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PREFACE

As Quality Assurance and Improvement processes evolve nationally, this document is an attempt to summarize the existing strategies that have been or are being implemented in Iowa’s Medicaid Managed Care program and to explore possibilities of utilizing clinical outcome-based research in the development of a set of measures to complement existing systems.

Nationally accepted standards like HEDIS 3.01 and CONQUEST2 have been used as primary sources for included measures. Modifications were made as necessary to make these measures more applicable considering the nuances and complexities of Medicaid eligibility and enrollment processes as well as potential specificities of the population. 

It is important to keep in mind that all reports, with few exceptions, are intended to reflect not only MCO performance but also Iowa’s Primary Care Case Management program (MediPASS) and, whenever feasible, Fee-for-Service (FFS) results.  This approach is important as without such perspective the problems that may originate on the provider level can easily be attributed to the managed care program.

This document is generally concerned with the medical/surgical portion of capitated services in Iowa but performance measures for the managed behavioral health component are also included.

1. National Committee for Quality Assurance (1996) Health Plan Employer Data & Information Set. NCQA

2. Agency for Health Care Policy and Research (1996) A Computerized Needs-oriented Quality Measurement Evaluation System; Users Guide. AHCPR.
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INTRODUCTION

The National Academy of Sciences defines quality of health care as “the degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge”1.  Consequently, in the narrowest of terms, issues such as access to care, utilization/providing of medically necessary services and coordination and continuity of care would jointly constitute quality.  When thinking of quality of health care in the managed care arena, it would be unwise to lose sight of purely structural issues (e.g., internal organization of the MCO, physician incentive plans, financial solvency, etc.) as those very readily translate into increased or decreased quality of “pure” health services.

As stated in the “A Health Care Quality Improvement System for Medicaid Managed Care: A Guide for States”2,  it is the providers of care (e.g., physicians and other practitioners) that are primarily able to affect quality of health care.  However, under managed care, providers do not operate independently of assistance and/or restraints from MCOs with which they contract. 

In light of the above, when Medicaid purchases care from MCOs rather than providers, it needs to exercise the opportunity to hold MCOs accountable for the quality of health services.  As health care of high quality is (typically) cost-offsetting, all players should have an interest in improving the health status of managed care enrollees.

By contract, the managed care entity should be held responsible for addressing quality of care related problems at both the programmatic and individual provider level.  It is important to note that in Iowa, Medicaid retains responsibility for those aspects of quality of care within its MediPASS program that are related to that program design (i.e., Primary Care Case Management (PCCM) model).

1  Institute of Medicine. (1990).  “Medicare: A Strategy for Quality Assurance”, National Academy Press, Washington D.C.

2  U.S. Department of health and Human Services, Health Care Financing Administration, Medicaid Bureau. (1993).  “A Health Care Quality Improvement System for Medicaid Managed Care: A Guide for States”

Managed Care In Iowa

In Iowa, Medicaid Medical Managed Care programs serve close to 130,000 eligible clients from the Temporary Assistance to Needy Families and related eligibility categories (TANF and related).  Recipients are served through a state plan service:

Health Maintenance Organizations (also called MCOs)

MediPASS (Primary Care Case Management) 

(Rural Health Clinics and Federally Qualified Health Centers may enroll as MediPASS providers)

MCEs (Managed Care Entities) describe either an MCO or a MediPASS patient manager.

Medicaid Managed Care in Iowa started as a pilot project with one MCO contract in one county in December of 1986.  In 1990 Iowa implemented a pilot PCCM program called MediPASS in seven counties.  Since then the program, no longer a pilot, has expanded to 93 counties for MediPASS and 43 counties for MCOs.  Iowa currently contracts with three MCOs for TANF and TANF-related populations for medical/surgical services only.  Coverage of services remains unmodified for MediPASS and MCO services.  Enrollment and payment are handled through an enrollment broker sub-contract with the fiscal agent for Iowa Medicaid while the state retains the determination of eligibility for managed care program enrollment.

The MediPASS program is designed as a gate-keeper model with assignment of enrollees to contracted providers (patient managers).  MediPASS patient managers receive a monthly administrative fee for each enrollee served.  All other services are reimbursed through the fee-for-service (FFS) system.  All managed care organization (MCO) contracts are with risk based entities which are paid a capitation fee calculated on the basis of the last FFS experience for a given population, adjusted for age, sex and residence in state (i.e., six regions).

Mental health and substance abuse services are delivered to recipients (FIP and SSI) through a single statewide managed care contract.  The Mental Health Access Plan (MHAP) was implemented in March of 1995 and Iowa Managed Substance Abuse Care Plan (IMSACP) was implemented in September of 1995.  The two were merged into the Iowa Plan for Behavioral Health effective in January of 1999.

Figure 1: Medicaid Strategies for Quality Assurance in Contracted MCOs
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Structure of Contracted MCOs

For the purpose of structural review, components of MCOs operations (see Figure 1) are reviewed through on-site evaluations by the Department and Peer Review Organizations (PROs) (e.g., Iowa Foundation for Medical Care), as well as through the continuous review of required documentation submitted to the Department.  Suggestions for improvement are provided to the MCO.  Additional information regarding the MCO’s financial stability is gathered through the Department of Insurance.  National Committee on Quality Assurance (NCQA) certification data, if available, may also be used for tracking purposes.  Effective July 1, 2002, the Department requires that all MCOs be accredited by either the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or the NCQA.

Quality Assurance Program and Utilization Management Practices

Quality Assurance Program

The integrity of the quality assurance programs in MCOs is crucial for success of any QI plan as they act as support for such efforts.  MCOs are required to provide a description of the MCO’s Quality Improvement program or plan for Quality Improvement to the Department. The quality assessment and performance improvement program must achieve, through ongoing measurement and intervention, demonstrable and sustained improvement in projects concerning significant aspects of clinical care and non-clinical services that can be expected to affect enrollee health status, functional status, and satisfaction.  It is crucial that noted improvement be related to the QI projects rather than be a random occurrence.

For the purpose of satisfying the requirement of clinical care focused projects, this QI program is required to pursue the improvement in areas of particular interest to the Department.  Some of the obvious initial choices for this requirement are the immunization status of both children and adults (i.e., influenza and pneumonia), frequency of well child visits, and prenatal care.  The design of the reports that may be required from the MCOs is outlined later in this document. These reports are to be used not only to measure baseline performance, but also to demonstrate the success of implemented QI program(s).  Periodically, as requested by the Department, the MCO provides a description of the QI program and plan which works toward evaluation/assessment for the purpose of improvement of the overall quality of MCO services and processes to the Department. These QI plans must have clearly identified potential reasons for sub-optimal performance, opportunities for improvement, proposed activities to be performed within the scope of the QI program, and timeline for such activities.  The continuous evaluation, as well as modifications and reasons for them, of the QI program by QI committee needs to be demonstrated in the QI Committee activities  documentation.

Additionally, the MCO is required to select two issues from the following 6 non-clinical focus areas:

Complaints and Grievances

Denials of authorization or payment for services

Cultural competence

Availability of desired service

Convenience of available services

Timeliness of available services

For the QI project(s) focusing on non-clinical issues MCOs are to follow the procedure outlined above for the clinical focus areas.

MCOs are also required to;


Comply with 42 CFR 434.34 which states that the MCO must have a quality improvement system which:

(a)
Is consistent with the utilization control requirements of 42 CFR 456;

(b)
Provides for review by appropriate health professionals of the process followed in providing health services;

(c)
Provides for systematic collection of data on system and provider performance and participant outcomes;

(d)
Provides for provision and interpretation of these data to the practitioners on a regular basis, not less often than annually; and

(e)
Provides for making needed changes to improve quality and evaluating their results.

(f) Provide descriptive information on the operation, performance and success of its Quality Improvement system to the Department.

(g) Maintain and operate a Quality Improvement program which includes at least the following elements:

1. A quality improvement plan outlining strategies and timeframes for expected achievement of projected goals.

2. A person who is responsible for the operation and success of the QI Program.  This person shall have adequate experience for successful QI, and shall be accountable for QI in all the MCO's provider network, as well as with the MCO's subcontractors.

3. The QI Director shall spend an adequate percentage of time on QI activities to ensure that a successful QI Program will exist.  The QI program shall have access on an as-needed basis to a variety of health professions (e.g., pharmacy, physical therapy, nursing, etc.), and shall be directed by a QI committee which includes representation from:


-
a variety of medical disciplines (e.g., medicine, surgery, pediatrics, OB-GYN, etc.);

· MCO Board of Directors.

4. The QI committee shall be in an organizational location within the MCO such that it can be responsible for all aspects of the QI program.

5. QI activities shall be sufficiently separate from Utilization Review activities, in personnel and organizational location so that QI activities can be distinctly identified as such.

6. The QI activities of the MCO’s provider network and subcontractors, if separate from MCO QI activities, shall be integrated into the overall MCO/QI program, and the MCO shall provide feedback to the provider network/subcontractors regarding the operation of such independent QI effort.

7. The QI committee shall meet at least quarterly and produce written documentation of committee activities to be shared with the Department.

8. The results (i.e., success or failure) of the QI activities as revealed by selected indicators shall be reported in writing quarterly to the MCO Board of Directors.

9. The MCO shall have a written procedure for following up on the results of QI activities to determine success of implementation. Follow-up shall be documented in writing.

10. Where the Department determines that a QI plan does not meet the above requirements, the Department will provide the MCO with a model plan.  The MCO agrees to modify its QI plan based on the model so that the MCO’s QI plan meets the above requirements provided, that the MCO shall retain sole authority over the design and implementation of its QI plan, subject only to its obligation to comply with the above requirements.  Failure to submit a plan within six months will result in contract termination.

