Executive Summary

Proviso 8.41, DHHS: Medicaid Cost and Quality Effectiveness

The South Carolina Department of Health and Human Services (SCDHHS) is submitting this report in response to Proviso 8.41, DHHS: Medicaid Cost and Quality Effectiveness.  This report identifies the measures that have been established to evaluate the cost effectiveness and quality of South Carolina’s Medicaid Managed Care program and reports the results of the first annual evaluation and cost analysis.  

When evaluating these results, it is important to consider the developmental stage of each of the managed care models.  Health Maintenance Organizations (HMOs) began in 1996 and Medical Homes Networks (MHNs) began in 2004.  Limitations in access to data available only through chart review, varying lengths of time enrolled in a plan, lag time in encounter data and inherent coding errors must be taken into account.  In addition, it should be noted that dually eligible recipients who comprise a significant proportion of risk can participate in a MHN, but are not permitted to enroll in a HMO.  

This first evaluation report provides the baseline from which managed care is moving forward.    For those Health Plan Employer Data and Information Set (HEDIS) measures that could be measured, both HMOs and MHNs are doing well in some areas and need improvement in others.  With regards to cost when using risk-adjusted rates, this analysis shows that there would be savings to the state if the entire fee-for-service population had been enrolled in either a HMO or a MHN.  At the same time, the total cost of care to DHHS would have increased if the entire MHN population had been enrolled in a HMO or fee-for-service.  There is considerable variance in the level of risk between the populations within the MCOs versus the MHNs; thus, the risk adjustment factor has material impact on the risk-adjusted cost.

Consumer satisfaction with both HMO and MHN plans is generally positive with ratings being somewhat higher for the Medical Home Networks.  Provider satisfaction with Medicaid Managed Care in South Carolina does not appear to fall consistently on either end of the continuum, according to the responses obtained in this study.  While overall satisfaction scores indicate a slight tendency to favor Medical Home Network Plans, some HMO providers report being generally satisfied.  

Introduction

In July 2006, the South Carolina Legislature passed Proviso 8.41, DHHS: Medicaid Cost and Quality Effectiveness, requiring that the “Department of Health and Human Services (DHHS) shall establish a procedure to assess the various forms of managed care (Health Maintenance Organizations and Medical Home Networks, and any other forms authorized by the department) to measure cost effectiveness and quality.  These measures must be conducted by December 15 of each year.  In addition to the cost effectiveness calculations, HMOs and MHNs must conduct annual patient and provider satisfaction surveys equivalent to those sanctioned by nationally recognized managed care accrediting organizations.  Cost effectiveness shall be determined in an actuarially sound manner and data must be aggregated in a manner to be determined by a third party actuary in order to adequately compare cost effectiveness of the different managed care programs.  The program measures must use a case-mix adjustment that encourages the managed care organizations to enroll and manage all beneficiaries.  The results of the cost effectiveness calculations and the patient and provider satisfaction surveys must be made available to the Speaker of the House, Chairman of the Ways and Means Committee, President Pro Tempore of the Senate, and Chairman of the Senate Finance Committee no less than 45 days after the measures have been collected.”  

Scope and Methodology

The purpose of this report is to outline the measures that have been established to evaluate the cost effectiveness and quality of South Carolina’s Medicaid Managed Care program. Specifically, the managed care entities to be evaluated include the Medical Homes Network (MHN) and Health Maintenance Organization (HMO) providers.  These providers will be compared in terms of total costs to each other as well as the overall managed care eligible population of South Carolina Medicaid recipients. The measures established to evaluate quality are based on, and consistent with, the national standards for measuring quality health indicators, consumer satisfaction, and provider satisfaction.   In response to the proviso, this report identifies the measures to be used annually and reports the results of the first annual evaluation and costs analysis.

The sources of information used in this evaluation include:

· South Carolina Medicaid Management Information System (MMIS) claims data including fee-for-service and encounter data to identify Medicaid participants enrolled in managed care plans and to calculate performance measures.

· Enrollment data and payments made to HMO entities based upon administrative data maintained by DHHS staff.

· National Council on Quality Assurance’s Health Plan Employer Data and Information Set (HEDIS) for managed care quality measures and national level data rates for HEDIS measures specific to the Medicaid population.

· Consumer Assessment of Health Plans 2006 CAHPS® 3.0H Medicaid Adult and Child Member Satisfaction Surveys for assessing consumers’ experiences with their health plans.

· Provider Satisfaction Survey. 

Overview of South Carolina’s Medicaid Managed Care

One of the Department of Health and Human Services’ major initiatives is to develop managed care options for Medicaid recipients throughout South Carolina.  The goals are to improve quality of care and manage Medicaid resources by ensuring that Medicaid recipients have a medical home.  Managed care is typically described as a system in which medical services are coordinated by an organization or person with a contract to be responsible for the health care provided to an individual.  Managed care plans encourage the use of a network of health care providers and use various techniques to manage utilization of services.  Many assume risk by accepting a negotiated (capitated) payment per patient while other models receive an enhanced payment for care coordination through the fee-for-service mechanism (Hughes and Luft, 1994).  

Unlike many other states who rushed to implement managed care in their Medicaid state programs, SCDHHS has taken a more cautious and methodical approach enabling it to benefit from the experiences of other state Medicaid programs.  In 1996, SCDHHS implemented its first HMO program.  Over the past ten years, SCDHHS has tested various models of voluntary managed care; and in 2004, expanded the managed care initiative to include the Primary Care Case Management (PCCM) model.  One model tested was the Physician Enhanced Program (PEP).  A limited number of studies have documented the costs savings associated with certain aspects of PEP compared to fee-for-service or other forms of Medicaid managed care (Carolina Medical Review, 2000; Pittard, 2004; Pittard; 2006).  These studies have all been limited to Medicaid data from 1996 to 1998 – documenting the early history of the managed care program.  PEP has been found to be more costly than fee-for-services (FFS) in studies comparing these programs that use a stratified random sample of recipients to control for the health status and geographical distribution of Medicaid recipients (Lopez – De Fede et al., 2003; Lopez – De Fede et al., 2005).  A further examination of medical providers participating in the PEP program found that successful practices shared these common threads: a commitment to tracking quality measures; evaluating performance, and continuous quality improvement .
In the past ten years, the South Carolina Medicaid Program has undergone tremendous changes spearheaded by shifts in federal and state priorities, technological and pharmaceutical innovations, population demographics, and rising costs.  These changes required that the SC Medicaid Program examine all of the health care initiatives by embracing strategies that combined both cost savings with accountability and program improvements.  The early PEP findings support the need to define and standardize quality measures to improve the delivery of health care services.  To achieve these goals, the Medical Home Network Model shares attributes with HMOs complete with member services, care coordination, quality assurance, and accountability never seen in traditional FFS Medicaid or even the earlier form of the PEP PCCM.  The new mechanisms will ultimately include performance measurement and provider profiling to improve quality and enhance consumer choice.  The baseline data presented in this report evaluating the Medicaid Managed Care Program indicates movement towards achieving these goals. 

