions no less stringently than
medical/surgical conditions, Anthem analyzed the tiering. As demonstrated by the chart below, the
National Formulary, which is our most used formulary, tiers a greater percentage of overall drugs
used to treat a behavioral health condition in lower tiers than drugs approved by the FDA to treat
medical/surgical condition. There are a total of 123,132 drugs and medical supplies (e.g., syringes)
(medical surgical = 116,221 and behavioral health = 6,911) that are available to be included on the
formulary.

Tier 1 Tier2 | Tier3 | Tier4 NonFormulary/Noncovered
Behavioral Health (Mental 48.2% | 1.3% | 29.4% | 2.3% 18.8%
Health/Substance Use Disorder)
Non- Behavioral Health 15.8% 11.0% | 46.8% | 4.2% 22.%

Anthem also reviewed the number of behavioral health drugs that are subject to step therapy or
prior authorization as compared to medical surgical drugs.

Total NDC | NDC codes | Prior Auth Step Therapy | Percent
Codes reviewed reviewed
Behavioral Health (Mental | 5459 608 375 233 11%
Health/Substance Use
Disorder)
Non- Behavioral Health 48,648 9,445 4,404 5,041 19%

Does the group health plan or group or individual market health insurance issuer comply with the
mental health parity requirements regarding this NQTL on MH/SUD benefits?

Yes. IngenioRx utilizes the same process and procedures to determine what mental
health/substance abuse treatment drugs are on the formulary as used for drugs to treat
medical/surgical conditions. A greater percentage of drugs are in Tier 1 for MH/SUD than for
medical/surgical. Additionally, IngenioRx requires a review, whether prior authorization or step
therapy, on smaller percentage of MH/SUD drugs than medical/surgical.
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Therefore, IngenioRx’s process for creating its formulary and administering its formulary is in
compliance with MHPAEA.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products
underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc.
In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc.
In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company
(HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten
by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In
Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New
Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and
underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc.
trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna,
and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and indemnity
policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or
Wisconsin Collaborative Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or
administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered
trademark of Anthem Insurance Companies, Inc.
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MCG Development Processes and Evidentiary
Standards: Behavioral Health Care (BHG)

MCG Health develops all of its content for the clinical care of patients, including medical,
surgical, and behavioral health, using the same methods. This document specifically addresses
MCG Behavioral Health Care content, which is developed using the following criteria:

The guidelines and clinical criteria are clearly defined.

Each guideline has specific care guidance regarding a diagnosis, procedure, or level of care.
The guidelines apply to the assessment and management of patients with behavioral health
needs. Separate guidelines and content pieces address adult and child or adolescent
populations.

Target users and how they will use guidelines are clearly defined.

MCG Behavioral Health Care content provides evidence-based guidelines to help healthcare
professionals guide the effective treatment of patients with mental health and substance use
disorders across the continuum of care.

Our client base (users) includes entities representing all aspects of healthcare: payers (e.g.,
insurance companies), providers (e.g., hospitals, physician groups), and government agencies
(e.g., Centers for Medicare and Medicaid Services and contractor organizations). The purpose
of the care guidelines is to identify optimal patient care and recovery as one means of
enhancing the delivery of quality healthcare and promoting more efficient resource management
across the continuum of care.

We provide a description of each guideline section and comment on its potential use. The
guidelines can assist physicians, case managers, and other mental healthcare professionals in
identifying indications for use of levels of care, developing outpatient alternatives to higher
levels of care, tracking patient progress during treatment within a level of care, facilitating the
progress of patients whose recovery is delayed, and preparing comprehensive plans for the
transition of patients from one level of care to another. The guidelines address 5 different levels
of care (inpatient care, residential care, partial hospital program, intensive outpatient program,
and outpatient care).

MCG Behavioral Health Care content also provides evidence-based guidelines for opioid
management, specialty medications, community services, testing, and therapeutic services. The
care guidelines can enhance the delivery of optimal healthcare and promote more efficient
resource management.

© 2022 MCG Health | 701 Fifth Avenue, Suite 4900, Seattle, WA 98101 | www.mcg.com Page 1 of 8
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Strengths and limitations of the body of evidence used have been identified and
disclosed to users.

A summary of the guideline development policies and procedures is included in the
Methodology Information section on the home page of the MCG Behavioral Health Care
guidelines and is available to all users.

Systematic methods are used to search for evidence.

Search algorithms are used to identify all the available medical literature for the topic covered by
each guideline. All retrieved publications are individually reviewed by Physician and Nurse
Editors and assessed in terms of quality, utility, and relevance in supporting best practices in
achieving effective care. The general criteria used for this selection process include finding
publications that:

1. Are designed with rigorous scientific methodology.

2. Are published in higher-quality journals (i.e., journals that are read and cited most often
within their field).

3. Address an aspect of specific importance to the guideline in question (e.g., admission
criteria, length of stay).

4. Represent an update or contain new data or information not reflected in the current
guideline.

5. Reflect the highest standard of care of treatment for a specific condition or population.

The care guidelines are developed in accordance with the principles of evidence-based
medicine. The evidence base is evaluated and graded according to our standardized hierarchy:

Evidence Grade 1:
* Meta-analyses
* Randomized controlled trials with meta-analysis
* Randomized controlled trials
*  Systematic reviews

Evidence Grade 2:

* Observational studies; examples include:
o Cohort studies with statistical adjustment for potential confounders
o Cohort studies without adjustment
o Case series with historical or literature controls
o Uncontrolled case series

* Published guidelines

+ Statements in published articles or textbooks

Evidence Grade 3:
* Unpublished data; examples include:
o Large database analyses
o Written protocols or outcomes reports from large practices
o Expert practitioner reports

© 2022 MCG Health | 701 Fifth Avenue, Suite 4900, Seattle, WA 98101 | www.mcg.com Page 2 of 8
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Health benefits, side effects, and risks are considered in formulating the
guidelines.

Guidance is provided regarding best practice and effective care, which includes consideration of
the necessary resources, avoiding unnecessary resource use, the benefits of treatment,
possible side effects, and risks to the patient. Evidence supporting each guideline is cited with
the relevant content. When applicable (and available), the published abstract is also provided.

There is an explicit link between the guidelines and the supporting criteria.

A systematic query of the National Library of Medicine database via the PubMed search engine
is performed (annually at a minimum) for each guideline using specially developed, customized,
tested, proprietary search strings. Search strategies are developed to allow efficient yet
comprehensive analysis of relevant publications for a given topic and to maximize retrieval of
articles with certain desired characteristics pertinent to a guideline. For example, some of the
guideline searches preferentially seek randomized controlled trials, systematic reviews,
published clinical guidelines, and publications related to inpatient length of stay or potential
appropriateness of outpatient patient care. As previously noted, evidence supporting each
guideline is cited with the relevant content.

Independent and appropriate clinical staff are involved in the development
process.

Physician and Nurse Editors evaluate all output from literature searches and select articles for
use in writing and updating the guidelines. In addition, throughout the annual production cycle,
MCG medical librarians and clinical editors track newly released or updated guidelines from
outside sources (e.g., professional specialty societies, Cochrane Reviews), as well as new
editions of textbooks. Relevant new content is incorporated into all guidelines as appropriate.
Each updated guideline is then reviewed by a Managing Editor to verify the accuracy and
appropriateness of all changes. Finally, each guideline is copyedited and reviewed for quality
control and technical accuracy.

The development, writing, and updating process for any given guideline uses Physician and
Nurse Editors, Physician Managing Editors, medical librarians, copy editors, and statistical
analysts. For Behavioral Health Care, all positions involved in this process at this time, with the
exception of statistical analysts, are MCG employees. Our content is evidence-based and
referenced rather than consensus-based.

The development group includes experts from all relevant professional groups.

The development group involved in the MCG Behavioral Health Care content includes Physician
Editors (board-certified physicians, including a board-certified psychiatrist, are involved in the
annual writing and updating of the Behavioral Health Care content), Nurse Editors, Managing
Editors, medical librarians, copy editors, and statistical analysts.

© 2022 MCG Health | 701 Fifth Avenue, Suite 4900, Seattle, WA 98101 | www.mcg.com Page 3 of 8
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Proposed criteria are reviewed and tested by independent experts, and the
process requires that a consensus be reached.

Outside experts are used to review guidelines after they are written. Each guideline undergoes
external review by clinically active experts (e.g., board-certified specialist physicians) chosen
based on demonstrated clinical expertise in their field (curriculum vitae and other sources,
documentation of licensure, and continued specialty practice). The review is intended to confirm
the clinical appropriateness, accuracy, validity, and applicability of each guideline. The
Managing Editor evaluates all comments from these external reviewers and makes changes to
the guideline if needed. In addition, about 10 weeks prior to the annual release of a new edition,
we allow customer preview access and use any comments received as additional input, when
applicable, to modify/improve content.

Discussions of guidelines are documented, and conflicting or competing
interests are recorded and addressed.

External peer review feedback is provided to MCG in a written format that is posted in the MCG
database. This feedback, as well as incorporation into guideline content, is maintained by MCG.
Neither MCG nor its employees accept any funding or remuneration from outside sources to
support or influence guideline development. All participants in the guideline development and
outside review processes complete Conflict of Interest statements. Any identified conflicts are
addressed.

Guidelines are reviewed and updated at a minimum annually.

Every guideline undergoes an updating process annually.

The funding body should not have undue influence over the content of the
guidelines.

As previously noted, neither MCG nor its employees accept any funding or remuneration from
outside sources to support or influence guideline development. All participants in the guideline
development and outside review processes complete Conflict of Interest statements. Any
identified conflicts are addressed.

The overall objectives of the guidelines are specifically described.

The purpose of the Level of Care Guidelines is to identify benchmark patient care and recovery
as one means of enhancing the delivery of quality healthcare and promoting more efficient
resource management across the continuum of care. The appropriateness of specific
psychological, behavioral, and pharmacologic therapies is addressed to help define the optimal
level of care of effective, efficient behavioral health therapy. Indications are presented in
guidelines that cover care for all DSM-5 codes in 5 different levels of care (inpatient care,
residential care, partial hospital program, intensive outpatient program, and outpatient care);
guidelines for the diagnosis of delirium are limited to the inpatient level of care. The guidelines
can assist in tracking patient progress during treatment within a level of care, facilitating the
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progress of patients whose recovery is delayed, and preparing comprehensive plans for the
transition of patients from one level of care to another.