Utilization Management Practices

MCOs are allowed to waive, to the extent allowed by law, any current Department requirements for prior authorization,  copayment, or other Medicaid restrictions for the provision of contract services to enrollees.  This, however, does not preclude the requirement of MCOs to provide all Medicaid covered services to recipients.  This also poses additional review requirements on the Department to assure that utilization management practices are both in compliance with

the law

Medicaid covered services

definitions of medically necessary/appropriate services

the best medical practices

It is important that MCO UR staff be aware of the Medicaid coverage policies to prevent any inappropriate restrictions of services due to coverage issues.

The Department is monitoring the internal quality improvement program and utilization management practices through on-site reviews by the Department staff and contracted PRO staff.  On site review is designed in accordance with federal regulation.

Practice Guidelines and New Technology

In cases where specific clinical practice guidelines are adopted by MCOs and enforced among the participating practitioners, the MCO must have an outline of the mechanism for the adoption of any such guidelines.  Guidelines must be based on reasonable medical evidence or a consensus of relevant practitioners (e.g., guidelines promulgated by Agency for Health Care Policy and Research) and should be reviewed and updated periodically.  Such guidelines are to be communicated to providers and, as necessary to enrollees through manuals, newsletters or other communications.

The MCO is also required to have a clear written policy and procedure for review and adoption of new and uses of existing technologies.  Such determinations may not be more exclusive than coverage established by the Department.  The information to be considered in any such determination must include scientific evidence, a review of findings by the Food and Drug Administration and other regulatory bodies as well as federal and state Medicaid coverage decisions, and consultation with affiliated practitioners and outside experts.  Coverage determinations are communicated to providers of services.

Practice guidelines and technology review determinations are not to exclude any medically necessary services as defined by the Department.

Provider Credentialing Procedure

The MCOs are required to manage a credentialing, recredentialing, recertification, or performance appraisal process for contracted providers which takes into consideration data which may include, but are not limited to: enrollee complaints, results of quality reviews, utilization management information, and enrollee satisfaction surveys.  The MCO is required to verify qualifications of providers in accordance with all state licensing standards, all applicable accrediting standards, Medicaid/Medicare Sanction-Reinstatement Report, and any other standards established by the Department or Federal government to assure quality of services.  

The following information must be verified from primary sources, or as otherwise required by the Department, and included in credentialing reports:

· a current valid license to practice;

· if applicable, clinical privileges in good standing at the hospital designated by the practitioner as the primary admitting facility;

· if applicable, a valid Drug Enforcement Agency (DEA) or Controlled Dangerous Substances certificate (CDS);

· education and training, including evidence of graduation from the appropriate professional school and completion of a residency or specialty training, if applicable;

· board certification if the practitioner states that he/she is board certified on the application;

· current, adequate malpractice insurance meeting the HMO's requirements; and history of professional liability claims that resulted in settlements or judgments aid by or on behalf of the practitioner. (This information can be obtained from the malpractice carrier or from the National Practitioner Data Bank.)

· information about sanctions or limitations on licensure from the applicable state licensing agency or board, or from a group such as the Federation of State Medical Boards;

· information on previous sanction activity by Medicare and Medicaid. (This may be obtained through the HHS Medicare and Medicaid Sanctions and Reinstatement Report of through direct contact with the DEPARTMENT or the Medicare intermediary.)

The Department, largely through on-site reviews, monitors the MCO credentialing process for quality.

For each provider or supplier, the MCO is required to determine and re-determine periodically that the provider or supplier is/was continuously licensed to operate in the state and in compliance with state or federal requirements.  Additionally, the MCO must assure that these providers are certified as meeting the requirements of Medicaid, are reviewed and approved by an approved accrediting body  (e.g., JCAHO, AAAHC, etc.), if applicable, or are determined by the MCO to meet the standards established by the MCO itself.

The MCO is required to notify licensing and disciplinary bodies as well as the Department when a practitioner's or provider's affiliation is suspended or terminated because of quality deficiencies.

Contracted MCO Financial Stability Assessment and Tracking

MCOs are also monitored for their financial stability as severe financial difficulties might impact quality of services long before the crisis is manifest.  The Department of Insurance is the primary body monitoring the MCOs’ compliance with the law (IAC Chapter 40), particularly as it relates to reserve requirements.  MCOs quarterly and annually submit National Association of Insurance Commissioners (NAIC) forms to both the Department and the Department of Insurance.  Data from this form are abstracted internally to generate HEDIS 3.0 based MCO Financial Stability Profile 

Following are the specific items being monitored:

Medicaid payments to and Medicaid enrollment in the plan

Membership

Total (Commercial + Medicaid + Medicare) Membership

Performance Measures

Total Revenue

Net Income

Net Worth

Debt-to-service coverage

Overall loss ratio

Administrative loss ratio

Medical loss ratio

Operating Profit Margin

Liquidity Indicators

Days cash on hand

Ratio of cash to claims payable

Net Worth Percent Change

Net Worth Per Member

Efficiency Indicators

Days in receivables

Days in unpaid claims

Statutory Indicators

Admitted reserves

State minimum reserve requirements

Medical Record Keeping

MCOs are required to maintain a system of medical records which complies with Iowa Administrative Rules 441--88.9(249A).  MCOs must file a letter with the Commissioner of Insurance so as to be compliant with Iowa Code 228.7 regarding disclosure of mental health information.

The MCO must have in effect arrangements with its contracted providers that provides for an adequate medical record keeping system which includes a complete medical record for each enrolled recipient.  

Following medical record standards have been adapted from “A Health Care Quality Improvement System for Medicaid Managed Care: A Guide for States” published by Health Care Financing Administration and are offered to MCOs as part of their contract in lieu of guidance on medical record standards.

Medical Record Standards

1.  Complete Patient Record Standards.  The record reflects all aspects of patient care, including ancillary services.

· patient identification information - Each page or electronic file in the record contains the patient's name or patient ID number.

· personal/biographical data - Personal/ biographical data includes: age; sex; address; employer; home and work telephone numbers; and marital status.

· entry date - All entries are dated.

· provider identification - All entries are identified as to author.

· legibility - The record is legible to someone other than the writer.  Any record judged illegible by one physician reviewer should be evaluated by a second reviewer.

· allergies - Medication allergies and adverse reactions are prominently noted on the record. Absence of allergies (no known allergies -- NKA) is noted in an easily recognizable location.

· past medical history - (for patients seen 3 or more times) Past medical history is easily identified including serious accidents, operations, illnesses.  For children, past medical history also includes prenatal care and birth events. 

· immunizations - for pediatric records (ages 12 and under) there is a completed immunization record

· diagnostic information

· medication information

· identification of current problems - Significant illnesses, ongoing or chronic medical conditions and health maintenance concerns are identified in the medical record.

· smoking/ETOH/substance abuse - Notation concerning cigarettes and alcohol use and substance abuse is present. (For patients 12 years and over and seen 3 or more times.)

· abbreviations and symbols may be appropriate. 

· consultations, referrals and specialist reports

· Notes from any consultations are in the record.  Consultation, lab, and x-ray reports filed in the chart have the ordering physician's initials or other documentation signifying review. Consultation and significantly abnormal lab and imaging study results have an explicit notation in the record of follow-up plans.

· emergency care

· hospital discharge summaries - discharge summaries are included as part of the medical record for: 

(1) all hospital admissions which occur while the patient is enrolled in the MCO and

(2) prior admissions as necessary.

· advance directive - For medical records of adults (21+), the medical record documents whether or not the individual has executed an advance directive.  An advance directive is a written instruction such as a living will or durable power of attorney for health care relating to the provision of health care when the individual is incapacitated.

2.  Patient visit data - documentation of individual encounters must provide adequate evidence of, at a minimum:

· History and physical examination - Appropriate subjective and objective information is obtained for the presenting complaints.

· plan of treatment;

· diagnostic tests;

· therapies and other prescribed regimens;

· follow-up - Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit.  Specific time to return is noted in weeks, months, or PRN. Unresolved problems from previous visits are addressed in subsequent visits.

· referrals and results thereof; and  all other aspects of patient care, including ancillary services.

Medical Record Confidentiality

MCO contracted providers must maintain the confidentiality of medical record information and release the information only in the following manner:

· All medical records of enrolled recipients are confidential and are not to be released without the written consent of the covered persons or responsible party.

· Written consent is not required for the transmission of medical record information to physicians, other practitioners, or facilities that are providing services to enrolled recipients under a subcontract with the MCO.  This provision also allows release of information to specialist providers who are retained by the MCO to provide services which are infrequently used or are of an unusual nature.  This also allows for transfer of information (written or verbal) to the Department managed care staff.

· Written consent is not required for the transmission of medical record information to physicians or facilities providing emergency care pursuant to rule 498--88.6(249A), or to the MCO administrative staff.

· Written consent is required for the transmission of the medical record information of a former enrolled recipient to any physician not connected with the MCO.

· Written consent is not required for submission of immunization information to the State’s immunization tracking system.

· The extent of medical record information to be released in each instance shall be based upon tests of medical necessity and a "need to know" on the part of the practitioner or a facility requesting the information.

· Compliance with the HIPAA regulations regarding security, confidentiality and electronic submissions of data.

Grievance and Appeals Process

Medicaid enrollees may grieve regarding any aspect of service delivery provided or paid for by the MCO.  The MCOs are required to submit to the Department a quarterly report summarizing each grievance handled during the quarter and a quarterly report summarizing all grievances.  All MCOs and Fiscal Agent staff will be required to utilize the standard format to report grievances.  An additional requirement is that in all cases where the Department needs additional information all pertinent documentation, including patient records, will be provided to the Department.

Internal MCO Grievance Procedure

The contract with each MCO must define an action as the denial or limited authorization of a requested service, including the type or level of service such as the following:

· Reduction, suspension, or termination of a previously authorized service; 

· Denial, in whole or in part, of payment for a service; 

· Failure to provide services in a timely manner, as defined by the State*; 

· Failure of an MCO to act within the timeframes; or
· For a rural area resident with only one MCO, the denial of a Medicaid enrollee’s request to obtain services outside the network from any other provider (in terms of training, experience, and specialization) not available within the network or from a provider not part of the network who is the main source of a service to the recipient - provided that the provider is given the same opportunity to become a participating provider as other similar providers.  If the provider does not choose to join the network or does not meet the qualifications, the enrollee is given a choice of participating providers and is transitioned to a participating provider within 60 days. 