As of November 2006, the South Carolina Medicaid program has two HMO plans and four PCCMs or Medical Home Networks (MHN).  The two managed care models in South Carolina are defined below: 

· Health Maintenance Organization (HMO)/Managed Care Organization (MCO).  This type of plan offers its member’s comprehensive coverage for hospital and physician services for a fixed, prepaid fee (capitation rate).  HMOs either contract with or directly employ participating health care providers, and patients (members) must choose among these providers for all services.  A fixed monthly fee is paid for each enrollee; in return the health plan and participating providers assume full financial risk for the delivery of most Medicaid-covered health services.  

· Medical Home Network (MHN)/Primary Care Case Management (PCCM).  In this program, a contract is established between SCDHHS and an entity, such as a Care Coordination Services Organization, to work with primary care doctors who manage patients’ care.  The state pays the Care Coordination Services Organization a per member per month fee to analyze the practice patterns of enrolled primary care physicians.  This information is then shared with the physicians to determine when focused, preventative services should be offered, which targeted disease management services should be provided to enrollees with special needs, and what type of care coordination services are needed for subsets within their recipient population.  The physicians are paid a small per member per month fee to be accessible to enrolled recipients and provide or arrange for the delivery of needed healthcare services.  The state pays for health services for the enrolled members on a fee-for-service basis with the administration costs being the financial risk for the Care Coordination Services Organization in this arrangement.  If savings are recognized, the state shares these savings with the Care Coordination Services Organization who in turn shares with participating providers.
Nationally, these two models have proven to be successful in reducing inappropriate emergency room use, increasing access to office-based primary care and overall reduction in expenditures between 5 and 15 percent below traditional fee-for-service levels (U.S. GAO 1993).  This report presents the first efforts to examine the cost effectiveness, quality improvement, and satisfaction with these models in South Carolina.  The findings will serve as the baseline from which future reports can compare these ongoing efforts with fee-for-services.   

The following maps illustrate the rapid expansion of these two models across South Carolina.  As of December 2006, there were 89,927 Medicaid participants enrolled in HMO plans and 57,357 enrolled in the Medical Home Networks.  In March 2005, 14 counties had no managed care options, 27 had only one plan, and five had two plans.  Today, all but two counties offer at least one plan.  Over half (24 counties) offer three or more options including both HMOs and MHNs.  This rapid expansion creates new opportunities to meet the health care needs of South Carolinians with the responsibility to document the impact of these initiatives on costs and quality through accountability.  
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Measuring Cost Effectiveness

Methodology

In order to measure the cost of providing benefits to Medicaid recipients, a database of eligibility and expenses (claims, “kicker” payments, care coordination fees, and case management fees) for state fiscal year 2006
 was developed. The analysis database was edited to:

1) Delete services not covered by managed care entities. These services include dental, community long-term care (CLTC), and transportation services.

2) Delete services provided by other state / public entities.  Examples of these excluded costs are services provided by organizations such as the Department of Health and Environment Control (DHEC), the Department of Disabilities and Special Needs (DDSN), and the Department of Mental Health (DMH).

The resulting database was then used to calculate the per member per month claims cost for the baseline population (all recipients) and the population enrolled in a MHN. Furthermore, case management and care coordination fees paid to MHN providers were added to the cost of care for recipients in those products.

Enrollment data and payments made to HMO entities were compiled based on administrative data maintained by SCDHHS staff.

The final step in implementing the analysis was the development of a risk adjustment factor that will be applied to each of the sub-populations. The adjustment is necessary because without application of such an adjustment, comparisons of fee-for-service cost and premiums paid would not be meaningful.  To develop risk adjustment factors for the baseline and MHN populations, the methodology and tools used to develop the HMO specific risk adjustment factors were applied to the FY2006 fee-for-service claims experience. In essence, all claims experience was processed through the Adjusted Clinic Group (ACG) system from Johns-Hopkins University. The system uses a selected set of diagnostic and enrollment data to evaluate the risk for each recipient in the analysis period. The risk for each person is expressed as a factor that is then weighted by the number of member months a person has in the analysis period. For example, a recipient with relatively few member months in the analysis period with high risk would not have the same contributory impact as a covered person with the same inherent risk and twelve member months in the analysis. 

Analysis and Discussion:

The results of the data analysis are summarized in the following table:
Table (1)
	Delivery Model
	 Member Months 
	 Total Cost 
	 Cost Per Member Per Month 
	 Risk Index 
	 Risk Adjusted Per Member Per Month 

	Total HMO
	 830,523 
	 112,707,394.94 
	135.71
	 0.8817
 
	153.91 

	Total MHN
	423,499
	 68,046,428.41 
	160.68
	 1.1166 
	143.89

	Total Fee-for-Service
	 8,138,401 
	 1,785,808,930.00 
	219.43 
	 1.2968 
	 169.21 


The column definitions are:

Delivery Model – the unit of observation.

Member Months – the number of months of eligibility that recipients were enrolled in the care delivery vehicle.

Total Cost – the sum of expenditures made by DHHS. These amounts include fee-for-service payments; care management fees, board fees, premiums paid, maternity kicker payments, and newborn kicker payments.

Cost Per Member Per Month – the total cost divided by the member months.

Risk Index – the resulting index from the processing of the claims and demographic data through the ACG model. A risk index of 1.00 indicates the average risk expected by the ACG grouper. Indices greater than 1.00 indicates more severe risk and an index of less than 1.00 indicate less severe risk.

Risk Adjusted Per Member Per Month – the cost per member per month adjusted for risk. The calculation is the cost per member per month divided by the risk index.

Based upon all costs, the MHN model has the lowest risk adjusted cost at 143.89, followed by HMO enrolled recipients at 153.91 per member per month, and finally fee-for-service enrolled recipients at 169.21 per member per month.  The impact of the risk adjustment is clear in the risk adjusted per member per month analysis – there is considerable variance in the level of risk in the three units of observation and the risk adjustment factor has material impact on the risk-adjusted cost.
Dually Eligible Discussion and Impact:

There are several discussion points with respect to the dually eligible population:

1) Dually eligible recipients are not permitted to enroll in an HMO, while participation in a MHN is allowed. Furthermore, such recipients comprise a significant proportion of the exposure in both the MHN and fee-for-service programs. 

2) Effective January 1, 2006, a material proportion of the claims expense related to the dually eligible was shifted to Medicare as a result of the Medicare Modernization Act. As of that date, Medicare began to cover prescription drug expenses for such enrollees. As a result, the cost to the state was significantly reduced.  The complete impact of this shift will be examined in the next iteration of this report.