Other guidelines within the MCG Behavioral Health Care content address the assessment,
treatment, and management of behavioral health conditions outside of facilities.

The health questions covered by the guidelines are specifically described.

Diagnosis-specific and procedure-specific content, as well as specific content related to
Therapeutic Services, Testing Procedures, Opioid Management, and Specialty Medications, is
provided in the guidelines. The population to whom each guideline applies is specifically
described.

The criteria are specific and unambiguous.

Each guideline has specific care guidance regarding a diagnosis, procedure, or level of care.
The guidelines apply to the assessment and management of clinical care for patients with
behavioral health disorders.

All options for management of a condition or health issue are clearly presented.

Alternative levels of care and treatment options are presented and discussed within the Level of
Care Guidelines. Footnotes and instructional tools provide information on implementation of the
guidance.

The guidelines provide advice or tools on how the recommendations can be put into
practice.

The guidelines are designed to be actionable, provide definitions for clinical terms used, and
contain specific criteria sets with internal logic operators that result in a Criteria Met (Yes) or Not
Met (No) outcome based on user input of the specific patient parameters.

The guidelines describe any facilitators and barriers to the application of the specific
guidelines.

Each level of care guideline provides a discussion of the chosen and alternative levels of care
and its implementation. Alternative Care Planning, Care Planning, and Discharge Planning
sections all describe steps to facilitate the care needed and overcome barriers to its
implementation.

Any potential resource implications of applying the recommendation are noted and
considered in the guidelines.

The guidelines are produced to reflect best practice and promote effective and integrative care.
A core feature of the development process (and thus the guideline recommendations) is
consideration of the appropriate use of resources needed for the achievement of optimal patient
care.

© 2022 MCG Health | 701 Fifth Avenue, Suite 4900, Seattle, WA 98101 | www.mcg.com Page 5 of 8
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Each level of care guideline has information regarding admission criteria, recovery course
milestones, and discharge. All can be used to assess and monitor patient needs, progress
during treatment, and readiness for alternative levels of treatment. Use of the guidelines with
our interactive software allows the creation of reports and auditing of progress at the patient
level and performance at the health system level. Recovery courses list expected interventions
(assessments and treatments) to monitor patient care and promote conversations about the
appropriateness of, progress in, and possible need for alteration of care plans. Statistical
benchmarks based on analysis of national population sample data are provided for metrics such
as length of stay to assist in assessing and monitoring care at the patient, provider, and
population levels.

The guidelines are based on independently monitored and audited criteria.

The Level of Care Guidelines are based on independently monitored and audited criteria from a
variety of widely recognized sources, including but not limited to the American Psychiatric
Association, American Academy of Child and Adolescent Psychiatry, Association for Ambulatory
Behavioral Healthcare, American Association of Community Psychiatrists, and American
Society of Addiction Medicine. MCG content is in alignment with and supplements criteria
published by these and other nationally recognized behavioral health care organizations, and
source materials developed by these organizations, including but not limited to practice
parameters and best practice guidelines, are extensively referenced in the guidelines.

The criteria span all aspects of the continuum of care.

The Behavioral Health Care guidelines address 5 levels of care (inpatient care, residential care,
partial hospital program, intensive outpatient program, and outpatient care). Guidelines for the
treatment of behavioral health care conditions in Home Care and Recovery Facility settings are
also included in the MCG Behavioral Health Care content. In addition, MCG Behavioral Health
Care content includes guidelines for services that often are provided in community settings
(e.g., Applied Behavioral Analysis, Assertive Community Treatment, Targeted Case
Management, Psychosocial Rehabilitation, Peer Support Services, Mental Health Support
Services, Social Skills Training, Therapeutic Behavioral On-Site Services, and Psychological
Testing) and other levels of care (e.g., crisis intervention, observation, day treatment, long-term
community-based residential, and custodial care).

The criteria incorporate a safety risk assessment.

Safety risk assessments, including assessments of risk to self or others, as well as patient
functional status and its impact on the appropriate level of care, are integral parts of level of
care guideline criteria.

The criteria incorporate a social determinants of health assessment.

A social determinants of health assessment is used to help identify patients at higher risk for an
unmet health-related social need. The assessment covers housing insecurity, food insecurity,
insufficient transportation, insufficient utilities, personal safety risk, insufficient dependent care,
and depression risk.
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The criteria address dual diagnosis, comorbidity, or nonspecific diagnosis as
appropriate.

Implications regarding care for dual-diagnosis patients with comorbidity are discussed in the
Level of Care Guidelines. Multiple sets of nonspecific diagnosis-based Level of Care Guidelines
are available for situations (often intake assessments) in which care is clinically indicated but
the exact psychiatric diagnosis is yet to be determined. Generic nonspecific diagnosis guideline
sets are also available.

For treatment of a substance use disorder, the clinical review criteria are based
on independently monitored and audited criteria.

The MCG Behavioral Health Care guideline content is in alignment with, and extensively
references, the most recent American Society of Addiction Medicine edition (2013), and this
guideline, along with other substance use guidelines (including, but not limited to, guidelines
from the American Psychiatric Association, American Academy of Child and Adolescent
Psychiatry, American Association of Community Psychiatrists, and Association for Ambulatory
Behavioral Healthcare), are extensively referenced in the content.

For treatment of a child or adolescent mental disorder, the clinical review criteria
are based on independently monitored and audited criteria.

The MCG Behavioral Health Care level of care guideline content is in alignment with, and
extensively references, the most recent version (2014) of the Child and Adolescent Service
Intensity Instrument (CASII), as well as the Early Childhood Service Intensity Instrument (ECSII)
and the Child and Adolescent Level of Care Utilization System (CALOCUS), along with
numerous other best practice sources, including, but not limited to, practice parameters from the
American Academy of Child and Adolescent Psychiatry and the American Psychiatric
Association.

For treatment of an adult mental disorder, the clinical review criteria are based on
independently monitored and audited criteria.

The MCG Behavioral Health Care level of care guideline content was developed in alignment
with the American Psychiatric Association (APA) Criteria for Short-Term Treatment of Acute
Psychiatric lliness (1997, affirmed 2011). Given that the most recent APA review criteria
reference DSM-1V rather than DSM-5, current MCG content for the management of adults with
mental health disorders is in alignment with, and extensively references, numerous other best
practice sources, including, but not limited to, more recent APA practice guidelines, the most
recent Association for Ambulatory Behavioral Healthcare content (2018 AABH Standards and
Guidelines), and the Level of Care Utilization System (LOCUS) for Psychiatric and Addiction
Services published by the American Association of Community Psychiatrists.
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Mental Health Parity

MCG care guidelines, including MCG Behavioral Health Care guidelines, align with regulatory
requirements, including the Mental Health Parity and Addiction Act (MHPAEA). The
development methods for mental health and substance use disorders (MHSUDs) and
medical/surgical content are the same. All MCG guidelines for MHSUDs, including those in the
MCG Behavioral Health Care content as well as in the MCG medical/surgical content, address
quantitative and nonquantitative treatment limitations in the same manner.

Level of care guidelines for MHSUD content and medical/surgical topics include an optimal
recovery course. When evidence is available to provide guidance about a goal length of stay, or
there is historical data about the number of visits for a specific diagnosis, this information is
provided in the same way for MHSUD and medical/surgical content. There are no “fail-first”
requirements for Clinical Indications for Admission for MHSUD level of care content.

MCG care guidelines related to procedures, treatments, and medications may require a trial of
conservative treatment (i.e., medication) based on published evidence. These nonquantitative
treatment limitations are based solely on the published medical literature; limitations on duration
or scope of treatment are derived from the best available evidence and are written similarly
across MHSUD and medical/surgical content.
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MCG Development Processes and Evidentiary
Standards: Inpatient & Surgical Care

MCG Health develops all of its content for the clinical care of patients, including medical,
surgical, and behavioral health, using the same methods. This document specifically addresses
MCG Inpatient & Surgical Care content, which is developed using the following criteria:

The guidelines and clinical criteria are clearly defined.

Each guideline has specific care guidance regarding a diagnosis, level of care, or treatment
modality. The guidelines apply to the assessment and management of medical and surgical
patients. Separate guidelines and content pieces address adult and child or adolescent, as well
as neonatal, populations.

Target users and how they will use guidelines are clearly defined.

MCG Inpatient & Surgical Care content provides evidence-based guidelines to help healthcare
professionals guide the effective treatment of patients with medical and surgical conditions.

Our client base (users) includes entities representing all aspects of healthcare: payers (e.g.,
insurance companies), providers (e.g., hospitals, physician groups), and government agencies
(e.g., Centers for Medicare and Medicaid Services and contractor organizations). The purpose
of the care guidelines is to identify optimal patient care and recovery as one means of
enhancing the delivery of quality healthcare and promoting more efficient resource management
across the continuum of care.

We provide a description of each guideline section and comment on its potential use. The
guidelines can assist physicians, case managers, and other healthcare professionals in
identifying indications for use of levels of care, identifying appropriateness of inpatient and
observation levels of care, tracking patient progress during treatment within a level of care,
facilitating the progress of patients whose recovery is delayed, and preparing comprehensive
plans for the transition of patients from one level of care to another. The guidelines address a
variety of inpatient levels of care (general admission, as well as intensive, intermediate, and
telemetry levels of care).

Strengths and limitations of the body of evidence used have been identified and
disclosed to users.

A summary of the guideline development policies and procedures is included in the
Methodology Information section on the home page of the MCG Inpatient & Surgical Care
guidelines and is available to all users.
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Systematic methods are used to search for evidence.

Search algorithms are used to identify all the available medical literature for the topic covered by
each guideline. All retrieved publications are individually reviewed by Physician and Nurse
Editors and assessed in terms of quality, utility, and relevance in supporting best practices in
achieving effective care. The general criteria used for this selection process include finding
publications that:

1. Are designed with rigorous scientific methodology.
Are published in higher-quality journals (i.e., journals that are read and cited most often
within their field).