The MCO must define service authorization in a manner that at least includes a managed care enrollee’s request for the provision of a service.


Any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested, must be made by a health care professional who has appropriate clinical expertise in treating the enrollee’s condition or disease.

The MCO must notify the requesting provider of any decision to deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less than requested.   The notice to the provider need not be in writing.


Each MCO must notify the enrollee in writing of any decision to deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less than requested.  

The MCO must give the enrollee written notice of any action (not just service authorization actions) within the timeframes for each type of action.  The notice must explain:

· The action the MCO or its contractor has taken or intends to take; 

· The reasons for the action; 

· The enrollee’s or the provider’s right to file an appeal; 

· The enrollee’s right to request a State fair hearing;

· Procedures for exercising enrollee’s rights to appeal or grieve; 

· Circumstances under which expedited resolution is available and how to request it;

· The enrollee’s rights to have benefits continue pending the resolution of the appeal, how to request that benefits be continued, and the circumstances under which the enrollee may be required to pay the costs of these services.


The MCOs are required to:

(1) Have written policies and procedures which detail what the grievance system is and how it operates.

(2) Identify a contact person in the MCO to receive complaints and be responsible for routing/processing.

(3) Operate an informal grievance process which enrollees can use to make verbal complaints, to ask questions, and get problems resolved without going through the formal, written grievance process.

(4) Operate a formal grievance process which enrollees can use to complain in writing.

(5) Inform enrollees about the existence of the formal and informal grievance processes in an easily understood manner.

(6) Respond to written complaints in writing within 14 days of receipt of complaint, except in cases of emergency when the response must be made as soon as possible.

(7) Operate a grievance appeals process within the MCO by which enrollees can appeal any negative response to their complaint to the Board of Directors of the MCO.  The MCO Board of Directors may delegate this authority to review appeals to an MCO grievance appeal committee but the delegation must be in writing.

(8) Maintain a record keeping system for informal grievances (verbal) in the form of a "log" which includes a short, dated summary of the problem, the response, and the resolution.

(9) Maintain a record keeping system for formal grievances (written) which includes a copy of the original grievance, the response, the resolution, and when a report was sent to the Department.

(10) Notify the enrollee who complains, at the time of the initial MCO grievance decision, that the enrollee may appeal to the Department.

(11) The enrollee should exhaust all MCO grievance procedures prior to appealing to the Department.  

An appeal to the Department must be filed by the enrollee no later than 30 days following final determination by the MCO.  None of the foregoing procedures precludes the right of enrollees to appeal directly to the Department.

Expedited Grievance Procedure

MCOs are required to issue rulings on an enrollee appeal of a denial-of-care decision when the health plan's adverse determination could seriously threaten the enrollee's life, health, or maximum recovery within 72 hours.   Additionally, MCOs are required to provide enrollees with written notice of these new expedited appeals rights, use denial notice forms that describe the expedited appeal right, accept oral requests for appeals, and follow up verbal notifications in writing within two working days. MCO is permitted a time extension of up to 10 working days if additional information is necessary and the delay is in the interest of the enrollee. 

Physicians and other health professionals may act on behalf of an enrollee who is appealing an adverse determination.  The MCO is required to accept the request of a physician, regardless of whether the physician is affiliated with the organization, to expedite the process for making an organizational determination or reconsideration.

Departmental Review Of MCO Grievance Decisions

A final grievance decision by the MCO may be appealed by the enrolled recipient to the Department.  The Department shall review such appeals and reserves the right to affirm, modify, or reject the final grievance decision of the MCO.  The MCO shall abide by the decision of the Department.  Any decision made by the Department pursuant to such a review shall be subject to recipient appeal rights as provided by State and Federal laws and 441 Iowa Administrative Code Chapter 7. 

Physician Incentive Arrangements

Many MCOs, in signing contracts with providers, put in place incentive arrangements to curb unreasonable referral patterns and utilization of other services not performed by the primary care physician.  Federal regulation has indicated a margin of 25 % as an upper percentage of physicians potential income that may be placed at risk by an MCO without significant consequences.  If such risk exceeds 25% physicians are significantly disincentivized from providing necessary referrals and performing reasonable laboratory tests.  The quality of services in such MCOs is very likely to suffer as a consequence of such arrangement.

Federal regulations further prescribe that MCOs that place physicians at a significant financial risk have to conduct Consumer Assessment of Health Plans Survey (CAHPS) (i.e., recipient satisfaction survey) to demonstrate that quality of services did not suffer.  Additionally, these MCOs have to provide the contracted physicians with stop-loss insurance the amount of which is determined based on the number of MCO enrollees for which the physician is bound by the incentive agreement as the primary care provider.

The Department annually reviews contracted MCOs incentive arrangements and reacts according to the regulation and any demonstrated reduction in quality of care or access to services.

Physician contracts are also reviewed to assure that there are no “gag-clauses” in physician/provider contracts. Physicians must be free to recommend any medical treatments or procedures to the client irrespective of whether such are available through the MCO.

Monitoring of Access to Services in Managed Care

Under the regulations required by the Balanced Budget Act of 1997, the Department is required to assure that access to health services is not significantly different for recipients under the state plan for managed care as compared to recipients not enrolled in managed care.

· Recipients may choose any of the participating providers in the waiver area as his/her PCP/MCO.

· The same range and amount of services that are available under the usual Medicaid program are available for waiver enrollees.

· Distance and travel time to obtain services for recipients under the waiver has not substantially changed from that of the usual Medicaid program.

· Case management, primary care, health education are provided to enrollees by a chosen or assigned PCP/MCO.  This fosters continuity of care and improved provider/patient relationships. 

· Preauthorization is precluded for emergency and family planning services under the waiver.

· Recipients have the right to change PCPs/MCOs if the arrangement is not satisfactory (i.e., for good cause).

· PCPs/MCOs are required to provide or arrange for coverage 24 hours a day, 7 days a week.

The Department is performs the following functions:

(1)
A Hotline is maintained which handles any type of inquiry, complaint, or problem.  This hotline is staffed by the enrollment broker.

(2) Periodic comparisons of the number and types of Medicaid providers before and after the waiver are conducted.  The intent of these reviews is to identify whether the waiver reduced access to specific types of providers.  A quarterly report is generated using Medicaid, MediPASS and MCO provider files.

(3) Periodic surveys of enrollees are mailed to a sample of enrollees. The surveys contain questions concerning recipients' access to services covered under the waiver.  Surveys are done under contract with research entities.  In the past the Department administered a survey designed by University of Iowa Public Policy Center. Currently under testing is the Medicaid version of the CAHPS instrument.  Survey results are discussed with plans. When necessary, corrective action plans are developed, implemented and followed.  Some of the access related questions found in the survey pertain to:

· Waiting periods to obtain services from a PCP.

· Referrals to specialists that the enrollee believes to be medically necessary.

· How to obtain services not covered under the waiver.

· Access to services after PCP's regular office hours.

· Access to emergency or family planning services.

· PCP’s 24-hour accessibility is monitored through random calls to PCPs during regular and after office hours.  The enrollment broker staff is currently and will continue in the future perform this task

· The total number of each PCP's enrollees is monitored to assure that PCPs do not enroll more than the State cap (i.e., 1500) authorized.  Quarterly reports are generated using provider files.

Other monitoring efforts, including specific measures of access, are outlined below.

A combination of options needs to be implemented to monitor access.  Following are specific measurement approaches for monitoring access by county;

1. Availability of primary care providers

· Ratio of clients per available provider (1500 Medicaid clients per primary care provider allowed maximum, 2000 clients overall per primary care provider maximum)

· Adult access to preventive/ambulatory services

· Children access to primary care providers
2. Initiation of prenatal care

3. Average distance to the available provider

4. If no choice is made, are clients quickly assigned to a primary care provider

5. Availability of specialist providers (by specialty type)

6. Availability of dentists

7. Average travel time to get primary health care

8. Average wait times for primary care providers

9. Difficulty in getting appointments with primary care providers as a barrier to getting care

10. Difficulty of getting appointments with a specialist as a barrier to getting care

11. Availability of linguistically appropriate services

12. Knowledge of appropriate ways to access health care providers

13. Non-authorized visits to emergency rooms, specialists, etc., for medical care.

14. Frequent recipient requests to change a specific PCP (possible poor quality of care issue).

Availability of Providers

Following is the report format to be utilized to present a profile for each county on a quarterly basis (use only providers serving Medicaid recipients).  

  
Provider Data Files

Quarterly submission of contracted provider information.  The datafile must be submitted in Excel 5.0 format and columns should be labeled using following labels and following coding should be utilized.