In order to quantify the impact of the dually eligible on the analysis, the cost and risk indexes were recalculated with the dually eligibles removed. The following table summarizes the results:

Table (2)
	Delivery Model
	 Member Months 
	 Total Cost 
	 Cost Per Member Per Month 
	 Risk Index 
	 Risk Adjusted Per Member Per Month 

	Total HMO
	 830,523 
	 112,707,394.94 
	135.71
	 0.8817 
	153.91 

	Total MHN
	387,221
	 62,385,576.84 
	161.11
	0.9779 
	164.75

	Total Fee-for-Service
	 7,069,885 
	 1,545,519,139.00 
	218.61 
	 1.2937 
	 168.98 


Because the dually eligible are not eligible to enroll in an HMO, the results of the analysis for that group of recipients are unchanged. The results for the MHN and fee-for-service population demonstrate the high risk, and relatively low cost nature of the dually eligible population. For the MHN population, the composite risk score declined from 1.1166 to .9779, a decrease of 12.42%. Per member per month cost, on the other hand, increased from 160.68 to 161.11, an increase of .2676%. Because of the decrease in risk and the increase in cost, the risk adjusted per member per month cost for the increases from 143.89 to 164.75, an increase of 14.5%. The impact is not as pronounced for the fee-for-service population. The risk index decreases .239% (1.2968 to 1.2937); per capita cost decreases .3737% (219.43 to 218.61); and risk adjusted cost decreases .1359% (169.21 to 168.98).  By removing the dually eligible, the HMO delivery model has the lowest risk adjusted per member per month cost at 153.91; followed by MHN at 164.75 per member per month; and finally the fee-for-service population at 168.98 per member per month.

Measuring Quality Assurance

Background

In June 2002, the federal Department of Health and Human Services published the Medicaid Managed Care Final Rule in the Federal Register. The rule implements quality improvement provisions for states' Medicaid managed care programs that Congress included in the Balanced Budget Act of 1997.  The rule requires that each state's quality assessment and performance improvement strategy include state-specified standardized performance measures for all state Medicaid managed care programs. Specifically, 42 CFR ß438.240(c) requires that states monitor managed care organization (MCO) performance using standardized performance measures specified by the state and that HMOs submit data necessary for the performance measures to operate.

In response to this requirement, the SCDHHS implemented strategies to develop a Medicaid Managed Care Performance Measurement System.  It is based on the premise that, in order to promote accountability and market competition, consumers and purchasers must have access to objective, comparable information about their health care choices.  To assure that cost-containment does not compromise quality, health plans must be encouraged to compete on more than price.  The measures are divided into three measurement areas: a) Quality and Utilization Measures, b) Enrollee Satisfaction and Access to Care, and c) Provider Satisfaction.  

This is the first annual report documenting the results of the implementation of the Medicaid Managed Care Performance Measurement System.  The administrative data, encounter, claims and eligibility files are furnished to the University of South Carolina, Institute for Families in Society under contract with the SCDHHS for the completion of an independent evaluation of the SC Medicaid Managed Care Program.   The evaluation consists of analyses of outcome measures established to measure managed care programs.  All research has been approved by the University of South Carolina Institutional Review Board to ensure that the privacy of all involved is maintained and compliant with the Health Insurance Portability and Accountability Act (HIPAA).  

Quality Assurance and Utilization Measures

Over the last two years, the SCDHHS has incorporated outcome measures from the Health Plan Employer Data and Information Set (HEDIS) as part of the quality assurance activities within the SC Medicaid Managed Care Program.  The University of South Carolina Institute for Families in Society has helped to identify, adapt, and establish the measures for the SCDHHS that will be used to determine the rates for these HEDIS
 outcomes measures annually. This report provides information regarding annual Medicaid outcomes for the period FY 2005-2006.  A total of 14 measures are used across the two years, although at this time (or this early in the process), not all measures can be determined in each year.  Measures that were used in more than one year allow for year-to-year comparisons.  By comparing rates over time, SCDHHS should be able to determine whether the outcomes of care are improving for the Medicaid population. In particular, with intra-HMO and MHN comparisons, DHHS can determine whether the managed care plans are improving their care over time. 

For some measures, the National Council on Quality Assurance (NCQA) has published national level data rates for specific HEDIS measures for the Medicaid population. These analyses provide national benchmarking data that will allow South Carolina insights into how the state’s Medicaid managed care program compares with programs in other states.  This report provides information regarding Medicaid rates for the following HEDIS measures and ages for the baseline and subsequent years: 


Child and Adolescent Measures

· Birth and Average Length of Stay for Newborns 

· Complex Newborn

· Well Newborn

· Total

· Well Visits

· Well-child visits in the first 15 months

· Well child visits in the third, fourth, fifth and sixth years of life

· Adolescent Well care visits (Ages 12-21)
· Ambulatory Visits for Children and Adolescents

· Preventive Medicine

· ER Visits

· Surgical Care

· Myringotomy Procedures

· Tonsillectomy Procedures


Adult Measures

· Well Visits

· Well-Adult visits (19-64 years of age)

· Discharges and Average Length of Stay-Maternity Care

· Cesarean Section

· Vaginal Deliveries

· Total

· Ambulatory Care 

· Preventive Visits

· ER visits

· Annual Dental Visits (Year 2 Measure)

· Use of Appropriate Medications for People with Asthma (Year 2 Measure)

· Breast Cancer Screening  (Years 2 Measure)

· Diabetes Care (Year 2 Measure)

· Cervical Cancer Screening (Percentage of women age 21-64 who received one or more pap tests)


Number of Members with Special Health Care Needs


· Children

· Adults

Following established HEDIS criteria, only those enrollees eligible for at least 11 months of the year were included in the analyses.  Enrollees eligible for the entire year have the greatest opportunity to utilize services as compared with those eligible for only part of the year.  Using this methodology, we captured the entire health care utilization experience for those who were eligible for at least 11 months. Those who were eligible for a shorter time period may have sought and received care that was not recorded in the claims and encounter databases during the months they were not enrolled in the program. From a performance measurement and quality assurance perspective, this provides utilization rates that are most fair when holding health plans accountable for the care provided to their covered populations.
Limitations

Although the outcome measures utilized for the report are based on the HEDIS measures adopted nationally for quantifying the outcomes of care in managed care plans, some measures are modified for use with the data available through the SC Medicaid program. The use of administrative data and the need for adjustment to the measures leads us to outline the limitations of the information contained within the report. Since we have access to administrative data only and are not able to augment this data with chart review, we are unable to adjust some measures for information that would be contained within medical charts. For example, HEDIS allows for the exclusion of some enrollees based on prior medical information (e.g., women who have had a double mastectomy may be excluded from the breast cancer screening rates). For the outcome analyses, these enrollees are included in the rates because we are unable to review the chart to determine whether a mastectomy has been performed. In addition, due to varying lengths of time enrolled in the Medicaid program, the administrative data available for each person often does not cover a sufficient period of an individual’s health service experience (in this example, the time when a woman may have had a double mastectomy) to exclude such enrollees from the analyses. 