3. Address an aspect of specific importance to the guideline in question (e.g., admission
criteria, length of stay).

4. Represent an update or contain new data or information not reflected in the current
guideline.

The care guidelines are developed in accordance with the principles of evidence-based
medicine. The evidence base is evaluated and graded according to our standardized hierarchy:

Evidence Grade 1:

e Meta-analyses

¢ Randomized controlled trials with meta-analysis
e Randomized controlled trials

e Systematic reviews

Evidence Grade 2:

e Observational studies; examples include:
o Cohort studies with statistical adjustment for potential confounders
o Cohort studies without adjustment
o Case series with historical or literature controls
o Uncontrolled case series
o Published guidelines

e Statements in published articles or textbooks
Evidence Grade 3:

e Unpublished data; examples include:
o Large database analyses
o  Written protocols or outcomes reports from large practices
o Expert practitioner reports
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Health benefits, side effects, and risks are considered in formulating the
guidelines.

Guidance is provided regarding best practice and effective care, which includes consideration of
the necessary resources, avoiding unnecessary resource use, the benefits of treatment,
possible side effects, and risks to the patient. Evidence supporting each guideline is cited next
to the relevant content. When applicable (and available), the published abstract is also provided.

There is an explicit link between the guidelines and the supporting criteria.

A systematic query of the National Library of Medicine database via the PubMed search engine
is performed (annually at a minimum) for each guideline using specially developed, customized,
tested, proprietary search strings. Search strategies are developed to allow efficient yet
comprehensive analysis of relevant publications for a given topic and to maximize retrieval of
articles with certain desired characteristics pertinent to a guideline. For example, some of the
guideline searches preferentially seek randomized controlled trials, systematic reviews,
published clinical guidelines, and publications related to inpatient length of stay or potential
appropriateness of ambulatory patient care. As previously noted, evidence supporting each
guideline is cited next to the relevant content.

Independent and appropriate clinical staff are involved in the development
process.

Physician and Nurse Editors evaluate all output from literature searches and select articles for
use in writing and updating the guidelines. In addition, throughout the annual production cycle,
MCG medical librarians and clinical editors track newly released or updated guidelines from
outside sources (e.g., medical specialty societies, Cochrane Reviews), as well as new editions
of textbooks. Relevant new content is incorporated into all guidelines as appropriate. Each
updated guideline is then reviewed by a Managing Editor to verify the accuracy and
appropriateness of all changes. Finally, each guideline is copyedited and reviewed for quality
control and technical accuracy.

The development, writing, and updating process for any given guideline uses Physician and
Nurse Editors, Physician Managing Editors, medical librarians, copy editors, and statistical
analysts. For Inpatient & Surgical Care guidelines, all positions involved in this process at this
time, with the exception of statistical analysts, are MCG employees. Our content is evidence-
based and referenced rather than consensus-based.

The development group includes experts from all relevant professional groups.

The development group involved in the MCG Inpatient & Surgical Care content includes
Physician Editors (board-certified physicians are involved in the annual writing and updating of
the Inpatient & Surgical Care content), Nurse Editors, Managing Editors (Physician and Nurse
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Managing Editors are involved in medical and surgical content), medical librarians, copy editors,
and statistical analysts.

Proposed criteria are reviewed and tested by independent experts, and the
process requires that a consensus be reached.

Outside experts are used to review guidelines after they are written. Each guideline undergoes
external review by clinically active experts (e.g., board-certified specialist physicians) chosen
based on demonstrated clinical expertise in their field (curriculum vitae and other sources,
documentation of licensure, and continued specialty practice. The review is intended to confirm
the clinical appropriateness, accuracy, validity, and applicability of each guideline. The
Managing Editor evaluates all comments from these external reviewers and makes changes to
the guideline if needed. In addition, about 10 weeks prior to the annual release of a new edition,
we allow customer preview access and use any comments received as additional input, when
applicable, to modify/improve content.

Discussions of guidelines are documented, and conflicting or competing
interests are recorded and addressed.

External peer review feedback is provided to MCG in a written format that is posted in the MCG
database. This feedback, as well as its incorporation into guideline content, is maintained over
time. Neither MCG nor its employees accept any funding or remuneration from outside sources
to support or influence guideline development. All participants in the guideline development and
outside review processes complete Conflict of Interest statements. Any identified conflicts are
addressed.

Guidelines are reviewed and updated at a minimum annually.

Every guideline undergoes an updating process annually.

The funding body should not have undue influence over the content of the
guidelines.

As previously noted, neither MCG nor its employees accept any funding or remuneration from
outside sources to support or influence guideline development. All participants in the guideline
development and outside review processes complete Conflict of Interest statements. Any
identified conflicts are addressed.

The overall objectives of the guidelines are specifically described.

The purpose of the care guidelines is to identify benchmark patient care and recovery as one
means of enhancing the delivery of quality healthcare and promoting more efficient resource
management across the continuum of care. The appropriateness of specific therapies is
addressed, and indications are presented to help define the optimal level of care for effective,
efficient inpatient medical and surgical care. The guidelines can assist in tracking patient
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progress during treatment within a level of care, facilitating the progress of patients whose
recovery is delayed, and preparing comprehensive plans for the transition of patients from one
level of care to another.

The health questions covered by the guidelines are specifically described.

Diagnosis-specific content, as well as specific content related to general levels of care (such as
intensive, intermediate, and telemetry care guidelines) and specific populations (such as
neonatal facility level of care and admission guidelines), is provided in the guidelines. The
population to whom each guideline applies is specifically described.

The criteria are specific and unambiguous.

Each guideline has specific care guidance regarding a diagnosis or level of care. The guidelines
apply to the assessment and management of clinical care for inpatient medical and surgical
care patients. Separate guidelines and content pieces address adult, child or adolescent, and
neonatal populations.

All options for management of a condition or health issue are clearly presented.

Alternative levels of care and treatment options are presented and discussed. Footnotes and
instructional tools provide information on the implementation of the guidance.

The guidelines provide advice or tools on how the recommendations can be put into
practice.

The guidelines are designed to be actionable, provide definitions for clinical terms used, and
contain specific criteria sets with internal logic operators that result in a Criteria Met (Yes) or Not
Met (No) outcome based on user input of the specific patient parameters.

The guidelines describe any facilitators and barriers to the application of the specific
guidelines.

Each guideline provides a discussion of the chosen and alternative levels of care and its
implementation. Alternative Care Planning, Care Planning, and Discharge Planning sections all
describe steps to facilitate the care needed and overcome barriers to its implementation.

Any potential resource implications of applying the recommendation are noted and
considered in the guidelines.

The guidelines are produced to reflect best practice and promote effective care. A core feature
of the development process (and thus the guideline recommendations) is consideration of the
resources that are needed for care, achievement of optimal resource care, and avoidance of
unnecessary resource use (both in treating the patient and using the guideline).
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Each guideline has information regarding admission criteria, recovery course milestones, and
discharge to a less intensive level of care. All can be used to assess and monitor patient needs,
progress during treatment, and readiness for alternative levels of treatment. Use of the
guidelines with our interactive software allows the creation of reports and auditing of progress at
the patient level and performance at the health system level. Recovery courses list expected
interventions (assessments and treatments) to monitor patient care and promote conversations
about the appropriateness of, progress in, and possible need for alteration of care plans.
Statistical benchmarks based on analysis of national population sample data are provided for
metrics such as length of stay to assist in assessing and monitoring care at the patient, provider,
and population levels.

The guidelines are based on independently monitored and audited criteria.

The guidelines are based on independently monitored and audited criteria from a variety of
widely recognized sources, including but not limited to practice parameters and best practice
guidelines from nationally recognized specialty organizations relevant to the specific diagnosis,
level of care, or patient population (e.g., neonates) under consideration, and these source
materials are extensively referenced in the guidelines.

The criteria span all aspects of the continuum of care.

The Inpatient & Surgical Care guidelines address inpatient facility care, including acute hospital
admission, intensive, intermediate, and telemetry care. Alternatives to inpatient care are
included, including outpatient therapy, home care (including multidisciplinary team care),
emergency department or other rapid onsite treatment, recovery facility care, skilled nursing
facility care, and observation care. Home care, recovery facility care, and chronic care guidance
are addressed in greater detail in separate content volumes. Discharge planning guidance to
community-based care includes a comprehensive assessment of necessary social and
community supports, evaluation for comorbidities, including comorbid substance use disorders,
and other factors necessary to promote a safe transition to a less intensive level of care.

The criteria incorporate a safety risk assessment.

Safety risk assessments, including assessments of risk to self or others, as well as patient
functional status and its impact on the appropriate level of care, are integral parts of guideline
criteria.
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The criteria incorporate a social determinants of health assessment.

A social determinants of health assessment is used to help identify patients at higher risk for an
unmet health-related social need. The assessment covers housing insecurity, food insecurity,
insufficient transportation, insufficient utilities, personal safety risk, insufficient dependent care,
and depression risk.

The criteria address comorbidities or nonspecific diagnoses as appropriate.

Implications regarding care for patients with comorbidities (including complicating medical
diagnoses, and conditions such as substance use disorders) are discussed in the guidelines.
Common Complications and Conditions guidelines are provided to address a variety of
nonspecific complications, such as fever and change in mental status. For circumstances in
which multiple conditions are associated with extended hospital stays and more complicated
courses, Multiple Condition Management guidelines are provided. A separate content volume,
the General Recovery Guidelines, covers diagnoses not covered in Inpatient & Surgical Care.

The clinical review criteria are based on independently monitored and audited
criteria.

The MCG Inpatient & Surgical Care content references a variety of best practice and specialty
sources that are developed independently of MCG.
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NQTL SELF COMPLIANCE TOOL
Medical Policy and Fail First

1. Specify the specific Plan or coverage terms or other relevant terms regarding the NQTL, that apply
to such Plan or coverage, and provide a description of all mental health or substance use disorder
and medical or surgical benefits to which the NQTL applies or for which it does not apply.

Overview: This nonquantitative treatment limitation (NQTL) analysis explains how Anthem creates its
medical policies and clinical UM guidelines (collectively “medical policies”), including the medical policies
that define the criteria Anthem uses to determine what services are considered medically necessary or
investigational. Anthem also licenses MCG guidelines for review of medical, surgical and behavioral health
services. Anthem approves or modifies MCG guidelines as described below. If a state law requires
Anthem to use a different medical criteria, such as InterQual, LOCUS, CALOCUS or ASAM, then Anthem
uses those guidelines as written.