Label

Field contents

PMEDID# 
X(7)
Provider Medicaid ID number (if they have one)

PTAXID#
X(15)
Provider tax ID number

SERVING
X(2)

01 - Commercial population only

02 - Commercial and Medicaid population

03 - Medicaid only

COMCLI 
99
Enter number of commercial clients served (if not applicable leave blank)

MEDCLI
99
Enter number of Medicaid clients served (if not applicable leave blank)

AVAILB
X(2)

01 - Open to accepting new Medicaid clients

02 - Not accepting new Medicaid clients

BEGDATE
(mm/dd/yyyy)
Date of onset of provider’s activity in the plan

TERMDATE
(mm/dd/yyyy)
Date of provider termination 

FNAME
X(16)
First name

LNAME
X(24)
Last name

SPEC
X(40)
Provider specialty (name)

CERTIF
X(2)
Board certified to practice in the specialty under which providing services

01 - Board certified

02 - Not board certified

SPECCD
X(2)
Provider specialty code (as in MMIS ex. ancillary providers 97-99):

01 - General practice




34 - Urology

02 - General surgery




35 - Chiropractors

03 – Allergy





37 - Pediatrics

04 - Otology, Laryngology, Rhinology

48 - Podiatry

05 – Anesthesiology




49 - Miscellaneous

06 - Cardiovascular disease



59 - Ambulance

07 – Dermatology




63 – Portable x-ray

08 - Family practice




65 – Independent physical therapists

10 – Gastroenterology




69 – Independent laboratory

11 - Internal medicine




70 - Clinics

13 – Neurology




90 - Unknown

14 - Neurological surgery



91 – General dentists

16 - OB-Gynecology




92 – Oral surgeons

18 – Ophthalmology




93 - Orthodontists

20 - Orthopedic surgery



94 - Pedodontists

22 – Pathology




95 - Periodontists

24 - Plastic surgery




97 – Registered nurse practitioner

25 - Physical medicine and rehabilitation

98 – Physician assistant

26 – Psychiatry




99 – Other ancillary provider

28 – Proctology







29 - Pulmonary diseases






30 – Radiology







33 - Thoracic surgery






ADDR1

X(40)
Address line 1

[image: image3.png]





X(40)
Address line 2

ADDR3

X(40)
Address line 3

CITY

X(18)
City

STATE

X(2)
State (two letter code)

ZIP

X(9)
Zip code - first five digits

COUNTY#

X(2)
County number (00 if out of state)

The address and county information pertains to the locale where physician delivers services.  If one physician is serving more than one location or in more than one function submit relevant records for each provider location.

Availability of primary care providers

In a managed care program in which recipients need to access all or most of their medical care through a primary care case manager it is important that there is a sufficient number of primary care providers in each region (county) to serve the number of enrollees.  A report outlining the number of primary care providers and number of recipients, as well as the ratio of recipients per provider by county will be generated on a quarterly basis.

Example of Access to PCPs report:
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Primary care providers

Recipients (XX/XX/XX)

Recipients/provider

County name

MediPASS

HMO

HMO1

HMO2

HMO3

HMO4

MediPASS

HMO

Not enr.

Tot. slots inc. HMO

MediPASS

HMO

HMO1

HMO2

HMO3

HMO4

Adair

2

0

255

49

500

127.5

Adams

3

0

214

45

4500

71.3

Allamakee

20

1

1

402

91

7400

20.1

0

0

Appanoose

9

0

1087

167

6470

120.8

Audubon

3

0

180

39

4000

60.0

Benton

H

6

10

10

413

230

143

29299

68.8

23

23

Black Hawk

H,P

59

91

69

22

2778

4723

1780

52203

47.1

51.9

34.22

107.3


Process Of Medical Care

For the purposes of this plan, the process of medical care has been defined as the entirety of the content of interaction between the enrollee and the provider.  This includes, but is not limited to, prevention activities, health education, treatment planning, disease management, type of treatment provided, etc.

Prevention Activities

Preventive services - EPSDT

MCOs and MediPASS program participating providers are required to provide Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) to all eligible recipients according to the periodicity schedule. These include:

1.

Screening, diagnosis, treatment and referral for follow-up;

2.
Maintenance of the recipient's consolidated health history, including information received from other providers;

3.
Physician's services as needed by the recipient for acute, episodic or chronic illness or conditions;

4.
Provision of dental services required by 42 CFR 441.56 or direct referral to a dentist to provide dental services required by 441.56(b)(vi);

5. Provision of assistance to the recipient in obtaining transportation, by referral to the county department of human services;

6. Assistance to new eligible EPSDT enrollees in accessing services for the above cited services within 90 days of enrollment (mediated by IDPH for MediPASS enrollees);

7. Assistance to ongoing enrollees in accessing services for the above cited services for subsequent EPSDT screenings according to the EPSDT periodicity schedule;

8. Provide immunizations according to the ACIP schedule;

9. Provision of nutrition services and direct referral to a licensed dietitian as outlined in chapter E of the Iowa Medicaid physicians provider manual; and

10. Provide lead screening services as specified in the EPSDT periodicity schedule.

In the event that the MCO’s screening rate is determined to be less than 80% the MCO shall be requested by the Department to submit a corrective action plan identifying improvements/enhancements of existing outreach, education, and case management activities which will assist the MCO to achieve the 80% goal.

Quality Improvement: HEDIS-type Outcome Assessment

Outcome measures should reflect the quality of care provided within the Medicaid program to a variety of populations and over a period of time. Within this document the measures selected meet both of these specifications. Measures are also selected with a other considerations in mind. First, there must be enough people within the managed care plans to provide adequate measure results. For example, prostate cancer screening is not included due to the small number of men within the specified age range within any one plan. Additionally, the specified measures must have adequate data to calculate the appropriate ratios. As an example, many mental health measures are not useful because the Medicaid program “carves out” mental health benefits from the plans. Additional data sources are needed to calculate the measures and the plans do not bear responsibility for these outcomes. The measures that are listed below are designed to provide important information to the Medicaid program while utilizing the existing data in the most effective and efficient manner. 

The data for the outcome measures are derived from the Medicaid claims files, managed care plan encounter files, and Medicaid eligibility files. For each measure the age of the individual is calculated as the truncated age on December 31 of the calendar year for which the outcome is being calculated (the measurement year). For example, a child who turns 5 on January 1, 2001 is considered 4 when calculating these measures for calendar year 2000 because he/she has not yet turned five as of December 31, 2000. Unless otherwise specified, individuals must be eligible for at least 11 months out of the measurement year and have been enrolled at least six months with a given managed care plan before being included in the rates for that plan. Each person is included for only one plan per year, but may be in different plans across years.  

Measures for children and adolescents

Births and Average Length of Stay For Newborns

The number of births per 1,000 member months for women 10-49 years of age and the number of births per thousand member months for adult enrollees are calculated yearly by plan. In addition, the length of stay for newborns is computed. Long stays may indicate more complex newborns and shorter stays may indicate the managed care plan is forcing mothers and babies out of the hospital too soon. The percent of newborns that are complex is also computed. The rate of complex newborns has been adapted from HEDIS and does not reflect the currently accepted measure. The HEDIS measure computes the number of complex newborns per 1,000 female members and the rate per 1,000 adult members. In comparing plans the plan with the higher number of complex newborns per 1,000 is considered to have poorer outcomes. However, if this plan also has a higher birth rate such a conclusion is not warranted. We have adapted the measure to reflect the percent of all newborns that are considered complex (having a length of stay greater than five days, being transferred to another facility, or expiring). 


Population
Newborns


Rates
Number of newborns/1,000 member months for women 10-49 years old



Number of newborns/1,000 member months for adults over 18 year of age



Average length of stay for newborns



Number of complex newborns/Total number of newborns


Procedure codes
None


Diagnosis codes
V30.0-V39.9

Well Child and Adolescent Visits

Well child and adolescents visit rates are important to determine the quality of care provided. The Medicaid program and managed care plans encourage preventive care for children to improve health and avoid problems in the future. Well child and adolescent visits provide the health care provider with an opportunity to provide anticipatory guidance to parents and talk about health risks with adolescents. This measure is calculated every year to allow for comparisons over time. 


Population
Children in the first 15 months of life, children three years old, children four years old, children five years old, children six years old, children 7-11 years old, adolescents 12-15 years old, adolescents 16-18 years old


Rates
Number of children or adolescents eligible for at least 11 months having a well child or adolescent visit/Total number of children or adolescents eligible for at least 11 months


Procedure codes
99381-99385,99391-99395, W0051, 99432


Diagnosis codes
V20.2, V70.3, V70.5, V70.6, V70.8, V70.9

Ambulatory Care Visits For Children and Adolescents

Children who do not obtain a well child visit may access a health care provider through other ambulatory visits. Though the preventive visit is preferred, a health care provider may be able to provide some preventive care and anticipatory guidance during any ambulatory visit. This rate should be computed every year to allow for year-to-year comparisons. 


Population
Children three years old, children four years old, children five years old, children six years old, children 7-11 years old, adolescents12-15 years old, adolescents 16-18 years old


Rates
Number of children or adolescents eligible for at least 11 months having an ambulatory care visit/Total number of children or adolescents eligible for at least 11 months


Procedure codes
99201-99205, 99211-99215, 99241-99245, 99341-99353, 99381-99385, 99391-99395, W0051, 99401-99404, 99411, 99412, 99420, 99429, 99499, 99432


Diagnosis codes
V20.2, V70.3, V70.5, V70.6, V70.8, V70.9

Dental Visits For Children and Adolescents

Dental care is a critical part of every child’s care. Early dental visits provide parents with information regarding the care of primary teeth. Dental visits for adolescents are particularly important as they increase their use of high acid drinks such as pop and may begin high-risk behaviors such as smokeless tobacco use. 


Population
Children 0-3 years old, children 4-6 years old, children 7-11 years old, adolescents 12-15 years old, adolescents 16-18 years old


Rates
Number of children or adolescents eligible for at least 11 months having a dental visit/Total number of children or adolescents eligible for at least 11 months


Procedure codes
00120, 00140, 00150, 00160, 00210-00340, 00415-00999, 01110-01550


Diagnosis codes
None

Surgical Care

Tonsillectomy rates and myringotomy rates are also calculated over time, however, these rates are not calculated every year. With the assumption that the need for surgery across the plans is the same, any variance in surgical rates may indicate inappropriate use of surgery or the postponing of necessary procedures. A child is counted only once for a myringotomy even if both ears are done at separate times or the procedure has to be repeated due to the loss of the tube. If a child has a myringotomy and tonsillectomy at the same time, the child is counted in the rates for both procedures. The rates for myringotomy and tonsillectomy may be used every other year or every three years. 