There are other limitations inherent in using claims and encounter data for outcomes based research.  First, the health services data from the HMOs (encounter records) have a significant lag time between the date of service and the date they are paid.  Nationally, 95% of claims are adjudicated and paid within three months; however, South Carolina Medicaid adjudicates and pays only 85% of claims within three months of the date of service.  Second, all administrative data contains coding errors and may not have procedure codes or diagnoses that correctly reflect what happened during a given contact with the health system.  However, this problem will be minimized as the measures within the HEDIS set utilize widely accepted and well-defined protocols. 

Additionally, the lack of developed managed care in South Carolina, either commercially or in the public sector, presents challenges in evaluating managed care organizations and providers.  The relative age and developmental stage of these programs must be considered in this analysis.  

Quality Assurance Results and Analysis

This section presents the results of the HEDIS measures that could be calculated during this baseline year of evaluation.  Table 3 describes who is enrolled in Medicaid managed care. 

Table (3):
Profile of Recipients in Managed Care 

	
	HMO 
	Medical Home 

Network
	 All Plans

	Unduplicated No. of Recipients with Claims (July 1, 2005 – June 30, 2006)



	Fee-for Service Claims

Managed Care Claims
	60,537

41,732
	38,951

2
	99,488

41,734



	Age Distribution of Recipients

	% Age 0 – 20 

% Age 21 – 44 

%  Age 45 – 64

% Age 65  and older
	85%

12%

3%

     NA
	79%

9%

8%

4%
	82%

10%

5%

3%

	Recipients with Special Health Care Needs

	% of Children 

% of Adults 
	6%

4%
	6%

7%
	6%

5%


Newborn Measures

Three HEDIS measures related to the health of newborn infants and their utilization of services are reported: 1) average length of stay, 2) rate of complex newborns and 3) the number of newborn discharges per 1,000 member months.  Though every effort was made to mirror the HEDIS protocol when conducting these analyses, there are differences that should be noted prior to presenting the results.  Within the HEDIS measures, newborns are identified by either having a diagnosis code of V30 through V39 or a DRG of 385 though 391.  This protocol was followed for the fee-for-service claims data, but encounter data did not include DRG.  Also, there were some newborns enrolled in a Medicaid Managed Care Initiative according to eligibility files that did not have claims or encounters making it difficult to assume that the data used to compute rates across plans are comparable.  Several reasons account for the missing encounters that are worth further investigation.  In some cases, plans have not been successful in transmitting the information, data is not accepted, or that the HEDIS protocol for selecting newborn claims/encounters does not work with the current data due to coding differences.  Lastly, the current enrollment pattern of Medicaid Recipients into Medical Home Network Plans does not allow this measure to be adequately captured for this baseline report.  This outcome quality measure is limited to only recipients enrolled in HMO plans. 

Well and Complex Newborns 

For the HEDIS measures, newborns are categorized as either well or complex.  Complex newborns are those that have a hospital stay of five days or more, are transferred to another hospital or facility and are unable to be tracked, or those who have expired.  Table (4) compares these measures between plans with the 2005 Medicaid National Averages developed by National Committee for Quality Assurance (NCQA). 

Table (4):
 Well and Complex Newborn Measures

	Measure per 1,000 Member Months
	HMO
	Medical Home Network
	All Plans

	Newborn Discharge

Average Hospital  Stay
	4.6

3.7
	Data not available
	Not Applicable

	Complex Newborns Discharge

Average Hospital Stay 
	0.8

11.6
	Data not available
	Not Applicable

	Well Newborn Discharge 

Average Hospital Stay 
	3.8

2.3
	Data not available
	Not Applicable 


Child and Adolescent Measures

The Medicaid program has children as its primary enrollee group.  Establishing measures to determine the quality of care for this population is important.  These measures can help determine equal access to services across managed care plans for children and adolescents participating in Medicaid managed care.  Six HEDIS measures of quality of care are reported: 1) well-child visits in the first 15 months; 2) well-child visits ages 3 to 6; 3) adolescent well-care visits ages 12 – 21; 4) ambulatory care visits ages 3 to 21 years; 5) dental visits for children and adolescents, and 6) tonsillectomy and myringotomy rates

Well-Child Visits 

The HEDIS measure for rates of children with a well-child visit are divided into three age categories: 1) the percentage of recipients who received six or more well-child visits in the first 15 months of life; 2) the percentage of recipients ages 3 to 6 who received one or more well-child visits, and 3) the percentage of recipients ages 12 to 21 (adolescents) receiving one or more well-care visits.  Well-child visits are defined as those children with a diagnosis code of well child exam V20.2, V70.0, V70.3, V70.5, V70.6, V70.8, V70.9 or a procedure code indicating a preventive exam (CPT: 99381, 99382, 99391, 99392, 99432).  Table (5) compares these measures between plans with the 2005 Medicaid National Averages developed by National Committee for Quality Assurance (NCQA).  

Table (5):
Well-Child Visits Measures 

	Measure percent of children with visits
	HMO
	Medical Home Network
	All Plans

	Birth – 15 months 
	57%
	66%
	61%

	3 to 6 years 
	26%
	24%
	24%

	12 to 21 years
	12%
	12%
	12%


The baseline data seems to suggest the need to examine the low rates of school-age children receiving annual well-care visits.  Although it is difficult to imagine that all school-age children would be able to obtain an annual preventive visit, a higher rate can be attained.  From a data perspective, several reasons may influence these rates: 

1) The rapid growth of managed care programs resulting in a lower number of recipients with 11 months of continuous enrollment.  This continuous enrollment time is required to adequately apply the HEDIS measures.  

2) The rate of missing or incomplete encounter data may underestimate the actual number of child and adolescent well-care visits. 

As such, this data represents a baseline from which to examine health care practices and efforts to address the health care needs of children and adolescents in the Medicaid managed care program.  

Ambulatory Care Visits for Children and Adolescents

Table (6) indicates the percent of children ages 3 to 21 years with at least one ambulatory care visit during 2006.  Within the HEDIS measures, this rate is designed to determine the percent of children who saw their primary care provider (PCP) at least once; however this had to be modified for these analyses.  The Medicaid administrative data does not allow us to determine whether the child saw their PCP or some other health care provider.  Therefore, we have calculated the percent with an ambulatory care visit, regardless of provider.  An ambulatory care visit is defined as any visit with the following procedure codes: 99381-99387, 99391-99397, 99401-99404, 99411-99412, 99420-99429 or the following diagnosis codes: V20.2, V70.0,  V70.3, V70.5, V70.6, V70.8 , V70.9.  

Table (6):
The Percent of Children and Adolescents with One or More Ambulatory Care Visits

	Measure percent of children with one or more visits
	HMO
	Medical Home Network
	All Plans

	Ambulatory Care Visits
	35%
	44%
	38%


This modification of the HEDIS definition indicates that more than one-third of children in managed care had at least one annual preventive visit.  Although the findings suggest that more children have access to well-care, the findings suggest that an examination of policies encouraging anticipatory guidance activities for school-age children is warranted.  