Anthem policy and procedure documents include the following:
1. Medical Policy Formation:
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp pw a044135.html.
2. Medical Necessity Criteria Medical Policy:
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp pw a044145.html
3. Investigational Criteria Medical Policy:
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp pw a044153.html

Members may access any of the procedure documents and actual Medical Policies and Clinical UM
Guidelines in the publicly accessible links above through anthem.com. Plan documents alert members
that medical necessity is one aspect to determining coverage for specific services (“Getting Approval for
Benefits”). The Plan Documents also provide the following information about “Medical Policy and
Technology Assessment”:

“Anthem reviews and evaluates new technology according to its technology evaluation
criteria developed by its medical directors. Technology assessment criteria are used to
determine the Experimental / Investigational status or Medical Necessity of new
technology. Guidance and external validation of Anthem’s medical policy is provided by
the Medical Policy and Technology Assessment Committee (MPTAC) which consists of
approximately 20 Doctors from various medical specialties including Anthem’s medical
directors, Doctors in academic medicine and Doctors in private practice.

Conclusions made are incorporated into medical policy used to establish decision
protocols for particular diseases or treatments and applied to Medical Necessity criteria

used to determine whether a procedure, service, supply or equipment is covered.”

Relevant Definitions:


https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044135.html
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044135.html
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044145.html
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044145.html
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044153.html
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044153.html
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Investigational — Means that the procedure, treatment, supply, device, equipment, facility or drug (all
services) does not meet the Company Technology Evaluation Criteria because it does not meet one or
more of the following criteria:
e have final approval from the appropriate government regulatory body; or
e have the credible scientific evidence published in peer-reviewed medical literature generally
recognized by the relevant medical community which permits reasonable conclusions concerning
the effect of the procedure, treatment, supply, device, equipment, facility or drug (all services) on
health outcomes; or
e be proven materially to improve the net health outcome; or
e be as beneficial as any established alternative; or
e show improvement outside the investigational settings.

Fail first — A requirement that before a service is considered to be medically necessary, the member must
have first tried and failed a different treatment. In determining whether to require fail first for a particular
service or treatment, a component of Medical Policy, Anthem is focused on member safety to ensure
options with less risk or are less invasive are considered.

MPTAC — Medical Policy &Technology Assessment Committee is the authorizing body for Anthem medical
policies and clinical UM guidelines including guidelines developed by MCG which serve as a basis for
medical necessity determinations. The MPTAC is a multiple disciplinary group consisting of physicians
external to Anthem who are in active academic and community practice, as well as internal Anthem
medical directors. Members are from various medical and behavioral health specialties, clinical practice
environments and geographic areas. All members are board certified specialists in their respective fields.

OMPTA - the Office of Medical Policy & Technology Assessment, a department within Anthem whose
associates develop and maintain Anthem medical policies and clinical utilization management (UM)
guidelines, and review or propose modification to MCG guidelines, for review and approval by MPTAC.

Identify the factors used to determine that the NQTL will apply to mental health or substance use
disorder benefits and medical or surgical benefits:

In evaluating whether to develop new medical policy (MP) or clinical UM guideline (CUMG) documents or
for pertinent updates to existing MP or CUMG documents, OMPTA solicits input from a variety of internal
resources including actuary, analytics, behavioral health, claims processing, cost of care, health care
management, legal, and program integrity. Many factors are considered when deciding whether to
develop a new document and include but are not limited to why the topic is being considered, relevant
scientific evidence, whether codes exist to describe the service, potential impacts to cost of care (if
known), whether there are related existing Anthem, AIM or MCG documents, regulatory information, and
relevant specialty society and governmental organization information. While OMPTA does not assign
more weight to any one of the factors identified above, when determining to recommend a topic to
MPTAC for consideration, patient safety concerns are the primary focus of the process.

In evaluating the medical necessity or investigational status of new or existing services and/or procedures
the MPTAC may consider, among other things, the following factors:
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* Scientific data supporting the service or procedure;

* Professional Associations or independent technology evaluation programs supporting the service
or procedure;

* Electronic literature searches supporting the service or procedure;

* Effectiveness and Member Safety Related to Procedure;

* The standard of care in the medical/behavioral health community;

* Detailed input, especially input supported by distinctive peer reviewed medical literature.

All factors are weighted and considered equally. All factors may not be present for each specific service;
thus, the weighting would be based on the specific service or treatment being considered.

Provide the evidentiary standards used for the factors identified in Step 2, when applicable, provided
that every factor shall be defined, and any other source or evidence relied upon to design and apply the
NQTL to mental health or substance use disorder benefits and medical or surgical benefits:

The process and criteria that MCG uses in the development of its guidelines can be found in Exhibit A. The
sources and processes that MPTAC uses to create and review medical policies and clinical guidelines can
be found in Anthem medical policy ADMIN.00001 Medical Policy Formation:
https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp pw a044135.html.

In determining medical policy and clinical UM guidelines for services and procedures, MPTAC
considers the factors noted above in conjunction with committee members’ own clinical judgment
informed by their education and experience.

Scientific Data: MPTAC will consider current scientific data, clinical thinking and medical evidence
that is peer-reviewed, published in English in a journal Indexed in the National Library of Medicine’s
PubMed database and uses reasonable rigorous scientific methodology. MPTAC does not take into
consideration information such as promotional materials, product dossiers, cost effectiveness
studies, white papers, review articles, abstracts, posters or presentations from medical meetings.
These materials may not be subject to the same requirements as the beforementioned data and
include biases not fully challenged as under the scientific method.

MPTAC reviews persuasive scientific data to determine if the studies provide clinical support to
recognize the service or procedure through the creation of objective, clinically based medical policy
or clinical UM guidelines. MPTAC does not require a specific level of support for the service or
procedure or publication in a specific journal, except as noted above. The scientific data will be
considered in light of the committee’s clinical judgment to determine whether the service or
procedure has a material and proven net health beneficial outcome.

Professional Associations or Independent Technology Evaluations Programs: MPTAC will consider
the support for a specific service or procedure through publications from professional associations
and independent technology evaluation programs. The materials may be published by the following:

* Technology assessment entities;
* Appropriate government regulatory bodies; and


https://www.anthem.com/dam/medpolicies/abcbs/active/policies/mp_pw_a044135.html
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* Authoritative medical specialty societies and associations (e.g., American Medical
Association).

MPTAC considers information from the sources above to be potentially less biased and more likely subject
to the rigors of the scientific method. The materials may be persuasive and can be objectively considered
by committee members in determining whether the appropriate amount of research has been performed
and documented to support a medical necessity determination. In reviewing such materials, while the
source may be persuasive, MPTAC will objectively consider the materials in conjunction with their clinical
judgment to make the overall determination. Thus, a specific quantitative evidentiary standard is not used
or expected when reviewing the materials and making clinical medical necessity determinations.

Effectiveness and Member Safety Related to Procedure: In general, regulatory bodies, such as the Food
and Drug Administration (FDA) will opine on the safety of medical devices and other products potentially
used by members after undergoing the FDA’s review process. The published safety recommendation is a
factor in the development of medical policy and clinical UM guidelines. However, in the event safety
indications are not published by a regulatory body or a professional association, Anthem will consider
other evidence to review the effectiveness of a new/existing procedure as well as member safety to
determine whether a medical policy or clinical UM guideline is necessary. The source materials for such
factor includes, specific to the procedure at issue, clinical studies (and the study’s methodology) available
on the procedure since its introduction. MPTAC will consider whether the procedure has a level of
effectiveness to outweigh any member safety concerns evidenced by known and documented side effects
at the time of publication.

Electronic Literature: The results of electronic literature searches are also a factor. MPTAC may consider
study methodology, including but not limited to features such as randomization, blinding, clinically
appropriate follow-up periods, and use of validated and objective measurements tools. MPTAC will also
consider whether studies provide credible scientific evidence which permits reasonable conclusions
regarding net health outcomes and clinical utility and appropriate comparisons to established
alternatives.

Standard of Care: MPTAC may also consider the service/procedure being reviewed as a standard of care
in the medical community with supporting documentation. The supporting documentation to
demonstrate a particular service or procedure has become the standard of care may come from
publications referenced above and further supported by committee members’ clinical judgment. Input
from current practitioners in the medical and behavioral health community may provide further evidence
of the standard of care and support (or lack thereof) of the medical necessity of the service or procedure.

As noted in the Medical Policy Formation process, cited previously, the above factors, sources, and
standards are used by OMPTA and the MPTAC to develop medical policy and clinical UM guidelines for
the medical necessity of services and procedures. MPTAC meets at least three times per year, and reviews
the following:

e Agenda items (e.g., new procedures or services) brought to and researched by OMPTA staff;
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e Every MCG guideline at least annually to determine whether to continue to use the guideline
and/or whether any Anthem-specific modifications should be proposed for review and approval
by the MPTAC;

e All other existing medical policies and clinical UM guidelines at least annually to identify new
published peer reviewed medical studies or other evidence from authoritative sources that may
influence the decision-making process of the MPTAC regarding their determination as to the
medical necessity or investigational nature of the services under their consideration.

Detailed Peer Input: Expert clinical opinion may be obtained from relevant specialists from within and
external to Anthem when appropriate. The process allows MPTAC access to the expertise of wide variety
of specialists and subspecialists from across the United States. The input will be considered based on the
credentials of the individual providing the information, and those with potential biases (e.g., paid
consultants for a particular service) are considered accordingly.

Medical policies/clinical UM guidelines may contain fail first requirements. When a medical policy/clinical
UM guideline is created or reviewed, Anthem primarily relies upon the inclusion criteria that was utilized
to test the treatment’s efficacy when determining whether to apply a fail first requirement. For example,
if a service was tested and proven successful only on individuals over a certain age who had failed a
different treatment for the condition, then that will be relied upon when determining when a service is
medically necessary. MCG utilizes similar criteria in creating its medical policies.

MPTAC decisions on the medical necessity or investigational status of services and procedures are made
by a majority vote of the MPTAC voting members present. Following MPTAC review and approval, Anthem
medical policies and clinical UM guidelines are published to internal and external Anthem websites and
implemented for use by the local markets based on their local requirements.

4, Provide the comparative analyses demonstrating that the processes, strategies,
evidentiary standards, and other factors used to apply the NQTL to mental health or substance
use disorder benefits, as written and in operation, are comparable to, and are applied no more
stringently than, the processes, strategies, evidentiary standards, and other factors used to
apply the NQTLs to medical or surgical benefits.?