Tonsillectomy


Population
Children 0-9 years old


Rates
Number of children eligible for at least 11 months having a tonsillectomy/1,000 member months for children 0-9 years old eligible for at least 11 months


Procedure codes
42820, 42821, 42825, 42826, 42860


Diagnosis codes
28.2-28.4

Myringotomy


Population
Children 0-4 years old


Rates
Number of children eligible for at least 11 months having a myringotomy/1,000 member months for children 0-4 years old eligible for at least 11 months


Procedure codes
69433, 69436


Diagnosis codes
20.01

Use of Appropriate Medications For People With Asthma

The use of appropriate medications for children with asthma is useful to determine the appropriateness of care provided for children within Medicaid managed care plans. Children are considered as having persistent asthma if they have any of the following in the year prior to the measurement year: at least four months of medication in the previous year or at least one emergency room visit with a principal diagnosis of asthma or at least one hospitalization with a diagnosis of asthma or at least four ambulatory care visits with a diagnosis code of asthma and at least two months of asthma medication. This measure is somewhat complex to compute and should be used every third year. 


Population
Children 5-9 years old with persistent asthma, adolescents 10-17 years old with persistent asthma


Rates
Number of children or adolescents with persistent asthma eligible for at least 11 months receiving one of the specified prescriptions/ Total number of children or adolescents with persistent asthma eligible for at least 11 months


Prescription drugs
Inhaled corticosteroids, nedocromil, cromolyn sodium, leukotriene modifiers, methylxanthines


Procedure codes



   Ambulatory 
99201-99205, 99211-99215, 99241-99245, 99271-99275


   Inpatient
99217-99223, 99231-99233, 99238, 99239, 99251-99255, 99261-99263, 99291, 99292

 
   Emergency
99281-99285, 99288


Diagnosis codes
493.00-493.99

Measures For Adults

Maternal Length of Stay

The length of time a mother spends in the hospital following the delivery of a newborn varies. Within the context of measuring quality we would not want to see an average length of stay that is either too long or too short. Long lengths of stay may indicate that deliveries were more complex or had more complications. This in turn could indicate a lack of prenatal care or poor management of the pregnancy through the provider network within the managed care plan. Short lengths of stay may indicate that the managed care plans are discharging the mother too soon following the delivery. Early discharge could lead to complications later increasing the cost of care. It has become widely accepted that maternal length of stay should average at least 2 days. Normally deliveries are defined by the DRG code on the claim, however, encounter claims do not carry a DRG code making this method unusable. 


Population
Women 10-49 years old


Rates
Average length of stay for hospital delivery


Procedure codes
59400, 59409, 59410, 59510, 59514, 59515, 59610, 59612, 59614, 59618, 59620, 59622


Diagnosis codes
74.0-74.2, 74.4, 74.99, 650.00-650.99

Cesarean Section Rate

The rate of C-sections is used to determine the complexity of deliveries within the plans. If this rate is high within a plan and remains high over time it may indicate that action should be taken to determine why C-sections are being performed and lower the rate.  


Population
Women 10-49 years old


Rates
Number of C-sections/Total number of deliveries


Procedure codes
59510, 59514, 59515, 59618, 59620, 59622


Diagnosis codes
74.0-74.2, 74.4, 74.99

Well Adult Visits

Many women obtain preventive care during pregnancy, but may neglect to continue this care once their children are delivered. Though the worth of a preventive visit for children is well recognized, adults do not always appreciate the value of preventive visits for themselves. This measure is calculated every year to allow for comparisons over time. The rates may also be computed separately for men and women. Since women make up the majority of the adult population in Medicaid, the rate of preventive visits for women dominates the rate. In the past we have seen that men have a much lower rate of prevention and plans may want to encourage greater preventive care use among men.  


Population
Adults 19-24 years old, adults 25-34 years old, adults 35-44 years old, adults 45-54 years old, adults 55-64 years old


Rates
Number of adults eligible for at least 11 months with a preventive visit/Total number of adults eligible for at least 11 months


Procedure codes
99385-99387, 99395-99397, 99401-99404, 99411-99412, 99420-99429


Diagnosis codes
None

Ambulatory Care Visits For Adults

Adults who do not obtain a preventive visit may be seen to access a health care provider through other ambulatory visits. Though the preventive visit is preferred, a health care provider may be able to provide some preventive care and health counseling during any ambulatory visit. 


Population
Adults 19-24 years old, adults 25-34 years old, adults 35-44 years old, adults 45-54 years old, adults 55-64 years old


Rates
Number of adults eligible for at least 11 months with an ambulatory care visit/Total number of adults eligible for at least 11 months


Procedure codes
99201-99205, 99211-99215, 99241-99245, 99341-99353, 99385-99387,99395-99397, 99401-99404, 99411, 99412, 99420-99429, 99499, 92002-92014, 99341-99353


Diagnosis codes
None

Dental Visits For Adults

Dental care is a critical part of every person’s care. Within the Medicaid program dental care is provided on a fee-for-service basis and not included within the responsibility of the managed care plan. Though we compare this rate across plans, it should not vary dependent upon the managed care plan in which the person is enrolled. If it does vary across plans it may indicate a general lack of health care supply within the region of the plan or it may indicate a reduced need within the managed care plan. 


Population
Adults 19-24 years old, adults 25-34 years old, adults 35-44 years old, adults 45-54 years old, adults 55-64 years old


Rates
Number of adults eligible for at least 11 months with a dental visit/Total number of adults eligible for at least 11 months


Procedure codes
00120, 00140, 00150, 00160, 00210-00340, 00415-00999, 01110-01550


Diagnosis codes
None

Breast Cancer Screening

One important measure of preventive care is the rate of breast cancer screening. Ultimately, all women over 51 years of age who have not had both breasts removed should receive a mammogram at least every other year. HEDIS allows the removal of women with bilateral mastectomy from this rate, however, due to the intermittent nature of Medicaid eligibility we are not able to determine who these women are. Therefore, we count all women with the assumption that the rate of bilateral mastectomy is low and consistent across plans.  


Population
Women 32-41 years old, women 42-51 years old, women 52-69 years old


Rates
Number of women eligible for at least 22 months during the measurement and the previous year with a mammogram within either the measurement year or the previous year/Total number of women eligible for at least 22 months during the measurement year and the previous year


Procedure codes
76090-76092


Diagnosis codes
87.36, 87.37, V76.11, V76.12

Cervical Cancer Screening

Cervical cancer screening also serves as an important measure of preventive services for adult women. The early detection and treatment of cervical cancer improves outcomes and reduces costs. Women 21 years of age and older should obtain cervical cancer screening annually. HEDIS provides for the exclusion of women who have had a hysterectomy, however, we are unable to determine who these women are over time. Therefore, we include all women regardless of previous surgical history and with the assumption that hysterectomy rates are low and consistent across plans. 


Population
Women 21-64 years old


Rates
Number of women eligible for at least 11 months with cervical cancer screening/Total number of women eligible for at least 11 months


Procedure codes
88141-88145, 088147, 88148, 88150-88158, 88164-88167


Diagnosis codes
91.46, V76.2

Inpatient Utilization – General or Acute Care

The rate of inpatient utilization within the Medicaid program, particularly across managed care plans can indicate whether there are medical conditions or procedures that are not being managed effectively. The inpatient utilization rate is useful for trending over time and should be computed at least every other year. HEDIS provides for revenue codes and DRG codes to determine the categorization of the hospitalization. However, since encounter files do not carry this information, we utilize only diagnosis codes. 


Population
Adults 20-44 years old, adults 45-64 years old


Rates
Total inpatient discharges/1,000 member months



Maternity discharges/1,000 member months



Surgical discharges/1,000 member months



Medicine discharges/1,000 member months


Procedure codes
None


Diagnosis codes



Total
All diagnosis codes except 290-316, 960-979 with secondary diagnosis of chemical dependency, V30-V39


Maternity 
630-676, V24.0


Surgical 
1-8, 36-42, 49-63, 75-77, 103-109, 110-120, 146-171, 191-201, 209-234, 257-270, 285-293, 302-315, 334-345, 353-365, 392-394, 400-402, 406-408, 415, 439-443, 461, 468, 471, 476-486, 488, 491, 493-504, 506, 507


Medical
9-35, 43-48, 64-74, 78-102, 121-145, 172-190, 202-208, 235-256, 271-284, 294-301, 316-333, 346-352, 366-369, 385-391, 395-399, 403-405, 409-414, 416-423, 444-455, 462-467, 473, 475, 487, 489, 490, 492, 505, 508-511

Comprehensive Diabetes Care

The appropriate management of chronic illness can reduce poor outcomes and reduce costs considerably over time. Though individuals within the Medicaid managed care population tend to be healthy with little chronic disease, diabetes is one illness, which may offer a high enough prevalence to allow us to study its treatment across plans. Individuals are considered diabetic if they have at least one of the following during the measurement year or the previous year: an insulin prescription or a prescription for an oral hypoglycemic/antihyperglycemic and two non-acute ambulatory visits for diabetes or one acute inpatient or emergency room visit for diabetes. 

Population
Adults 18-34 years old, adults 35-64 years old


Rates
Number of adults eligible for at least 11 months with diabetes and a Hemoglobin A1c test/Number of adults eligible for at least 11 months with diabetes



Number of adults eligible for at least 11 months with diabetes and an eye exam/Number of adults eligible for at least 11 months with diabetes


Procedure codes



Hemoglobin A1c
83036


Eye exam
67101, 67105, 67107-67110, 67112, 67141, 67145, 67208, 67210, 67218, 67227, 67228, 92002, 92004, 92012, 92014, 92018, 92019, 92225, 92226, 92230, 92235, 92240, 92250, 92260, 92287, 99204, 99205, 99214, 99215, 99242-99245


Ambulatory
92002-92014, 99201-99205, 99211-99215, 99217-99220, 99241-99245, 99271-99275, 99301-99303, 99311-99313, 99321-99323, 99331-99333, 99341-99355, 99381-99387, 99391-99397, 99401-99404, 99411, 99412, 99420-99429, 99499

   
Acute/inpatient
99221-99223, 99231-99233, 99238-99239, 99251-99255, 99261-99263, 99281-99288, 99291-99292, 99356-99357



Diagnosis codes



Diabetes
250.00-250.99, 357.2, 362.0, 366.41, 648.0


Eye exam
14.1-14.5, 14.9, 95.02-95.04, 95.11, 95.12, 95.16
Health Education Activities and Recipient Satisfaction With Services

Health Education Activities

The Department continuously reviews all health education activities the MCOs have in place and, if appropriate, recommends implementation for Medicaid recipients.  Examples of such educational activities include a full range of approaches from written materials mailed to recipients as part of their member booklets to very involved educational programs such as asthma education and self-management programs.