Preventive Dental Visits 

In addition to preventive medical visits, children are encouraged to have regular preventive dental visits.  Within the Medicaid managed care program, dental care is primarily provided on a fee-for-service basis through the general Medicaid program.  The health plans are thus not held accountable for dental utilization.  Table (7) shows the percent of eligible children and adolescents (4-21 years) having an annual dental visit.  A preventive dental visit is defined as a visit with one of the following procedure codes (HCPCS Codes: D0120-D0999, D1110-D1550, D2110-D2999, D3110-D3999, D4210-D4999, D5110-D5899, D6010-D6199, D7110-D7999, D8010-D8999, D9110-D9999, or CPT: 70300, 70310, 70320, 70350, and 70355).

Table (7):
Preventive Dental Visits 

	Measure percent of children with one or more dental visits
	HMO
	Medical Home Network
	All Plans

	Preventive Dental Visits
	52%
	49%
	51%


Tonsillectomy and Myringotomy Rates 

Surgical rates can be indicators of access to specialty services.   Table (8) indicates rates per 1000 enrollees for each of the major managed care initiatives for tonsillectomy and myringotomy procedures.  The rates are calculated for children up to the age of nineteen years. Tonsillectomy rates were calculated using the following procedure codes: 42820, 42821, 42825, 42826, and 42860.  Myringotomy rates were calculated using procedure codes 69433 and 69436.   

Table (8):
Tonsillectomy and Myringotomy Rates

	Measure Visits per 1,000 Member Months
	HMO
	Medical Home Network
	All Plans

	Tonsillectomy Rates

Birth - 9 Years

10– 19 Years 
	1.2

0.5
	2.4

1.0
	1.6

0.7

	Myringotomy Rates

Birth - 4 Years

5 – 19 Years
	3.1

0.4
	6.2

0.9
	4.3

0.6


The rates of tonsillectomy and myringotomy vary significantly between HMO and

Medical Home Networks in the Medicaid Managed Care Program.  There is an assumption that the need for surgery is the same across both providers.  However, the populations of special health care needs children in each group may result in large rate difference that may not be clinically significant.  Conversely, variance among the providers may indicate under utilization due to lack of access or over utilization due to unnecessary surgery.  This is an area requiring further exploration. 

Emergency Department (ED) Visits 

Table (9) highlights the percent of children with one or more emergency department visits (ED).  ED visits are defined as claims with a place of service codes 23; and procedure codes (10040-69979, 99281-99288)  

Table (9):
The Percent of Children and Adolescents with Emergency Department Visits 

	Measure percent of children with one or more Emergency Department Visits ( Birth to 19 Years)
	HMO
	Medical Home Network
	All Plans

	Emergency Department Visits
	37.9%
	54.8%
	43.6%


This is a measure requiring further analyses to differentiate between ED visits made by recipients with special health care needs from those recipients using the ED for non-urgent care.

Adult Measures

Due to the requirement for multiple years of data, HEDIS Adult measures for this baseline year are limited to maternal care measures.  Five HEDIS measures related to the maternal care are reported: 1) average length of stay; 2) rate of vaginal deliveries; 3) rate of cesarean deliveries; 4) ER visits and 5) ambulatory care visits.  

Maternal Care Measures

In reviewing these measures, the reader is asked not to draw overarching conclusions.  The length of time a mother spends in the hospital following the delivery of a newborn varies.  Long lengths of stays may indicate that deliveries were more complex or had more complications.  This in turn may indicate a lack of poor prenatal care or poor management of the delivery through the provider network managed care plan.  Short length stays may indicate early discharge that could lead to complications later increasing cost of care.  It has become widely accepted that length of stay should average at least two days.  To date, the encounter data for maternal length of stay has not been easily available.  Within the Medicaid Managed Care Program, significant numbers of claims and encounters were missing; therefore, there are limits on the conclusions that can be drawn from the findings.  Table (10) highlights the rates of vaginal and cesarean deliveries with their accompanying length of hospital stays.  

Table (10):
Maternal Care Measures

	Measure Discharges per 1,000 Member Months
	HMO
	Medical Home Network
	All Plans

	Cesarean Section Rate

Average Length of Hospital Stay 
	0.3

3.7`
	0.2

3.4
	0.5

3.6

	Vaginal Delivery Rate

Average Length of Hospital Stay


	0.7

2.4
	0.6

2.3
	1.3

2.4


Emergency Department Visits 

Table (11) highlights the percent of adults with one or more emergency department visits (ED).  ED visits are defined as claims with a place of service codes 23; and procedure codes (10040-69979, 99281-99288).  The age category for this measure is based on the HEDIS protocol. 

Table (11):
The Percent of Adults with One or More Emergency Department Visits

	Measure percent of adults with one or more ED visits  (Age 20 and Older)
	HMO
	Medical Home Network
	All Plans

	Emergency Department Visits
	77%
	73%
	76%


This is an area that requires further examination to determine the difference between an urgent and non-urgent ED visit. 

Ambulatory Care Visits 

Table (12) indicates the percent of adults ages 20 and above with at least one ambulatory care visit during 2006.  Within the HEDIS measures, this rate is designed to determine the percent of adults who saw their primary care provider (PCP) at least once; however this had to be modified for these analyses.  The Medicaid administrative data does not allow us to determine whether the adult saw their PCP or some other health care provider.  Therefore, we have calculated the percent with an ambulatory care visit, regardless of provider.  An ambulatory care visit is defined as any visit with the following procedure codes: 99381-99387, 99391-99397, 99401-99404, 99411-99412, 99420-99429 or the following diagnosis codes: V20.2, V70.0,  V70.3, V70.5, V70.6, V70.8 , V70.9

Table (12):
The Percent of Adults with One or More Ambulatory Care Visits

	Measure percent of adults with one or more visits ambulatory care visit (Age 20 and Older)
	HMO
	Medical Home Network
	All Plans

	Ambulatory Care Visits
	6%
	2%
	4%


Enrollee Satisfaction and Access to Care

As part of the federally required quality assurance plan, the SCDHHS conducts a survey to measure adult and child enrollee satisfaction with services provided by the managed care programs.  The University of South Carolina Institute for Families in Society conducted the 2006 CAHPS® 3.0H Medicaid Adult and Child Member Satisfaction Surveys.  The Consumer Assessment of Health Plans (CAHPS®) is a set of survey tools developed to assess patient satisfaction with both commercial and public health plans. It has been used extensively with consumers in Medicaid.  Developed jointly by the Agency for Healthcare Research and Quality (AHRQ) and NCQA, the CAHPS® 3.0H Survey is the most comprehensive tool available and has become the national standard for measuring and reporting on the experiences of consumers with their health plans.
The objectives of the enrollee satisfaction surveys include the following:

· to collect information to measure the satisfaction of enrollees with various aspects of their managed care program and the health care they receive;

· to identify features of care and service that contribute most to enrollee satisfaction; and

· to examine how subgroups of enrollees (defined by socio-demographic characteristics, health status, and utilization patterns) differ in rating the managed care programs.  