Yes, Anthem uses the same processes, strategies, evidentiary standards and other factors when
developing and/or approving medical policies, clinical UM guidelines, and deciding whether to apply a fail
first requirement for MH/SUD and medical/surgical services.

MPTAC includes committee members with expertise in behavioral health to ensure that any decisions on
medical policy and clinical guidelines reflect the standard of care for members with behavioral health
conditions. Anthem does not apply these processes, strategies, and evidentiary standards more
stringently to MH/SUD benefits than medical/surgical benefits.

Since 2018, Anthem has adopted 89 new medical policies/clinical UM guidelines. All of these were
medical/surgical except for the followings, which apply to both medical/surgical and MH/SUD.
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e LAB.00044 Saliva-based Testing to Determine Drug-Metabolizer Status

e LAB.00046 Testing for Biochemical Markers for Alzheimer’s Disease

e LAB.00048 Pain Management Biomarker Analysis

e MED.00133 Ingestion Event Monitors

e MED.00138 Wearable Devices for Stress Relief and Management

e SURG.00158 Implantable Peripheral Nerve Stimulation Devices as a Treatment for Pain

Of the 89 total new medical policies/clinical UM guidelines, only 5 apply a fail first requirement, none of
which address HM/SUD conditions

Anthem medical policies and clinical UM guidelines are all available publicly at:
https://www.anthem.com/provider/policies/clinical-guidelines/updates/. Clinical UM Guidelines are
applied separately in each state and is a market determination (see Prior Authorization NQTL Comparative
Analysis for additional discussion on this process). Overall, Anthem has 477 total medical policies (248)
and clinical UM guidelines (229). While some medical policies and clinical UM guidelines may apply to
both M/S and MH/SUD services, Anthem has only internally developed 3 clinical UM guidelines specific to
behavioral health, but has adopted additional guidelines from an independent third party, MCG.

For MH/SUD services specifically, Anthem does not apply any fail first requirements to inpatient stays,
including residential treatment center, partial hospitalization, intensive outpatient or routine outpatient
services.! Transcranial Magnetic Stimulation (MCG policy), which is FDA approved for severe treatment
resistant depression in adults, is one MH/SUD service for which there is a fail first requirement. Clinical
criteria and the FDA approved indication for TMS is for treatment of Major Depressive Disorder in adult
patients who have failed to receive satisfactory improvement from prior antidepressant medication.
Electroconvulsive Shock Therapy (ECT) (MCG policy) is an example of a service where a member may be
required to fail drug therapy, but would be eligible for the service without failing that therapy if certain
conditions are met (e.g., suicidal). Other than those examples, there are no other fail first requirements
on MH/SUD services. However, there are many medical/surgical services for which there may be a fail
first requirement.

5. Does the group health plan or group or individual market health insurance issuer comply with the
mental health parity requirements regarding this NQTL on MH/SUD benefits?

Yes. Anthem follows the same process for establishing and reviewing medical/surgical and MH/SUD
medical policies and clinical UM guidelines. The process for adopting medical policies and clinical UM
guidelines starts with a consideration of factors all deeply rooted in the clinical information available for
such service. The multi-disciplinary group of professionals with both medical/surgical and mental
health/substance use disorder experience review the clinical information available, regulatory approvals,
consult with outside experts in the relevant specialty, as needed, and utilize their clinical judgment to
make determinations about medical policy and clinical UM guidelines.

! This statement applies to Anthem’s medical policies and clinical UM guidelines as well as MCG. It might not apply
in states in which Anthem is required to use ASAM or other criteria.
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For MH/SUD services, the committee has elected to adopt criteria and guidelines established by an
independent, third-party organization, MCG and has only internally developed a small fraction of the
amount of guidelines for MH/SUD in contrast to those applicable to M/S services. The MCG Guidelines
are subject to intense peer review and regulatory scrutiny, and are also used by many provider
organizations as the preferred resource to determine medical necessity for both M/S and MH/SUD
services.

With respect to fail first requirements, there are very few services for which a fail first requirement applies
for MH/SUD services and the rationale for why a fail first requirement exists is consistent with the medical
literature and the medical community/professional organizations. Therefore, Anthem’s medical policy
process treats MH/SUD services no less favorably than medical/surgical services.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products
underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc.
In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc.
In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company
(HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten
by HMO Miissouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In
Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New
Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and



Anthem.

underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc.
trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna,
and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and indemnity
policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or
Wisconsin Collaborative Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or

administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered
trademark of Anthem Insurance Companies, Inc.
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NQTL SELF COMPLIANCE TOOL

Overview: Anthem’s fully insured policies and the plans that it administers on behalf of self-funded
employers utilize a provider network established by Anthem. Although Anthem has multiple networks,
the same processes described below are used in the formation and modification of each network
arrangement.

1. Identify the NQTL: Network Adequacy — CA, CO, CT, GA, IN, KY, ME, MO, NV, NY, OH, VA, WI

This network adequacy NQTL analysis describes the annual assessment process for in-network
practitioner access and availability to members, and how the measurements are used to determine
network alterations. It further describes how Anthem’s processes, strategies, evidentiary standards, and
other factors for network development comply with the NQTL requirements under MHPAEA.

The NQTL applies to all medical/surgical (M/S) and mental health/substance use disorder (MH/SUD)
providers across all network benefit classifications subject to objective access and availability standards
established by the NCQA, CMS, and state law.

Definitions:

CAHPS (Consumer Assessment of Healthcare Providers and Systems) Survey: A standardized annual
survey that is used to assess the Commercial and Private Exchange patients’ experiences with getting
healthcare and to improve quality of care. The survey is developed and maintained by the AHRQ (Agency
for Healthcare Research and Quality), a government agency.

National Committee for Quality Assurance (NCQA): The NCQA is a non-profit organization promulgating
health plan accreditation standards and quality measures for the health industry. The NCQA also performs
accreditation reviews of health plans relied on by the industry and regulators for evidence of compliance
with standards including credentialing, utilization management, and network adequacy through access
and availability to care measurements.

Network Adequacy: A determination of geographic and appointment access performance, realistic for
the community and the delivery system. Annual quantitative assessment of membership with availability
to in-network practitioners by type, within the established mileage or minutes of their residence and the
access to timely appointments for those practitioners. Accreditation data is not assessed at a level of
group, product or treatment criteria.

Practitioner Accessibility: The extent to which members obtain timely appointments and after hours
contact with medical and behavioral health care practitioners.

Practitioner Availability: The extent to which members have adequate numbers and types of primary
care, specialty care, and behavioral healthcare practitioner available to meet their healthcare needs.

2. Identify the factors considered in the design of the NQTL:

Factors:
e Isthere an NCQA accreditation standard that applies for practitioner availability?
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a. Ifyes, the accreditation standard becomes the baseline measurement to determine
compliance with network geo availability requirements for M/S and MH/SUD providers.

b. Does the state have a specific practitioner availability requirement?

i. If yes, the state law will supplant the base policy requirements predicated on
the NCQA standards.
ii. If no, the base policy requirement predicated on the NCQA standard will apply.
e Isthere an NCQA accreditation standard that applies for practitioner accessibility?

a. Ifyes, the accreditation standard becomes the baseline measurement to determine
compliance with network appointment accessibility requirements for M/S and MH.SUD
providers.

b. Does the state have a specific practitioner accessibility requirement?

i. If yes, the state law will supplant the base policy requirements predicated on
the NCQA standards.
ii. If no, the base policy requirement predicated on the NCQA standard will apply.
e  What are the results of the various member surveys?
e Does Anthem have any internal member complaints on provider access or availability?

NCQA accreditation standards are the primary weighted factor in determining appropriate access and
availability measurement guidelines unless a state or federal law provides a more stringent standard.

3. Identify the sources (including any processes, strategies, evidentiary standards) used to define the
factors identified above to design the NQTL:

Sources:
e NCQA Accreditation Standards for Network Management (NET1-Availability of Practitioners and
NET2-Accessibility of Services).
e State statute or regulation directive for availability or accessibility standards. State statutes are
referenced below.
e Quest Analytics Suite™ geo access reports
e Member surveys including:
a. Consumer Assessment of Healthcare Providers and Systems Survey
b. Enrollee Experience Survey
c. Behavioral Health Member Experience Survey
e Practitioner Level Access Study
e Member complaints

State statues outside of base policy metrics.

California Title 10, California Code of Regulations, Title 28, California Code of Regulations
Colorado Title 10, Article 16, Part 7 Network availability

Colorado Regulation 4-2-53. Network Adequacy Standards
Maine Revised Statue Title 24-A (non-descriptive) and Bureau of Insurance Rule Chapter 850
Missouri Title 20 / Chapter 7 / 20 CSR 400-7.095

MO Reg: 354.603, 354.602
Nevada Nevada Administrative Code

Nevada Regulation NAC 695C.160.
Virginia Title 38

Virginia regulation 12 VAC 5-408-260, 12 VAC 5-408-270, 12 VAC 5-408-280
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Anthem is committed to a standardized process to assure that members can obtain access to practitioners
for medical and behavioral health services. The processes used to evaluate Provider Availability and
Provider Accessibility are the two primary methods in determining network adequacy.

Anthem Practitioner Availability Process

Anthem utilizes standard measures to annually assess members’ availability to sufficient numbers and
types of practitioners providing primary care, behavioral healthcare, and specialty care. The Practitioner
Availability Process is reviewed annually to assess for necessary revisions as a result of changes to NCQA
accreditation standards, state laws, and results of member surveys. The standards ultimately determine
the input to measure and evaluate the applicable networks for numbers and types of all contracted
practitioners who practice primary care, specialty care, and behavioral healthcare. NCQA standards form
the basis for base policy measurements and guidelines, but state variations are included to the extent a
state law diverges from the accreditation standard.

The NCQA and applicable state laws define required practitioner availability guidelines and standards
based on geographic availability and a membership ratio. The geographic measurement is typically the
number of providers in a specific subset compared with the number of members in the same zip code for
a specified amount of miles. For example, the NCQA standard for urban settings is two (2) primary care
practitioners within 5 miles as noted in the graphic below. Anthem annually measures compliance with
the geographic guideline standards through Quest Analytics Suite™ software. The results determine
whether the current network meets requirements for M/S and MH/SUD providers, or if additional
providers need to be added to the network to meet availability requirements.