MCOs should be encouraged to develop new health education programs, but also to simultaneously track their effectiveness, so that their continuation may be assessed more appropriately.

For the recipients enrolled in the MediPASS program, the intent of the Department is to develop a periodic mailing to all recipients that will contain season appropriate health education articles and reminders (e.g., immunizations, EPSDT, cancer screens, etc.).  For the purpose of maximizing the appropriateness of these mailings, members of the MHCAC committee, themselves Medicaid Managed Care providers, will be asked to provide at their quarterly meetings either copies of articles or references that may be adapted and sent to recipients.

Recipient Satisfaction With Services

The Iowa Medicaid Managed Care program is currently piloting Consumer Assessment of Health Plans Survey (CAHPS) which is a national instrument (said to be merged with HEDIS) for measuring such issues as perceived access, perceived quality of services, perceived difficulty accessing primary care, perceived difficulty accessing specialist care.

Our approach is that of comparison among different MCO programs as well as MediPASS and FFS programs.  

Quality Improvement: Consumer Survey Assessment
As part of the quality assurance activities of Iowa’s Medicaid Managed Care Program, the Iowa Department of Human Services contracts with the University of Iowa Public Policy Center to conduct periodic surveys of adults and children in Iowa’s Medicaid managed care programs (MediPASS and the Medicaid HMOs). These surveys are designed to assess enrollees’ perceptions of their access to medical and other health care, as well as perceptions of the quality of their health care and health plans. The survey includes the Consumer Assessment of Health Plan Survey (CAHPS® 3.0), items from the National Health Interview Survey, and special health care needs screening questions developed by the Foundation for Accountability which are now part of the CAHPS® questionnaire. Access and unmet need are assessed with regard to medical, dental, and mental health care.

Random samples of adult and child enrollees are selected from each Medicaid health plan. For the child sample, in families with more than one child in Medicaid, a “target child” is selected at random for each family. Survey questionnaires are mailed to each enrollee (or his/her parent or guardian) in the sample. A reminder postcard is sent out about two weeks later, followed in another two weeks by a second mailing to nonrespondents. Nonrespondents to the mailed survey are followed up by telephone and complete the survey over the phone.

Survey questionnaires consist of about 80 to 95 items addressing health status, access to care, use of services, unmet need for care and reasons for unmet need.  Basic descriptive data on the child and adult Medicaid populations in Iowa are obtained from both administrative data and survey questions. The CAHPS® 3.0 survey questions address enrollees’ ability to get needed care, timeliness of care, doctor communication, helpfulness and courtesy of office staff, and problems with health plan customer service. CAHPS® items also include global ratings of care, personal doctor or nurse, specialists and health plan.  Waiting times for routine and acute care and enrollee complaints are included in the survey as well. The CAHPS® 3.0 child survey also addresses family centered care issues, including parents’ experiences with their child’s doctor or nurse, shared decision-making, getting information and coordination of care.  In addition to answering the standardized survey questions, respondents are encouraged to provide any additional comments or concerns they may have about their care or their health plan.

General descriptive data are used to get an overall picture of the characteristics of the adult and child Medicaid populations. This information includes:

I. Demographics: 

Age, gender, race/ethnicity, educational attainment (adult enrollees and parents of child enrollees)

II. 
Health Status 


A)
(CAHPS® global health rating: 1=excellent, 2=very good, 3=good, 4=fair, 5=poor):

· Child Q86: In general, how would you rate your child’s overall health now?

· Adult Q47: In general, how would you rate your overall health now?

B)
Special health care needs

 CAHPS® 3.0 includes  an instrument designed to identify children and adults with special health care  needs. Child and adult enrollees are classified as having special health care needs if they are reported to have:


a) a health condition, that 


b) has lasted or is expected to last at least one year, and

c) has resulted in either 1) use of prescription medication, 2) functional limitations, or 3) need for or use of specialized (e.g., PT, OT, etc.) therapies mental health services, or more medical or other services than usual for people of the same age.

The remaining survey items can be classified into three broad areas: access to care and utilization of services, quality of care delivery, and the health plan. These areas and their associated survey items are outlined below.

III. 
Access to care and utilization of services

A) 
CAHPS® 3.0 summary access measures

1. 
Ability to get needed care, an average of four items:
1=big problem, 2=small problem, 3=big problem


Child:  
Q7: Since your child joined  this health plan, how much of a problem, if any, was it to get a personal doctor or nurse for your child you are happy with?



Q13: In the last 6 months, how much of a problem, if any, was it to see a specialist that your child needed to see?

Q26: In the last 6 months, how much of a problem, if any, was it to get the care, tests, or treatment for your child that you or a doctor believed necessary?

Q28: In the last 6 months, how much of a problem, if any, were delays in your child’s health care while you waited for approval from your child’s health plan?

Adult:
Q7 Since you joined your health plan, how much of a problem, if any, was it to get a personal doctor or nurse you are happy with?

Q9 In the last 6 months, how much of a problem, if any, was it to see a specialist that you needed to see?



Q22 In the last 6 months how much of a problem, if any, was it to get the care, tests, or treatment you or a doctor believed necessary?

Q24 In the last 6 months how much of a problem, if any, were delays in health care while you waited for approval from your health plan?

2.
How often enrollee received care without long waits, 
average of 4 items: (1=never, 2=sometimes, 3=usually, 4=always)



Child
Q18 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?

Q20: In the last 6 months, when your child needed care right away for an illness, injury, or condition, how often did your child get care as soon as you wanted?

Q22: In the last 6 months, not counting times your child needed health care right away, how often did your child get an appointment for health care as soon as you wanted?

Q29: In the last 6 months, how often was your child taken to the exam room within 15 minutes of his or her appointment?



Adult
Q14 In the last 6 months, when you called during regular office hours, how often did you get the help or advice you needed?

Q16: In the last 6 months, when you needed care right away for an illness, injury, or condition, how often did you get care as soon as you wanted?

Q18: In the last 6 months, not counting times you needed  health care right away, how often did you get an appointment for health care as soon as you wanted?

Q25 In the last 6 months, how often were you taken to the exam room within 15 minutes of your appointment

B)
Primary care providers

1.
CAHPS® 3.0: new primary care provider

When your child joined this health plan or at any time since then, did he or she get a new personal doctor or nurse?

When you joined your health plan or at any time since then, did you get a new personal doctor or nurse?

2. 
CAHPS® 3.0: problem getting primary care provider

Child 
Q7: Since your child joined his or her health plan, how much of a problem, if any, was it to get a personal doctor or nurse for your child you are happy with?


Adult 
Q7 Since you joined your health plan, how much of a problem, if any, was it to get a personal doctor or nurse you are happy with?

3.
CAHPS® 3.0: have a primary care provider

Child 
Q4: Do you have one person you think of as your child’s personal doctor or nurse? 

Adult 
Q4 Do you have one person you think of as your personal doctor or nurse

C) 
Specialty care


1.
CAHPS® 3.0:  need for specialist

Child  
Q12:  In the last 6 months, did you or a doctor think your child needed to see a specialist?

Adult 
Q8:  In the last 6 months, did you or a doctor think you needed to see a specialist?


2. 
CAHPS® 3.0: problem to see a specialist

Child 
Q13: In the last 6 months, how much of a problem, if any, was it to see a specialist that your child needed to see?

Adult
Q9:  In the last 6 months, how much of a problem, if any, was it to see a specialist that you needed to see?


3.
CAHPS® 3.0: saw a specialist

Child 
Q14:  In the last 6 months, did your child see a specialist?



Adult
Q10:  In the last 6 months, did you see a specialist?


4.
CAHPS® 3.0: specialist same as primary care provider


Child
Q16:  In the last 6 months, was the specialist your child saw most often the same doctor as your child’s personal doctor?

Adult
Q12:  In the last 6 months, was the specialist you saw most often the same doctor as your personal doctor?


5.
NHIS: unmet need for specialist

Child:  In the last 6 months, was there any time when your child needed to see a specialist but could not see one for any reason?

Adult:  In the last 6 months, was there any time when you needed to see a specialist but could not see one for any reason?

D) 
Phone access

1.
CAHPS® 3.0: called clinic during regular hours

Child
Q17:  In the last 6 months, did you call a doctor’s office or clinic during regular office hours to get help or advice for your child?

Adult 
Q13:  In the last 6 months, did you call a doctor’s office or clinic during regular office hours to get help or advice for yourself?

2.
CAHPS® 3.0: got help when called clinic

Child 
Q18:  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?

Adult 
Q14:  In the last 6 months, when you called during regular office hours, how often did you get the help or advice you needed?

E)
NHIS: unmet need for medical care & reasons for unmet need

Child:  In the last 6 months, was there any time when your child needed medical care but could not get it for any reason?

Adult:  In the last 6 months, was there any time when you needed medical care but could not get it for any reason?

Reasons for both (choose one or more): 1) couldn’t afford care, 2) couldn’t find doctor who accepts Medicaid 3) trouble getting appointments, 4) distance or transportation problems, 5) didn’t know what to do for care at night or on weekends, 6) couldn’t get off work, 7) other reasons.