The CAHPS® addresses a variety of aspects of consumer satisfaction with their health plan, provider and overall health care, including: 

1. Satisfaction ratings on specific aspects of medical care or health plan:

· Specific aspects of health services related to actual encounter with providers:

· Thoroughness of treatment

· Attention to what enrollee has to say

· Amount of time with doctors or staff 

· Outcomes of enrollee’s medical care

· How well enrollee’s needs are met

· How well different people and departments communicate

· Overall quality of care

· Thoroughness of exam and accuracy of diagnosis

· Thoroughness of explanations

· Friendliness of doctors and staff

· Advice about ways to avoid illness

· Sensitivity to cultural or religious background

· Specific aspects of health care and services associated with plan coverage and information available to enrollees:

· Range of services covered by health plan

· Information about covered services

· Coverage for preventive care

· Availability of medical advice by phone

· Specific aspects of health care and services associated with appointments:

· Ease of making an appointment

· Waiting time between setting appointment and visit

· Specific aspects of health care and services associated with provider choice:

· Number of doctors to choose from

· Ease of choosing a personal physician

· Specific aspects of health care and services associated with physical access:

· Convenience of the location of doctor

· Access to services - evenings and weekends

2. Overall measures of satisfaction and perceived health plan quality and performance

· Overall satisfaction with health plan, all things considered

· Intention to switch

· Would recommend to family or friends

· Change in overall performance

3. Perceived problems with access to care

· Delays in getting medical care while waiting for approval

· Not getting medical care that doctor believes is necessary

· Difficulty in getting referral to specialist desired

4. Other experiences that reflect health plan performance

· Making appointments

· Waiting time between appointment and actual visit

· Waiting time in the provider’s office

· Having called or written with complaints

· Resolution of complaints

In addition, the survey collects information on the enrollees’ health status, socio-demographic characteristics, health care utilization and length of enrollment with the health plan.

Enrollee Satisfaction and Access to Care Results and Analysis

The CAHPS® Health Plan Survey was mailed to a stratified random sample of 3000 Medicaid participants (adults and children) who had been enrolled in Medicaid managed care plans for at least six months.  Since Palmetto Medical Home Network began serving Medicaid participants in early 2006 and had no participants meeting the criteria, that plan is not included in the Consumer satisfaction measures in this report.  The Adult CAHPS® survey was mailed to the enrollee, and the Child CAHPS® survey was mailed to the parent of the enrolled child.  Through a series of mailings and follow-up, a 31% return rate was achieved which is comparable to the 32% national rate of return.  Analysis of the survey respondents showed characteristics comparable to the stratified random sample.  Table 13 provides demographic characteristics of the survey respondents.

      Table (13):  Demographic Characteristics of Survey Respondents
	TABLE 13:  RESPONDENT CHARACTERISTICS (N = 918)

	
	HMO
	MHN

	
	Respondents
	Percentages
	Respondents
	Percentages

	Age Range
	<1 – 64
	
	19 – 85+
	

	Gender

	  Male
	94
	30.6
	94
	26.3

	  Female
	211
	68.7
	263
	73.7

	Location

	  Rural
	189
	56.6
	249
	69.7

	  Urban
	116
	34.7
	108
	30.3

	Race

	  White
	80
	26.2
	149
	44.7

	  Black
	200
	65.6
	167
	50.2

	  Hispanic
	6
	2.0
	0
	0.0

	  Other
	19
	6.2
	17
	5.1


The majority of questions on the CAHPS® Health Plan Survey asked respondents to report on their experiences with various aspects of their care.  For analysis purposes, questions that relate to the same aspect of care or service are combined into summary measures known as composites.  The standard composites reported summarize enrollees’ experiences in the five areas.  The individual questions included in each of these measures and the types of responses are described in Table 14.

Table (14):  Composite Score Questions and Response Format

	Measure: Getting Needed Care

	Since you joined your/your child’s health plan, how much of a problem, if any, was it to get a personal doctor or nurse you are happy with?
	Response Format


· A big problem

· A small problem

· Not a problem

	In the last 6 months, how much of a problem was it to see a specialist that you/your child needed to see?
	

	In the last 6 months, how much of a problem, if any, was it to get the care, tests, or treatments you or a doctor believed necessary?
	

	In the last 6 months, how much of a problem, if any, were delays in health care while you waited for approval from your/your child’s health plan?
	

	Measure: Getting Care Quickly

	In the last 6 months, when you called during regular office hours, how often did you get the help or advice you needed for your child?
	Response Format


· Never

· Sometimes

· Usually

· Always

	In the last 6 months, when you/your child needed care right away for an illness, injury, or condition, how often did your child get care as soon as you wanted?
	

	In the last 6 months, not counting time you needed health care right away, how often did you/your child get an appointment for health care as soon as you wanted?
	

	In the last 6 months, how often were you/your child taken to the exam room within 15 minutes of his or her appointment?
	

	Measure: How Well the Doctors Communicate

	In the last 6 months, how often did your/your child’s doctors or other health providers listen carefully to you?
	Response Format

· Never

· Sometimes

· Usually

· Always

	In the last 6 months, how often did your/your child’s doctors or other health providers explain things in a way you could understand?
	

	In the last 6 months, how often did your/your child’s doctors or other health providers show respect for what you had to say?
	

	In the last 6 months, how often did doctors or other health providers explain things in a way your child could understand? (Child Only)
	

	Measure: Courtesy, Respect, and Helpfulness of Office Staff

	In the last 6 months, how often did office staff at your child’s doctor’s office or clinic treat you and your child with courtesy and respect?
	Response Format

· Never

· Sometimes

· Usually

· Always

	In the last 6 months, how often were office staff at your child’s doctor’s office or clinic as helpful as you thought they should be?
	

	Measure: Health Plan Customer Service, Information, and Paperwork

	In the last 6 months, how much of a problem, if any, was it to find or understand information about your/your child’s health plan (in written material or on the Internet)?
	Response Format

· A big problem

· A small problem

· Not a problem

	In the last 6 months, how much of a problem, if any, was it to get the help you needed when you called your/your child’s health plan’s customer service?
	

	In the last 6 months, how much of a problem, if any, did you have with paperwork for your/your child’s health plan?
	


The results of each of the composite measures are presented in the following sections.

Get Needed Care

Combines responses from four questions regarding how much of a problem, if any, consumers had with various aspects of getting care.







Figure 1:  Get Needed Care Composite

Get Care Quickly

Combines responses from four questions regarding how often consumers received various types of care in a timely manner.







Figure 2:  Get Care Quickly Composite

How Well Doctors/Health Providers Communicate

Combines responses from four questions regarding how often doctors/health providers communicated well with consumers.







Figure 3:  How Well Doctors Communicate

Office Staff were Courteous and Helpful

Combines responses from two questions regarding how often office staff were courteous and helpful.






Figure 4:  Office Staff Courteous/Helpful Composite

Customer Service

Combines responses from three questions regarding getting needed information and help from your health plan.