In addition, Anthem looks at the ratio of members to a specific subset of providers in each network. The
ratio goal formula is the same calculation for all M/S and MH/SUD providers. The actual quantitative goal
may change based on the area, membership amounts, and number of available providers in the area, but
it designed to ensure members have sufficient choices of providers. Ratios are calculated annually for
each specific provider type to determine if a network satisfies adequacy requirements.

Anthem also considers other factors in the monitoring of its provider availability. First, reviews of open
practice rates confirm new patient selection and availability. Anthem has a standard goal, 90%, for open
practices for each primary care practice type and behavioral health practitioners per network. Anthem
also considers member responses to multiple satisfaction, cultural surveys, and clinical complaints. The
results are compared with the ratio and open practice results to determine if additional provider types
are needed for a particular geographic area. Behavioral healthcare survey responses are specifically
considered, and matched to Anthem specific goals.

Anthem Practitioner Accessibility Process

Anthem also utilizes a standard process to assess members’ access to timely appointments for medical
and behavioral health care. Through monitoring of fulfillment of accessibility standards, network
recruiting and development priorities can be adjusted to ensure adequate providers to serve members.
The standard process applies to both M/S and MH/SUD providers.

Anthem uses multiple mechanisms to evaluate networks for access to primary care, specialty care, and
behavioral healthcare services. Member surveys (CAHPS, Enrollee Experience Survey, BH Member
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Survey), a practitioner level access study (telephonic contacts to provider offices), and a review of member
complaints are used to determine whether provider accessibility and wait times meets applicable NCQA
standards, CMS, or state law requirements. For example, CMS establishes national goals for Enrollee
Experience Survey responses related to urgent care, routine care, and specialty care access. The surveys
assess accessibility of both M/S and MH/SUD providers. Responses are compared with the measurements
and goals established by the NCQA standards (see below), CMS, or state law requirements, if applicable,
to determine if additional network capacity is required.

Both the Practitioner Availability and Practitioner Accessibility Processes are used to determine if provider
networks as designed are adequate and meet the membership needs.

Geographic Standards *

Provider Type Urban Suburban Rural
Primary Care Physician 2 practitioners within 5 | 2 practitioners within 2 practitioners within
miles 12 miles 30 miles
Specialists All members —1 within
30 miles
MH practitioner 2 MLT within 10 miles 2 MLT within 25 miles 2 MLT within 60 miles

Source: Accreditation standard guidance.
* Some states use the regulatory metro format as mileage or minutes variation, i.e., CO, NV and NH. Others use a common
mileage, as CA and ME.

Appointment Wait Times *

Provider Type Wait Times for Urgent Wait Times for Routine
Appointments ** Appointments
Primary Care Physician Within 24 hours Within 10 business days - routine
Within 30 calendar days — routine
follow-up
Specialists Within 24 hours Within 30 calendar days — routine
MH practitioner Within 48 hours Within 10 business days - routine

Within 30 calendar days — routine
follow-up

Source: Accreditation standard guidance.

* Some states use regulatory variations, i.e., CA, CO, CT, MO, NH and VA.

** NCQA allows the organization to determine urgent appointment wait time standard for PCP, however, requires BH urgent
at 48 hours.

4. Is the processes, strategies, and evidentiary standards used in applying the NQTL comparable and
no more stringently applied to MH/SUD and medical surgical benefits, both as written and in
operation?
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Yes. As noted above, Anthem uses standard, objective criteria established by the NCQA and various state
laws, as applicable, to determine the measurements for compliance with network adequacy availability
and access requirements. Anthem uses member survey results and compares with the NCQA and state
law criteria analysis to perform a comprehensive review of their networks (M/S and MH/SUD providers
included) to determine if the networks are meeting member expectations.

The comparative analysis for each state demonstrates the Anthem Provider Availability and Provider
Accessibility policies achieve parity in operation. Upon review, the network of MH/SUD practitioners
generally meet or exceed the compliance standards for network adequacy as measured by Quest Analytics
Suite™ for MH/SUD practitioners. Additionally, when compared with M/S provider compliance, the
MH/SUD providers in almost every instance meet or exceed the goal percentage satisfaction of M/S
providers. For example, the Virginia HMO network satisfies the psychiatrist geographic measurements for
urban and suburban setting 100% of the time. The comparable family medicine practitioners satisfy the
same 100% and 99% for urban and suburban settings. Psychiatrists satisfy the Quest Analytics Suite™
requirements for Rural areas (98%), and trail family medicine providers by only 1%. In California, the
network availability satisfies the Quest Analytics Suite™ standards at 100% for virtually all providers. Also
in California, the behavioral health providers meet and exceed accreditation goals for appointment access
and generally perform better than their medical/surgical counterparts. Therefore, the data comparison
demonstrates parity in operation for network adequacy requirements.

5. Does the group health plan or group or individual market health insurance issuer adhere to the
mental health parity requirements regarding this NQTL on MH/SUD benefits?

Yes. Practitioner Availability and Accessibility processes are assessed annually based on objective criteria
developed by the NCQA for accreditation, CMS, and state law. These standards dictate requirements for
M/S and MH/SUD providers. Anthem internal metrics for other factors such as provider open practices
are applied uniformly to M/S and MH/SUD. The standard process and measurements used to evaluate
networks results in both M/S and MH/SUD meeting or exceeding standards in almost all measurements,
and MH/SUD meeting or exceeding M/S providers in almost every category for each state. When
compared, the data demonstrates the network geographic access and appointment availability are very
similar with MH/SUD often outperforming M/S providers.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO
products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield
Healthcare Plan of Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc.
In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed
Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer
non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only
provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and
Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health
Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by
Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc.
trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town
of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or
administers PPO and indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health
Services Insurance Corporation (Compcare) or Wisconsin Collaborative Insurance Corporation (WCIC). Compcare underwrites or
administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Independent licensees of
the Blue Cross Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.



CONTRACTING NETWORK ADEQUACY STANDARDS *
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O [IMasters Level Therapist 100% 100% 99%
Exchange | . [IPsychiatrist 100% 100% 98%
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O [IMasters Level Therapist 100% 100% 99%

Accreditation & Reg BH Goal: 90%

* Data Clarification / Disclaimer - Do not remove
Data is not assessed at a level of specific treatment criteria.
Office level appointment access to the universe of network practitioners with a random samping in each type.

Accessment of members who can get an appointment within the desired timeframe. No correlation with limited treatment ¢

Results are not group or benefit plan specific.
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NQTL SELF COMPLIANCE TOOL (*only applicable for Commercial LOB)

Identify the NQTL: Nonparticipating Provider Reimbursement — Georgia

Identify the factors considered in the design of the NQTL:
e Is there a state mandate that dictates how a service should be reimbursed if the provider is
nonparticipating
e What are participating providers paid for the same service
e |s the provider a professional provider, facility or an emergency provider
e Qverall cost-of-care to keep premium reasonable

Identify the sources (including any processes, strategies, evidentiary standards) used to define the
factors identified above to design the NQTL:

In general, the rates we use to price or pay for services rendered by providers that do not participate
in our networks are based on rates that are accepted by providers that do participate in Anthem
networks. Anthem’s methodology for pricing, except where a state mandate dictates another rating
methodology (states that do so typically do so with respect to Emergency (ER and/or ambulance
services) or where a nonparticipating provider is providing services in a network facility), is as follows:

Professional Claims
We apply a fee schedule that applies 85%-100% of the rates contains rates that have been accepted
by providers who participate in our networks in that market and have not individually negotiated
rates with some exceptions.
e MH/SUD applies 100% of the rates that have been accepted by providers who participate in
our networks.

o Exception would be the E&M codes because the same fee schedule is utilized for
psychiatrists and medical/surgical providers. Therefore, non-network providers
that provide MS/SUD services will receive anywhere from 85% -100% of the rate
used for participating providers.

e In New York, payment is based on a percentage of National Medicare or, for large groups
(50 or more employees), a methodology chosen by the large group employer as permitted
by a State mandate.

Non Hospital Facility Claims

A ASC, Dialysis, HHC, Hospice, Mental Health/Substance Abuse Facilities and SNF*
We apply a rate that is based on 85%-100% of the median rates applicable to our participating
providers in that state, subject to limited exceptions.
e Behavioral Health is based on 100% of the median rates applicable to our participating
providers in that state.
e In New York, pricing is based on the average county rate negotiated with participating
providers.

B. Other Non-Hospital Facility Claims billed on UB04

Page | 1
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We apply a percent off of charge methodology that reflects the aggregate participating provider rates
for the PPO network, except New York. In New York, pricing is based on the average county rate
negotiated with participating providers.

Hospital Claims
We apply 15% mark up above the individual hospitals’ own reported cost. In New York, pricing is
based on the average county rate negotiated with participating providers.

* This non-par facility pricing only applies when services are billed on a UB-04/Facility Claim form.
States Outside of Anthem’s 14 State Footprint. Anthem sells Blue Cross or Blue Cross and Blue Shield
plans in California, Nevada, Colorado, Wisconsin, Missouri, Kentucky, Indiana, Ohio, Georgia, Virginia,
New York, Connecticut, New Hampshire and Maine. If nonparticipating provider claims are received
from states other than those 14, Anthem prices the claim using either the local Blue Cross and/or
Blue Shield plan’s pricing or our own.

Is the processes, strategies, and evidentiary standards used in applying the NQTL comparable and no
more stringently applied to MH/SUD and medical surgical benefits, both as written and in operation?

As noted above, Anthem’s practice is to always pay non-network MH/SUD providers using the rating
methodology specified above (E&M codes pay at 85%-100% of network providers, all other CPT codes
pay at 100%). For medical/surgical providers, depending on the CPT code, they may be paid
anywhere from 85-100% of that rate. For E&M codes that are in common between MH/SUD
providers and medical/surgical providers, the comparative analysis below shows we pay the same
amount to both types of providers.