F)
Preventive health care 

1.
Last preventive visit

Child:  When was the last time your child went for a preventive health care visit such as a check-up, physical exam, or vaccination shot?


Adult:  When was the last time you went for a preventive health care visit such as a check-up, physical exam, mammogram or pap smear test?

2.
Unmet need for preventive care & reasons for unmet need

Child:  In the last 6 months, was there any time when your child needed preventive care but could not get it for any reason?

Adult:  In the last 6 months, was there any time when you needed preventive care but could not get it for any reason?

Reasons for both (choose one or more): 1) couldn’t afford care, 2) couldn’t find doctor who accepts Medicaid 3) trouble getting appointments, 4) distance or transportation problems, 5) couldn’t get off work, 6) other reasons.

3.
Anticipatory guidance 

Child: In the last 6 months, has a health professional or your child’s health plan encouraged you to take any type of preventive health steps for your child such as watching what your child eats or using bicycle helmets or car seats?

Adult: In the last 6 months, has a health professional or your health plan encouraged you to exercise or eat a healthy diet?

G)
Regular or routine care

1.
CAHPS® 3.0: appointment for routine care

Child 
Q21: In the last 6 months, not counting times your child needed health care right away, did you make any appointments for your child with a doctor or other health provider?

Adult 
Q17: In the last 6 months, not counting times you needed care right away, did you make any appointments with a doctor or other health provider?

2. 
CAHPS® 3.0: how often got routine care as soon as wanted

Child 
Q22: In the last 6 months, not counting times your child needed health care right away, how often did your child get an appointment for health care as soon as you wanted?

Adult 
Q18: In the last 6 months, not counting times you needed health care right away, how often did you get an appointment for health care as soon as you wanted?

3.
CAHPS®/HEDIS: waiting time for routine care

Child: In the last 6 months, how many days did your child usually have to wait between making an appointment for regular or routine care and seeing the provider

Adult: In the last 6 months, how many days did you usually have to wait between making an appointment for regular or routine care and seeing the provider?

H)
Acute care

1.
CAHPS® need for acute care

Child
Q17: In the last 6 months, did your child have an illness, injury, or condition that needed care right away from a doctor’s office, clinic, or emergency room?

Adult
Q16 In the last 6 months, did you have an illness, injury, or condition  that needed care right away from a doctor’s office, clinic, or emergency room?

2.
CAHPS® how often got acute care quickly

Child 
Q18: In the last 6 months, when your child needed care right away for an illness, injury, or condition, how often did your child get care as soon as you wanted?

Adult
Q17: In the last 6 months, when you needed care right away for an illness, injury, or condition, how often did you get care as soon as you wanted?

3.
HEDIS waiting time for acute care

Child: In the last 6 months, how long did your child usually have to wait between trying to get care  and actually seeing a provider for an illness, injury, or condition?

Adult. In the last 6 months, how long did you usually have to wait between trying to get care and actually seeing a provider for an illness, injury, or condition?


I)   CAHPS® 3.0 Emergency Room use

Child 
Q23:  In the last 6 months, how many times did your child go to an emergency room?

Adult 
Q19 In the last 6 months, how many times did you go to an emergency room to get care for yourself?


J)    CAHPS® Outpatient visits

Child
Q24: In the last 6 months (not counting times your child went to an emergency room), how many times did your child go to a doctor’s office or clinic?

Adult
Q20 In the last 6 months (not counting times you went to an emergency room), how many times did you go to a doctor’s office or clinic to get care for yourself?


K)  Behavioral or mental health care

1.
CAHPS® 3.0 Need for mental health care

Child:  In the last 6 months, did your child need any treatment or counseling for an emotional, developmental or behavioral problem?

Adult:  In the last 6 months, did you need any treatment or counseling for an emotional or behavioral problem?

2.
CAHPS® 3.0 Problem getting mental health care

Child: In the last 6 months, how much of a problem, if any, was it to get this treatment or counseling for your child?

Adult: In the last 6 months, how much of a problem, if any, was it to get this treatment or counseling for yourself?

3.
Got help to get mental health care

Child: Did anyone from your health plan, doctor’s office or clinic help you try to solve this problem?

Adult: Did anyone from your health plan, doctor’s office or clinic help you try to solve this problem?

4.
NHIS Unmet need for mental health care

Child:  In the last 6 months, was there any time when your child needed treatment or counseling for an emotional or behavioral problem but could not get it for any reason?

Adult: In the last 6 months, was there any time when you needed treatment or counseling for an emotional or behavioral problem but could not get it for any reason?


L)  Prescription medication

1.
CAHPS® 3.0 Need for prescriptions 

Child 
Q83: In the last 6 months, did your child need any new prescription medicine or need to refill a prescription?

Adult:  In the last 6 months, did you need any new prescription medicine or need to refill a prescription?

2.
Problem getting prescriptions

Child 
Q84: In the last 6 months, how much of a problem, if any, was it to get your child’s prescription medicine?

Adult. In the last 6 months, how much of a problem, if any, was it to get your prescription medicine?

3.
Got help to get prescriptions

Child Did anyone help you try to solve this problem getting your child’s prescription medicine?

Adult: Did anyone help you try to solve this problem getting your prescription medicine?

4.
Unmet need for prescriptions (NHIS)

Child: In the last 6 months, was there any time when your child needed prescription medicine but could not get it for any reason?

Adult. In the last 6 months, was there any time when you needed prescription medicine but could not get it for any reason?


M)  Dental care

1.
Need for dental care (based on CAHPS® 3.0 need items)

Child: During the past 6 months, was there any time when you or a health professional thought your child needed dental care?

Adult: During the past 6 months, was there any time when you or a health professional thought you needed dental care (including a dental check-up)?

2.
Problem getting dental care (Adult only)

Adult: In the last 6 months, how much of a problem, if any, was it to get the dental care you or a dentist believed necessary?

3.
One source of dental care

Child: Is there one main person/place where you can take your child if they need dental care?


Adult: Is there one main place you usually go for your dental care?

4.
Unmet need for dental care (NHIS)

Child In the last 6 months, was there any time when your child needed dental care but could not get it for any reason?

Adult In the last 6 months, was there any time when you needed dental care but could not get it for any reason?

Reasons for both (choose one or more): 1) couldn’t afford care, 2) couldn’t find dentist who accepts Medicaid 3) trouble getting appointments, 4) distance or transportation problems, 5) didn’t know what to do for care at night or on weekends, 6) couldn’t get off work, 7) other reasons.


5.  Last dental checkup


Child: When was your child’s last visit to the dentist?


Adult: When was your last dental check-up?

6. 
Frequency of dental visits (adults only)

Adult:: Would you describe yourself as someone who visits the dentist regularly, occasionally, rarely or visits the dentist only when you have a problem.

7.
Refusal of Medicaid dental insurance (adults only)

Adult: Has a dentist ever refused to accept your dental insurance?

8. 
Rating of dental health (adults only)

Adult: How would you rate your overall dental health?

9. 
Rating of dental care (CAHPS® 3.0, adults only)

Adult 
D3: Using any number from 0 to 10, where 0 is the worst dental care possible and 10 is the best dental care possible, what number would you use to rate your dental care in the last 6 months?

IV.
Care delivery

A) 
CAHPS® 3.0 Global ratings 

1.
Rating of all health care (0-10):

Child 
Q49: Using any number from 0 to 10 where 0 is the worst health care possible and 10 is the best health care possible, what number would you use to rate all your child’s health care in the last 6 months?

Adult 
Q33: Using any number from 0 to 10 where 0 is the worst health care possible and 10 is the best health care possible, what number would you use to rate all your health care in the last 6 months?

2.
Rating of primary care provider (0-10)

Child 
Q5:  Using any number from 0 to 10 where 0 is the worst doctor or nurse  possible and 10 is the best doctor or nurse possible, what number would you use to rate your child’s personal doctor or nurse now?

Adult 
Q5:  Using any number from 0 to 10 where 0 is the worst doctor or nurse  possible and 10 is the best doctor or nurse possible, what number would you use to rate your personal doctor or nurse now?

3.
Rating of specialist (0-10)

Child 
Q15: Using any number from 0 to 10 where 0 is the worst specialist  possible and 10 is the best specialist possible, what number would you use to rate the specialist your child saw most often?

Adult 
Q11: Using any number from 0 to 10 where 0 is the worst specialist  possible and 10 is the best specialist possible, what number would you use to rate the specialist you saw most often?

B)
CAHPS® 3.0 Reports on doctor communication and office staff helpfulness

1. 
Doctor communication, average of the following items (1-4 scale)



Child 
(Q38 included if Q36—“Is your child able to talk with doctors about his or her health care?”—is answered “yes”)

Q32: In the last 6 months, how often did your child’s doctors or other health providers listen carefully to you?

Q34: In the last 6 months, how often did your child’s doctors or other health providers explain things in a way you could understand?

Q35: In the last 6 months, how often did your child’s doctors or other health providers show respect for what you had to say?



Q38: In the last 6 months, how often did doctors or other health providers explain things in a way your child could understand?



Q39 In the last 6 months, how often did doctors or other health providers spend enough time with your child?



Adult
Q28 In the last 6 months, how often did doctors or other health providers listen carefully to you?

Q30 In the last 6 months, how often did doctors or other health providers explain things in a way you could understand?

Q31 In the last 6 months, how often did doctors or other health providers show respect for what you had to say?

Q32 . In the last 6 months, how often did doctors or other health providers spend enough time with you?

2. 
CAHPS® 3.0 Office staff courtesy and helpfulness (average of the following items, 1-4 scale)

Child
Q30 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?


Q31 . 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?

Adult
Q26 In the last 6 months, how often did office staff at a doctor’s office 

 clinic treat you with courtesy and respect?

Q27 In the last 6 months, how often were office staff at a doctor’s office or clinic as helpful as you thought they should be?