Figure 5:   Customer Service Composite

Results of Rating Questions

The CAHPS Health Plan Survey includes four rating questions designed to distinguish among important aspects of care (National CAHPS® Benchmarking Database).  The four questions asked plan participants to rate their experiences in the past six months with the following:

· their personal doctor or nurse

· the specialist the participant saw most often

· health care received from all doctors and other health providers; and l

· their health plan overall

Ratings are scored from 0 – 10.  Zero is the “worst possible” and 10 is the “best possible.”  The following charts show the ratings of these four questions for both HMOs and MHNs.  

Overall Rating of Personal Doctor or Nurse

Using a scale from 0 – 10, where zero is the “worst possible” and 10 is the “best possible”, how would you rate your personal doctor or nurse?






Figure 6:  Rating of Personal Doctor

Overall Rating of Specialists

Using a scale from 0 – 10, where zero is the “worst possible” and 10 is the “best possible”, how would you rate your specialist?






Figure 7:  Rating of Specialists

Overall Rating of Health Care

Using a scale from 0 – 10, where zero is the “worst possible” and 10 is the “best possible”, how would you rate all of your health care?






Figure 8:  Rating of Health Care

Overall Rating of Health Plan

Using a scale from 0 – 10, where zero is the “worst possible” and 10 is the “best possible”, how would you rate your health plan?






Figure 9:  Rating of Health Plan

Consumer Satisfaction Conclusions
Consumer satisfaction with both HMO and MHN plans is generally positive with ratings being somewhat higher for the Medical Home Networks.  Consumers indicated that getting needed care was not a problem 70 percent of the time from MHNs and 53 percent of the time from HMOs; and they were able to usually or always get care quickly (71 percent in MHNs and 60 percent in HMOs).  Consumers were less satisfied with how well doctors and health professionals communicated with them indicating that only a little over half usually or always communicated well.  However, 63 percent of all respondents rated their doctor or nurse very high (9 or 10 with 10 being “best possible”).  Consumers also appear mostly satisfied with office staff and the customer service they received from their health plan.  

Provider Satisfaction Measures

Evaluating quality in a complex system like healthcare requires gathering data from a variety of sources. Service utilization and health outcome variables are commonly examined and offer the benefits of providing aggregate information about what services are being delivered and, potentially, what effects these services have on their beneficiaries. However, such analyses may not render adequate indications why a healthcare system is, or is not, successfully providing quality service. The opinions of healthcare providers, the people directly involved in the delivery of services, may offer insight into the ways a system’s characteristics affect the quality of care delivered to patients.  The purposes of the provider survey are: 1) to assess provider satisfaction with various aspects of Medicaid Managed Care (MMC); and 2) to serve as a baseline measure for subsequent years.  

The provider survey asks providers to report on their experiences in the following eight areas:

1. Customer Service

· Process of obtaining member information (eligibility, benefit coverage, co-payments) for Medicaid recipients in the plan in which they are enrolled

· Medicaid recipients’ knowledge of the benefits provided by the plan in which they are enrolled

2. Provider Relations

· Responsiveness and courtesy of the provider plan

· Timeliness to answer questions and resolve problems by program/plan

· Frequency and effectiveness of plan/program representative visits

· Quality of provider orientation process by plan / program

· Quality of written communications, policy bulletins, and manuals by program / plan

3. Network

· Quality of health plan’s /program primary care providers

· Quality of health plan’s/program specialists

· Timeliness of consultation reports from specialists

4. Care Coordination 

· Administration of the health plan’s/program approval/notification of patient’s needs

· General administrative ease of facilitating care for patients

· Degree of improvement plan/program has made to reduce/eliminate the “hassle factor” of getting the services Medicaid recipients need 

5. Quality Management

· The health plan / program’s administration of the PCP’s referral to a specialist

· The health plan’s/program facilitation of clinical care for patients

· The health plan’s/ program commitment to chronic disease management

· Degree to which the plan / program covers and encourages preventive care and health wellness

6. Financial Issues

· Accuracy of claims processing

· Timeliness of claims processing 

· Reimbursement rates for services you provide

· Reimbursement method for services you provide

7. Pharmacy and Drug Formulary 

· Understanding of the SC Medicaid Program formulary and medical exception process

· Understanding of the Managed Care plan formulary and medical exception process

8. Overall Satisfaction and Loyalty 

· Willingness to recommend the Medicaid Managed Care plan/program to other patients

· Willingness to recommend the Medicaid Managed Care plan/program to other physicians

· Satisfaction with Medicaid Managed Care initiatives

· Satisfaction with the SC Medicaid Program

Methods

A stratified random sample of HMO and MHN Providers was drawn to ensure a representative sample of providers participating in the Medicaid Managed Care Program.  A total of 475 surveys were mailed followed by a reminder post-card.  In addition, a second mailing to non-responders was sent between August 11, 2006 and September 19, 2006.  A toll-free telephone number was provided to answer questions and provide the option of completing the survey via telephone.  The response rate was twenty-two percent or 106 providers.  All surveys included a bar code that enabled the evaluators to scan responses so that analysis could be attributed to the initiatives with which they were most closely associated, i.e., HMO or MHN.  A copy of the survey can be furnished upon request.

Provider Satisfaction Results and Analysis

Figure 10 presents the occupations reported by respondents.  Seventy-nine percent indicated being primary or specialist providers.  Administrators and others made up the second largest category with 21% of the respondents.  

Figure 10:
Provider Survey Respondents Primary Occupation
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Table (15) highlights the characteristics of the providers responding to the survey.  It is consistent with a stratified random sample drawn for this survey allowing for generalizing of the findings to these two initiatives.  Plan comparisons cannot be made due to the small numbers of providers responding and the numbers of providers participating in multiple plans within the same geographic region.  Providers reported participating in an average of three different Medicaid plans within their practices.  As such, the responses were coded based on the “plan that most influenced their responses”. 

Table (15): 
Selected Characteristics of Managed Care Provider Satisfaction Survey Respondents (N = 106)

	Question
	Responses 
	Percentages

	Occupation

	Primary Care 

Specialty Care

Administrative/Manager

Other
	71

14

6

15
	67%

13%

6%

14%

	Practice Management Type

	Group

Solo

Academic

Other
	59

27

8

12
	56%

26%

8%

10%

	Years in Practice 

	Less than five years

5 – 15 years

16 years or more
	25

27

54
	24%

26%

50%

	Years in Medicaid Managed Care

	Less than six months

6 months to 1 year

1 – 3 years

3 – 6 years

More than 6 years
	11

21

28

21

25
	10%

20%

26%

20%

24%

	Percent of Patients in Medicaid Managed Care 

	Less than 10%

11 – 30%

31 – 50%

More than 50%
	49

36

17

4
	46%

34%

16%

4%

	Medicaid Managed Care Plan that Most Influenced Answer to Survey

	HMO

Medical Home Network 
	64

42
	60%

40%

	Preferred Method of Responding to SC DHHS Sponsored Surveys

	Telephone Interview

Mail-in Survey

Email Form

Electronic Response via Secured URL(Website)

Other
	35

38

15

17

1
	33%

36%

14%

16%

1%


The survey findings are presented as composite scores for eight key measures, i.e., Customer Service; Provider Relations; Quality of the Plan Network; Care Coordination; Quality Management; Financial Services; Pharmacy and Drug Formulary; Loyalty and Overall Satisfaction.  All the plans are collapsed into one of two categories, i.e., HMO or Medical Home Network (MHN).   