Comparative Analysis

GAPS5 334A

GEORGIA - 99202 99203 99204 99205 99211 99212 99213 99214 99215
Atlanta

Family Prac $80.33 $114.21 | $175.75 | $222.51 | $22.04 $44.02 $73.30 $106.66 | $143.66
Psych $80.33 $114.21 | $175.75 | $222.51 | $22.04 $44.02 $73.30 $106.66 | $143.66
GAP5 335A

GEORGIA - 99202 99203 99204 99205 99211 99212 99213 99214 99215
outside

Atlanta

Family Prac $85.23 $120.67 | $184.42 | $233.04 | $23.89 $47.06 $77.57 $112.51 | $151.12
Psych $85.23 $120.67 | $184.42 | $233.04 | $23.89 $47.06 $77.57 $112.51 | $151.12

Does the group health plan or group or individual market health insurance issuer comply with the
mental health parity requirements regarding this NQTL on MH/SUD benefits?

Yes. Anthem always reimburses non-network providers that provide MH/SUD benefits at 100% of
the rate used for participating providers. Exception would be for E&M codes where non-network
providers that provide MH/SUD services will receive anywhere from 85% -100% of the rate used for
participating providers, just like medical/surgical services. Non-network providers

Page | 2
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that provide medical/surgical services will receive anywhere from 85% -100% of the rate used for
participating providers. Thus, Anthem’s methodology is equal to or more generous to MH/SUD
providers, depending on the services being billed.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc. Independent licensee of the Blue Cross and
Blue Shield Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.

Page | 3
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NQTL SELF COMPLIANCE TOOL
PRIOR AUTHORIZATION

1. Specify the specific Plan or coverage terms or other relevant terms regarding the NQTL, that apply to such
Plan or coverage, and provide a description of all mental health or substance use disorder and medical or
surgical benefits to which the NQTL applies or for which it does not apply.

Anthem’s fully insured policies and the plans that it administers on behalf of self-funded employers
contain requirements that certain services be reviewed to ensure that they are medically necessary. The
plan document example is attached as Exhibit 1 and details how the prior authorization process works for
members. This analysis explains when Anthem performs a prior authorization review and how Anthem’s
processes, strategies, evidentiary standards and other factors for prior authorization review comply with
the NQTL requirements under MHPAEA.

If a self-funded group utilizes Anthem’s standard prior authorization list, this NQTL applies to that group
plan as well, although the plan language may differ.

The Prior Authorization NQTL applies to medical/surgical (M/S) and mental health/substance use disorder
(MH/SUD) services as identified on the prior authorization list and within the inpatient in-network,
inpatient out of network, outpatient in-network, and outpatient out of network benefit classifications.
Anthem has identified the services requiring prior authorization and their respective classifications below.

Members can locate prior authorization lists online at anthem.com, or can call member services on the
number referenced on their identification card. Additionally, the prior authorization process is detailed in
the member’s benefit booklet/evidence of coverage materials. Exhibit 1 represents Anthem’s standard
fully insured language providing members the information needed on when and how to get approval for
benefits, including an overview of the prior authorization review process.

Providers can locate prior authorization lists online at anthem.com, and can check prior authorization
requirements by CPT codes through the online portal. Any changes to the prior authorization list or
process are also communicated to providers through monthly provider newsletter communications. The
utilization management program, which includes prior authorization review, is also thoroughly outlined in
each provider manual. The provider manual is accessible online at anthem.com. An example of these
materials are included as Exhibit 2.

Anthem has provided the list that reflects the standard services that require prior authorization as of
January 1, 2023 and is displayed on www.anthem.com. (See, Exhibit 3)

Exhibit 4 is a listing of the clinical UM guidelines adopted by Anthem and in effect as of January 1, 2023.

Exhibit 5 illustrates the ROI for the associated policy based on claims data from Q4 2021 — Q3 2022 (report
run on April 17, 2023 by Business Info Consultant Sr).

Anthem is providing some clarifying definitions regarding specific terms used in this comparative analysis.

Prior Authorization — A review of a service, treatment or admission for a benefit coverage
determination which is done before the service or treatment begins or admission date, including
but not limited to pre-admission review, pretreatment review, Utilization Review and Case
Management.

Medical Policy - Anthem medical policies are used by all plans and lines of business (unless an
applicable Federal law, state law, or contract language states otherwise) for medical necessity
reviews. They are developed to address experimental or investigational technologies and services
where there is a significant concern regarding member safety.
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Clinical Utilization Management Guideline - Clinical utilization management guidelines are not
always used by all plans or lines of business, but are available for adoption to review the medical
necessity of services related to the guideline when the Plan performs a utilization review for the
subject. They are developed to address medical necessity criteria for technologies/services where
sufficient clinical evidence exists to evaluate the clinical appropriateness of the request, goal
length of stay place of service, and level of care.

Return on Investment — ROl is a factor used in the development of the prior authorization list.
The analysis compares the medical cost savings with the cost of administering the prior
authorization program. The analysis is based on historical medical management data for each
procedure code, which are ultimately attributed to each Medical Policy and Clinical Utilization
Management Guideline.

Medical Policy & Technology Assessment Committee (MPTAC) - The Medical Policy &
Technology Assessment Committee (MPTAC) is a multiple disciplinary group including physicians
from various medical and behavioral health specialties, clinical practice environments and
geographic areas. The MPTAC consists of physicians external to Elevance Health who are in
active academic and community practice, as well as internal Elevance Health medical directors.
MPTAC created the medical necessity criteria within medical policy and clinical utilization
management guidelines used by medical directors to determine the medical necessity of
services.

2. ldentify the factors used to determine that the NQTL will apply to mental health or substance use disorder
benefits and medical or surgical benefits.:

= Applicable Medical Policy or Adoption of a Clinical Utilization Management Guideline over the
particular service;
o Appropriateness of care;
o Member Safety;
o Member/Provider Abrasion;
o High Cost of Services;
= Competitor Policies (inpatient only);
= State laws, regulations, or other federal/state mandates (e.g., Medicaid contract requirements)

Factor Weighting: A state or federal mandate will ultimately control whether a service is included or
deleted from the prior authorization, as Anthem will comply with the mandate despite the consideration
of other factors.

If a mandate is not applicable, the presence of a medical policy is weighted over the other factors. If a
medical policy or clinical utilization management guideline is adopted by the local plan, the services subject
to the MP or CUMG may be subject to prior authorization except where the service is considered
investigational for all conditions. Member safety also outweighs the consideration of ROI or cost of care
concerns during the determination of whether to adopt a CUMG.

3. Provide the evidentiary standards used for the factors identified in Step 2, when applicable, provided that
every factor shall be defined, and any other source or evidence relied upon to design and apply the NQTL to
mental health or substance use disorder benefits and medical or surgical benefits.:
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General Overview:

Anthem conducts utilization review on services for which it has a subject matter specific medical policy or
clinical UM guideline (including third-party guidelines)) and uses MCG criteria, which include goal length of
stay criteria, unless a state law requires the usage of an alternative criteria (e.g., ASAM, LOCUS/CALOCUS).
Anthem also has an Administrative Medical Policy, ADMIN.00006, that provides a framework for review of
services for medical necessity determinations in certain circumstances where Anthem does not have a
subject matter specific medical policy or clinical UM guideline (including third-party guidelines), such as
when a service is new and Anthem has not yet decided whether to develop policy or a guideline on point and
a request for precertification has been received from a provider even though Anthem doesn’t require prior
authorization. Anthem uses MCG criteria, including those that pertain to inpatient lengths of stay, unless
state law requires usage of an alternative criteria. The Medical Policy & Technology Assessment Committee
(MPTAC) is the body that both approves the medical policies and clinical UM guidelines (and third-party
guidelines, including the usage of MCG criteria). MPTAC includes a provider that specializes in behavioral
health as a committee member in addition to providers in other medical and surgical specialties.

Anthem reviews its prior authorization list at least semi-annually to determine whether to add or remove
a service from the list. The initiation of a determination whether to add or remove a service from the
preauthorization list begins with an inquiry received from a source such as:

a. Post Medical Policy & Technology Assessment (MPTAC) meeting (this includes any
changes to medical policy or clinical UM guidelines made by MPTAC);

b. Clinical Criteria Review Team (CCRT) request;
New diagnosis and procedure codes released by the AMA and CMS;

Health Plan request to initiate rule change for their line of business (e.g., specific state
commercial or Medicaid line of business).

e. State or federal regulatory guidance.

Whether a request is made or simply following the quarterly MPTAC meeting, the determination of whether
prior authorization will be required is based on the following analysis for inpatient and outpatient M/S and
MH/SUD services.

Inpatient Preauthorization:

Anthem requires that all inpatient stays be preauthorized, whether for medical/surgical services or mental
health/substance abuse services.

Inpatient services include elective or emergency hospital admissions, transplant services, maternity stays
past the 48-96 hours or a newborn staying past the mother’s discharge date, skilled nursing facilities, long
term care facilities (LTAC), residential treatment centers. Many surgical services on Anthem’s standard
prior authorization list could be done in an inpatient or outpatient facility setting.

Application of factors for Inpatient Prior Authorization Determination:

e Provider/Member Abrasion — Provider/Member abrasion is a factor considered for the
determination of requiring prior authorization for inpatient services. It is helpful to members
to have a decision before undertaking a procedure and potentially subjecting members and
providers to financial responsibility if such services, normally expensive, were reviewed
retrospectively for medical necessity. The abrasion factor considers whether a member or
provider would likely submit a grievance or complaint, or be placed in financial hardship if the
service is not pre-approved and later denied for lack of medical necessity. The abrasion factor
applies equally to medical/surgical and mental health/substance use disorder services.

e Competitor Plans — While lesser considered than other factors, Anthem does consider the
manner in which competitors subject services to prior authorization. Industry standards
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typically subject inpatient services to prior authorization requirements for medical/surgical and
mental health/substance use disorder services.
o Sources: Review of competitor plans filed in other states or available online.

e Maedical Policy & Clinical UM Guidelines —Inpatient procedures are subject to medical policies
and clinical UM Guidelines. The services have been reviewed and criteria established based on
peer reviewed information, and the member is required to satisfy the criteria before a service
is ultimately approved.

e State laws, federal law, program contracts — These mandates may determine the criteria
ultimately required for prior authorization, and some inpatient services may be subject to
specific mandates directing when prior authorization can be performed. If these are in place,
they will be adhered to for medical/surgical and mental health/substance use disorder services.