3. 
CAHPS® 3.0 Family Centered Care (child survey only)

Parents’ experiences with the child’s personal doctor or nurse

Q8:  In the last 6 months, did your chld’s personal doctor or nurse talk with you about how your child is feeling, growing or behaving?

Q10:  Does your child’s personal doctor or nurse understand how these medical, behavioral, or other health conditions affect your child’s day-to-day life?

Q11:  Does your child’s personal doctor or nurse understand how your child’s medical, behavioral, or other health conditions affect your family’s day-to-day life?

Parents’ experiences with shared decision-making

Q44:  In the last 6 months, were any decisions made about your child’s health care?

Q45:  When decisions were made in the last 6 months, how often did your child’s doctors or other health providers offer you choices about your child’s health care?


Q46:  When decisions were made in the last 6 months, how often did your child’s doctors or other health providers discuss with you the good and bad things about each of the different choices you were given?

Q47:  When decisions were made in the last 6 months, how often did your child’s doctors or other health providers ask you to tell them what choices you prefer?


Q48:  When decisions were made in the last 6 months, how often did your child’s doctors or other health providers involve you as much as you wanted?

Parents’ experiences with getting needed information  about their child’s care:




Q40: In the last 6 months, have you had any questions or concerns about your child’s health or health care?


Q41:  In the last 6 months, how often did your child’s doctors or other health providers make it easy for you to discuss your questions or concerns?


Q42:  In the last 6 months, how often did you get the specific information you needed from your child’s doctors and other health providers?


Q43:  In the last 6 months, how often did you have your questions answered by your child’s doctors or other health providers?

Coordination of care


Q50:  Is your child now enrolled in school or daycare?

Q51:  In the last 6 months, have you needed your child’s doctors or other health providers to contact your child’s school or daycare?

Q52:  In the last 6 months, did you get the help you needed from your child’s doctors or other health providers in contacting your child’s school or daycare?  

Q70: Does your child receive care from more than one provider or get more than one kind of service?

Q71:  In the last 6 months, did anyone from your child’s health plan, doctor’s office or clinic help coordinate your child’s care among these different providers or services?

IV. 
Quality of Health Plan

A. CAHPS® measures

1. 
Global health plan rating (0-10)

Child
Q82: Using any number from 0 to 10 where 0 is the worst health plan possible and 10 is the best health plan possible, what number would you use to rate your child’s health plan now?

Adult
Q46 Using any number from 0 to 10 where 0 is the worst health plan possible and 10 is the best health plan possible, what number would you use to rate your health plan now?

2. 
CAHPS® 3.0 Customer Service Report, average of the following items 

(1=big problem, 2=small problem, 3=big problem)



Child
Q77: In the last 6 months, how much of a problem, if any, was it to find or understand this information(in written materials or on the Internet)?

Q79 In the last 6 months, how much of a problem, if any, was it to get the help you needed when you called the Medicaid helpline?

Q81 In the last 6 months, how much of a problem, if any, did you have with paperwork for your child’s health plan?



Adult
Q41 In the last 6 months, how much of a problem, if any, was it to find or understand this  information (in written materials or on the Internet)?

Q43: In the last 6 months, how much of a problem, if any, was it to get the help you needed when you called the Medicaid helpline?

Q45 In the last 6 months, how much of a problem, if any, did you have with paperwork for your health plan?

3. 
Use of customer services and information, enrollee paperwork


Child 
Q76: In the last 6 months, did you look for information from your child’s health plan in any written materials or on the Internet?

Did you know that there is a Medicaid helpline (1-800-338-9154) that you can call to get help or information?

Q78: In the last 6 months, did you call the Medicaid helpline (1-800-338-9154) to get information or help for your child?

Q80: In the last 6 months, did you have any experiences with paperwork for your child’s health plan? 

Adult 
Q40 : In the last 6 months, did you look for any other information from your health plan in written materials or on the Internet?

Did you know that there is a Medicaid helpline (1-800-338-9154) that you can call to get help or information?

 Q42:  In the last 6 months, did you call the Medicaid helpline (1-800-338-9154) to get information or help?

Q44:  In the last 6 months, did you have any experiences with paperwork for your health plan?

4. 
Provider directories (adult survey only)

When you first joined your Medicaid health plan, did you get a list of doctors who were part of this health plan?

How much of a problem, if any, was it to understand which doctors you could see from the list you received?

5. 
Complaints (CAHPS®/HEDIS)



Child
In the last 6 months, have you called the Medicaid helpline (1-800-338-9154) with a complaint or problem?

How long did it take for the health plan to resolve your most recent complaint?


Was your most recent complaint or problem settled to your satisfaction?



Adult
In the last 6 months, have you called the Medicaid helpline (1-800-338-9154) with a complaint or problem?

How long did it take for the health plan to resolve your most recent complaint?



Was your most recent complaint or problem settled to your satisfaction?

6. 
CAHPS® 3.0 Enrollment items



Child
Is this the plan you use for all or most of your child’s health care?


Q3: How many months or years in a row has your child been in this health plan?


Q73 When you first joined Medicaid, did you choose to keep your child in the health plan that Medicaid placed him/her in or did you choose a different health plan?


Q74: Did you get any information about your child’s Medicaid health plan before you signed him or her up for it?


Q75: How much of the information you were given before you signed your child up for the plan was correct?



Adult
Is this the health plan you use for all or most of your health care?


Q3: How many months or years in a row have you been in this health plan?


Q37: When you first joined Medicaid, did you choose to stay in the health plan that Medicaid placed you in or did you choose a different health plan?


Q38 Did you get any information about your Medicaid health plan before you signed up for it?


Q39 How much of the information you were given before you signed up for the plan was correct?

7. 
Switching plans (adults only)

Have you ever switched to a different health plan at any time while enrolled in Medicaid?

8. 
Adult perceptions of health plan

75. Thinking about how well your Medicaid health care coverage meets your health care needs, how would you rate your Medicaid health care coverage? (excellent, very good, good, fair, poor)

75a. Thinking about the types of services covered by Medicaid compared to those covered by most private health insurance plans, how would you rate the services covered by your Medicaid plan? (much better, a little better, about the same, a little worse, much worse)

75b. Thinking about your ability to find a doctor who accepts Medicaid patients compared to patients with private health insurance, how would you rate your ability to find a doctor who accepts Medicaid patients? (much better, a little better, about the same, a little worse, much worse)

75c. Thinking about how you are treated by the doctor and staff when you are covered by Medicaid compared to how you might be treated with private health insurance, how would you rate how you are treated when covered by Medicaid? (much better, a little better, about the same, a little worse, much worse)

75d. Do you think you have ever been treated differently because you were covered by Medicaid? (yes/no) If yes, please tell us how you were treated differently (written comments).

75e. In the last 5 years, have you ever been covered by private health insurance (not Medicaid)? (yes/no)

IOWA PLAN FOR BEHAVIORAL HEALTH

The Iowa Plan for Behavioral Health (the Iowa Plan) is a state-wide managed behavioral health care plan which integrates Medicaid mental health and substance abuse treatment and operates under a 1915b waiver through the Centers for Medicare and Medicaid Services.   The waiver covers traditional Medicaid mental health and substance abuse services plus an expanded array of community-based services and supports.  The waiver covers most of Iowa’s Medicaid recipients except those over 65, those living in certain residential settings, and medically needy with a cash spenddown.  The Iowa Plan contractor is fully capitated and at full risk for the development and delivery of Medicaid mental health and substance abuse services for Medicaid enrollees.

The Iowa plan contractor is required to develop and maintain a comprehensive quality improvement program including the following: attain and maintain accreditation through a national body;  evaluate the performance of clinical, preventative, and support processes; pursue opportunities to improve programs and outcomes;  track public input though quality assurance process; focused quality improvement studies and prevention programs; conduct satisfaction surveys; monitor and report performance indicators established in the contract.

The Department has undertaken the development of a series of performance indicators encompassing a full spectrum of issues that have been determined to be relevant to the operations of the Iowa Plan for Behavioral Health.  These have been developed in conjunction with the Clinical Advisory Committee and the Iowa Plan Advisory Committee with input, therefore, of a number of consumers, advocates and providers of services.  To assure that clients receive a full and comprehensive array of services offered in a timely and considered manner, the following performance measure have been adopted.  These are reviewed on a quarterly basis by the Department and any areas that are determined to be less than optimal are discussed with the staff and management of the contractor.  Within the organization of the Iowa Plan contractor, these performance measures, along with others, are reviewed on an ongoing basis.  Where deficiencies are found, or if the performance is less than the stated levels, these must be fully addressed by the quality committee and any corrective action plan reported to the Department.

Iowa Plan Performance Measures

· The Contractor shall arrange or participate in 450 JTP conferences per contract period with the consumer participating in at least 97% of the JTP conferences.
· The percent of involuntary admissions for mental health treatment to 24-hour inpatient settings shall not exceed 20% of all children admissions and 15% of all adult admissions.
· Based on claims data during the contract period, the Contractor shall provide services to at least 13.5% of Iowa Plan enrollees.
· 90% of persons discharged from mental health inpatient care will receive other treatment services within 7 days of discharge date.
· 47.9% of clients discharged from ASAM Levels III.5 and III.3 and receiving a follow-up substance abuse service within 7 days of discharge.
· 85% of enrollees who received services in an emergency room and for whom inpatient care was requested but not authorized shall have a follow-up contact within 72 hours of the date the Contractor is notified of the ER service.
· The percentage of enrollees under the age of 18 discharged from a mental health inpatient setting to a homeless or emergency shelter shall not exceed 3% of all mental health inpatient discharges of children under the age of 18.

· 95% of care reviews will be resolved within 14 days.
· Medicaid claims shall be paid or denied within the following time periods:  85% within 12 calendar days;   90% within 30 calendar days;  100% within 90 calendar days
· New enrollee information, including a list of network providers, will be mailed to each new enrollee in the Iowa Plan within 10 working days after the first time their name was provided to the Contractor.
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