Customer Service Composite

	Composite Measure of Customer Service

	Q 10
	Process of obtaining member information (eligibility, benefit coverage, co-payments) for Medicaid recipients by program/plan 


	Response Format

· Excellent

· Very Good

· Good

· Fair

· Poor

· N/A

	Q 11
	Process of obtaining member information (eligibility, benefit coverage, co-payments) for Medicaid recipients by program/plan 
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Customer Relations


Provider Relations Composite

	Measure Provider Relations

	Q 12
	Responsiveness and courtesy of the provider plan
	Response Format

· Excellent

· Very Good

· Good

· Fair

· Poor

· N/A

	Q 13
	Timeliness to answer questions and resolve problems by program / plan
	

	Q 14
	Frequency and effectiveness of plan/program representative visits
	

	Q 15
	Quality of provider orientation process by plan / program
	

	Q 16
	Quality of written communications, policy bulletins, and manuals by program / plan
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Provider Relations


Quality of the Network Composite 

	Composite Measure of Quality of the  Network

	Q 17
	Quality of health plan’s /program primary care providers


	Response Format

· Excellent

· Very Good

· Good

· Fair

· Poor

· N/A

	Q 18
	Quality of health plan’s/program specialists


	

	Q 19
	Timeliness of consultation reports from specialists
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Quality of the Network


Care Coordination Composite

	Composite Measure of Care Coordination 

	Q 20
	Administration of the health plan’s/program approval/notification of patient’s needs
	Response Format

· Excellent

· Very Good

· Good

· Fair

· Poor

· N/A

	Q 21
	General administrative ease of facilitating care for patients
	

	Q 22
	Degree of improvement plan/program has made to reduce/eliminate the “hassle factor” of getting the services Medicaid recipients need
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Care Coordination


Quality Management Composite

	Measure Quality Management

	Q 23
	The health plan / program’s administration of the PCP’s referral to a specialist
	Response Format

· Excellent

· Very Good

· Good

· Fair

· Poor

· N/A

	Q 24
	The health plan’s/program facilitation of clinical care for patients
	

	Q 25
	The health plan’s/ program commitment to chronic disease management initiatives
	

	Q 26
	Degree to which the plan / program covers and encourages preventive care and health wellness
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Financial Issues Composite 

	Measure Financial Issues

	Q 27
	Accuracy of claims processing
	Response Format

· Excellent

· Very Good

· Good

· Fair

· Poor

· N/A

	Q 28
	Timeliness of claims processing
	

	Q 29
	Reimbursement rates for services you provide
	

	Q 30
	Reimbursement method for services you provide
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Financial Issues


Pharmacy and Drug Formulary Composite

	Measure Pharmacy and Drug Formulary

	Q 31
	I have a good understanding of the SC Medicaid Program formulary and medical exception process.



	Response Format

· Strongly Agree

· Agree

· Neither Agree or Disagree

· Disagree

· Strongly Disagree

	Q 32
	I have a good understanding of the Managed Care plan formulary and medical exception process.
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Pharmacy and Drug Formulary


Loyalty Composite

	Composite Measure of Overall Loyalty to Managed Care Program 

	Q 33
	Would you recommend the Medicaid Managed Care plan or programs to other patients?

	Response Format

· Definitely Yes

· Probably Yes

· Probably Not

· Definitely Not

	Q 34
	Would you recommend the Medicaid Managed Care plan or programs to other physician?
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Overall Satisfaction Composite

	Measure Overall Satisfaction

	Q 35
	Overall satisfaction with Medicaid Managed Care initiatives?



	Response Format

· Very Satisfied

· Somewhat Satisfied

· Neither Satisfied or Dissatisfied

· Very Dissatisfied

	Q 36
	Overall satisfaction with the SC Medicaid Program?
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Provider Satisfaction Conclusion

Provider satisfaction with Medicaid Managed Care in South Carolina does not appear to fall consistently on either end of the continuum, according to the responses obtained in this study.  While overall satisfaction scores indicate a slight tendency to favor Medical Home Network Plans, some HMO providers report being generally satisfied.  Preliminary analysis suggests that satisfaction is a function of demographic variables for the groups surveyed and requires further exploration to determine their significance in the ratings. Some Medicaid Manage Care providers indicate a greater degree of satisfaction with items addressing providers’ ability to provide quality treatment and preventive services to their patients and greater dissatisfaction with items addressing the administrative tasks inherent to managed healthcare systems.  This survey should continue to be administered yearly.  As more data are collected, analyses of trends will become possible and more information will be gained regarding providers’ satisfaction with Medicaid Managed Care.

Summary
The defining characteristic of the health care system, which we examined in this report, is change – inevitable, large-scale, rapid change.  We can resist change, clinging to the old ways of thinking until reality finally forces us to adapt . . . or we can embrace change, anticipating its effects, looking for new opportunities to improve the system.  In response to state and federal changes in the Medicaid Program, SCDHHS has established procedures to assess the various forms of managed care related to cost effectiveness and quality.  The cost effectiveness was done in an actuarially sound manner with data being aggregated in a manner that allows adequate comparative analysis by a third party actuary.  In addition, the annual quality measures and satisfaction surveys were performed using nationally sanctioned measurement tools.  The evidence needed to draw firm conclusions about the overall effects of Medicaid Managed Care does not yet exist.  The evidence to date focuses on early baseline data.  It does not control for confounding factors.  Despite this, the data is encouraging and consistent with the experiences of other states predicted by their earlier analyses; they suggest that Medicaid Managed Care is associated with favorable health outcomes, the potential for reduction in costs and increased quality.  Nonetheless, cost, quality, and satisfaction will need to be monitored with a sufficient sample to test for different effects of managed care among vulnerable populations, measure changes in patterns of use, and adopt rigorous analytic techniques and methods that will produce reliable and generalizable conclusions.  
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� Based upon dates of service for claims and eligibility effective dates for enrollment.


� The factor was determined based on an analysis performed by Deloitte Consulting. While the results were not audited, the results were reviewed for reasonableness and consistency.


� Health Employer Data and Information Set (HEDIS) a set of performance measures designed to standardize the way health plans report data to employers. HEDIS measures five major areas of health plan performance: quality, access and patient satisfaction, membership and utilization, finance, and descriptive information on health plan management.   HEDIS was developed by employers, HMOs, and the National Committee for Quality Assurance (NCQA).
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