Outpatient Preauthorization:

Whether an outpatient M/S or MH/SUD service requires prior authorization is generally based on whether the
service is subject to a medical policy or the plan has adopted a clinical utilization management guideline. Medical
Policies and Clinical UM Guidelines are developed by the Medical Policy and Technology Assessment Committee
(MPTAC) according to the Medical Policy Formation process outlined in ADMIN.00001 Medical Policy Formation.
This process is also discussed further in Anthem’s Medical Policy and Fail First NQTL comparative analysis.
MPTAC does not play any role in determining whether such service, Medical Policy or Clinical UM Guidelines,
and the procedure codes under such policies and guidelines, will require prior authorization.

Clinical Utilization Management Guidelines developed by MPTAC are subject to review and adoption by the
Clinical Criteria Review Team (CCRT). The CCRT contains cross sectional representation of key stakeholders
across the enterprise and includes the lead plan medical director, medical directors, health plan directors,
reimbursement policy management and both UM and clinical operations team. The CCRT considers the
following factors in determining whether to adopt the clinical UM guideline and whether such will require prior
authorization:

= Member Safety — Member safety is a paramount concern with all procedures, and is a factor in the
determination of whether to adopt a clinical utilization management guideline. In considering member
safety, the Clinical Criteria Review Team will review the clinical materials (scientific data, clinical
studies, government agency analyses/approvals) to determine the risks of such procedures on
members. The team may also review subsequent studies on the services and treatment following
regulatory approval to determine the presence of other risks or side effects. The risks will factor into
the criteria’s establishment, and also be considered by the Clinical Criteria Review Team in whether
such medical/surgical or mental health/substance use disorder treatment or service should require
prior authorization. Ultimately, this factor will be based on the clinical judgment of the personnel on
the Clinical Criteria Review Team.

=  Member/Provider Abrasion- Provider/Member abrasion is a factor considered for the determination
of requiring prior authorization for outpatient services. It is helpful to members to have a decision
before undertaking a procedure and potentially subjecting members and providers to financial
responsibility if such services were reviewed retrospectively and denied for lack of medical necessity.
The abrasion factor considers whether a member or provider would likely submit a grievance or
complaint, or be placed in financial hardship if the service is not pre-approved and later denied for lack
of medical necessity. The abrasion factor applies equally to medical/surgical and mental
health/substance use disorder services.

= Appropriateness of Care — Medical directors will consider whether or not the services subject to the
Medical Policy or Clinical UM Guideline are subject to appropriate levels of care concerns. If so, a
particular service may be subjected to prior authorization to ensure a member is receiving care at the
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level or form that is justified based on their presenting conditions and treatment history. Anthem will
look to regulatory approvals, such as the FDA, to determine what types of conditions the
procedure/service is approved to treat and any applicable stipulations on when care should be
received.

State law, regulation, contractual requirements — State law, regulations, and contractual
requirements (e.g., Medicaid contractual requirements) may stipulate when prior authorization (i.e.,
medical management) may or may not be used for a particular service. In the event a medical policy
or clinical UM guideline is being considered in a respective state, but the applicable service is subject
to state mandate requiring or prohibiting prior authorization for such service, the state mandate will
be followed for M/S and MH/SUD services, as applicable.

High Cost of Services — For medical/surgical services, Anthem uses a return-on-investment analysis in
consideration of the cost of services. The data analysis is performed by Business Analysts on the
Finance/HealthCare Analytics team. The source for the analysis consists of:

o Clinical review costs — The internal costs to Anthem for personnel, equipment,
technological systems, system upgrades and programming, and other investments
necessary to complete a prior authorization review and determine the medical necessity
of requested services against the criteria developed by MPTAC.

o Case Data — Review of historical claims and medical management case data to determine
the costs of the particular services, usage trends, and medical coding for the cases.

The Financial Analytics team will analyze the data to determine the clinical review costs incurred by
procedure code that is attributable to the specific medical policy or clinical utilization management
guideline. Medical policies or clinical utilization management guidelines realizing savings through a
length of stay consideration are not included in the analysis. Additionally, an estimate of the potential
savings is projected based on the medical costs associated with each procedure code attributable to
the specific medical policy or clinical utilization management guideline. The result is a ratio of the
medical cost savings (e.g., savings resulting from non-payment for services deemed not medically
necessary) over the clinical review costs (e.g., costs associated with performing the review). For clarity
and ease of review, the team subtracts one from the quotient for those codes, clinical UM guidelines,
and medical policies with a higher cost than savings. These particular codes, clinical UM guidelines and
medical policies, will be referenced as a negative net ROI. If savings outweighs the clinical review costs,
the ratio will presented as a positive for the Clinical Criteria Review Team consideration.

The data is ultimately presented to the Clinical Criteria Review Team for consideration in the
determination of whether the Medical Policy or Clinical Utilization Management Guideline, and the
underlying procedure codes, should require prior authorization. Cost is one factor in the overall
analysis, and will be weighed less than the other factors of appropriateness of care or member safety.
The evidentiary standard for cost is a 5:1 ROl (savings to cost). If the particular Medical Policy, Clinical
Utilization Management Guideline (and the underlying procedure codes) has an ROI 5:1 or above, the
finance team will provide a recommendation to the Clinical Criteria Review Team for inclusion on the
prior authorization list.

The calculations above are continuously prepared and updated throughout the year and are reported
on a quarterly basis.

Mental Health/Substance Use Disorder Services - Inpatient

Service

Factor

Source/Standard/Description

Inpatient Admissions (All inpatient
admissions and RTC)

Member/Provider
Competitor Policies

Abrasion,

Inpatient admissions for all
medical surgical services are
required to be prior authorized,
just like inpatient admissions,
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including residential treatment
center admission, for MH/SUD
services.

Mental Health/Substance Use Disorder Services

- Outpatient

Service Factor Source/Standard/Description

Intensive Outpatient (IOP) & | MCG Guideline — High Cost | Anthem utilizes MCG criteria for

Partial Hospitalization (PHP) Services, Member/Provider | IOP/PHP. In determining the
Abrasion application of prior authorization,

Anthem looks at the average
length of stay based on claims
data and the average per diem for
each service. As a result of the
calculations, the service s
deemed high cost, which would
likely result in member/provider

abrasion if  services were
performed and denied
retrospectively for lack of medical
necessity.

Transcranial Magnetic Stimulation

Adopted CUMG — Member Safety
& Appropriateness of Care

Anthem utilizes MCG criteria for
this service. Due to member safety
and appropriateness of care
concerns, the requests for TMS
are reviewed according to FDA
approvals to ensure some form of
medication treatment has been
tried without response before
using TMS for treatment of major
depressive disorder.

Adaptive Behavioral Treatment
(e.g., ABA or applied behavioral
analysis)

Adopted CUMG -
Appropriateness of Care, Member
Abrasion & High cost of services

Anthem has adopted a clinical UM
guideline and due to the high cost
of services. The ROI analysis was
above the 5:1 threshold for
consideration, and member
abrasion would result if services
were provided (typically high
volume) and later denied for lack
of medical necessity.

Intensive Home Behavioral

Therapy

Adopted CUMG- Appropriateness
of Care, Member Abrasion & High
cost of services

Anthem has adopted a clinical UM
guideline due to the high cost of
services. The ROl analysis was well
above the 5:1 threshold for
consideration, and member
abrasion would result if services
were provided (typically high
volume) and later denied for lack
of medical necessity.

4, Provide the comparative analyses demonstrating that the processes, strategies, evidentiary
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standards, and other factors used to apply the NQTL to mental health or substance use disorder
benefits, as written and in operation, are comparable to, and are applied no more stringently than,
the processes, strategies, evidentiary standards, and other factors used to apply the NQTLs to
medical or surgical benefits.?

Prior Authorization List Development Process Overview: The following describes the process applied
to determine if prior authorization is appropriate or whether an existing prior authorization should be
removed. It applies to medical/surgical and mental health/substance use disorder services in the same
manner.

Data Analysis is performed using data models established by the Finance team using a similar
methodology across all lines of business (LOB), including the cost of prior authorization (e.g., clinical review
costs mentioned above). (Data models are based on 24 months of data with a 3 month claim lag.) Reports
may be requested from the appropriate Finance team within each LOB being evaluated. The review occurs
quarterly following the MPTAC meeting and during the semi-annual review when all clinical guidelines and
medical policies are reviewed.

= Determine if clinical criteria or medical policy is present;
= Determine if Current Procedural Terminology (CPT) and/or Healthcare Common
Procedure Coding System (HCPCS) codes are currently on a post service (relational) edit;
= Determine if CPT/HCPCS codes are considered Not Otherwise Classified (NOC) or Add On
codes.
A Business Analyst determines if the savings meets the established Anthem methodology for ROI
(CoC ROI or administrative). Ensures full code set is reviewed to evaluate services to be added or removed
from requiring prior authorization.
= Clinical UM Guideline or medical policy must be present to add authorization:
o Criteria created when a new treatment appears on the scene. Judgment
made on known or potential risk for harm to the member.
o Criteria created when treatment is used all of the time in the standard of care
and there is a potential for overutilization, fraud, waste and abuse.

= [tems considered before adding services to require prior authorization (no one factor
weighs more heavily than another):
o Memberimpact
o Provider Abrasion,
o High cost.

The Business Analyst prepares a summary and recommendation to be presented to the Clinical
Criteria Review team (CCRT) to be vetted in preparation for submission for approval.

The CCRT reviews recommendations and agrees to either send for review and approval or may
recommend modifications based on other data points (i.e., relational edits, over utilization, PSCCR or sentinel
effect).

The CCRT recommendations are submitted to the health plan’s Regional Vice President Medical
Director for consideration. The RVP Medical Director will consider the recommendation amongst the
additional factors noted above, and utilize their clinical judgment in determining if the clinical UM guideline
should be adopted and if prior authorization is warranted based on the factors (appropriateness of care,
member safety, member/provider abrasion, state mandates) considered. The RVP Medical Director has
the ultimate authority to approve the adoption of a clinical UM guideline and the adoption/removal of a
service from the prior authorization list. The same process and consideration applies to both M/S and
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MH/SUD services.

Once the initiative is approved, the Anthem UM Rule team will assign an Initiative Owner and
begin the formal implementation project. The Anthem UM Rule team is the operational team that
implements the decision to add/remove a service from the prior authorization to ensure the systems are
adjudicating claims properly and appropriate communications have been rel