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Introduction
HealthChoice, Maryland’s Medicaid managed care program, was implemented in 1997. In January 2002, the Maryland Department of Health and Mental Hygiene (the Department) completed a comprehensive evaluation of HealthChoice.
 The evaluation found that the HealthChoice program had been successful in improving access while controlling costs, and had served as a platform for major program expansion.

The original HealthChoice Evaluation examined the performance of HealthChoice by comparing service utilization during the program’s initial years with utilization during the final year without mandatory managed care (fiscal year 1997). Since completing the HealthChoice Evaluation, the Department has continued to monitor a variety of HealthChoice performance measures. This document provides a brief update of HealthChoice performance. This update focuses on HealthChoice performance for calendar year (CY) 2002 through CY 2005.

HealthChoice Facts

· HealthChoice enrolls approximately 70 percent of Medicaid beneficiaries.

· Enrollees receive their health services through seven HealthChoice managed care organizations (MCOs). 

· Since CY 2002, HealthChoice enrollment has increased by about 4.8 percent.
 
· HealthChoice enrollees include low-income children, pregnant women, families receiving Temporary Assistance for Needy Families (TANF), individuals receiving Supplemental Security Income (SSI) benefits, children in foster care, and children enrolled in the Maryland Children’s Health Program (MCHP). Some of the groups excluded from HealthChoice are Medicare beneficiaries, individuals in nursing facilities for more than 30 days, and beneficiaries enrolled in the Rare and Expensive Case Management Program (REM).
Key Findings

Between CY 2002 and CY 2005, access to health services improved under HealthChoice in a number of important areas, including ambulatory care, well-child visits, dental services, and lead testing. Increases in access occurred even as the number of HealthChoice enrollees continued to grow. Access rates have shown the greatest improvement for children. Other notable findings include:
· The percentage of enrollees receiving an ambulatory care visit increased from 65.9 percent in CY 2002 to 71.0 percent in CY 2005. For children under 21 years, ambulatory care rates increased from 67.4 percent in CY 2002 to 72.0 percent in CY 2005. The rate for the adult population, aged 21 to 64, increased from 64.0 percent in CY 2002 to 68.4 percent in CY 2005.
· The percentage of children receiving a well-child visit increased from 44.8 percent in CY 2002 to 51.7 percent in CY 2005.

· The percentage of children receiving a dental visit increased from 34.5 percent in CY 2002 to 45.8 percent in CY 2005.
· The percentage of children aged 12 to 23 months receiving a lead test increased from 44.2 percent in CY 2002 to 50.1 percent in CY 2005.

· Racial and ethnic groups that have historically experienced health disparities such as African Americans and Hispanics continued to experience increases in access to preventive services for children, as did whites and Asians.
· Children in foster care continue to receive preventive services at higher rates than other HealthChoice children.

· The level of avoidable hospital admissions for individuals with asthma and diabetes has registered slight declines.

HealthChoice Enrollment

Figure 1 shows that the majority of enrollees are in the Families and Children (FAC) eligibility category.
  In December of 2000, there were approximately 409,000 enrollees overall.
 By December 2005, this number rose to just over 491,000 (Figure 1), reflecting a steady increase in enrollment.
  
Figure 1: HealthChoice Enrollment by Coverage Group
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Ambulatory Visits

Ambulatory visits are defined as any time an enrollee (with any period of enrollment) has contact with a doctor or a nurse practitioner in a hospital outpatient department, clinic, or physician office. Ambulatory visits are reported as an unduplicated count that may not exceed one per day. The Department uses this measure to look at overall access to care, measuring the percentage of the population that had any contact with a health care provider. 

The HealthChoice program has been successful in increasing access to ambulatory care for enrollees, particularly children and adolescents. Since CY 2002, the overall percentage of individuals receiving an ambulatory visit has increased among all age groups. The overall HealthChoice rate has risen from 65.9 percent in CY 2002 to 71.0 percent in CY 2005 (Figure 2). 
Figure 2: Percentage of the Population Receiving Ambulatory Care Service by Age
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The percentage of individuals receiving an ambulatory service has increased in every region of the state, with the greatest improvements in the Washington Suburban region and Eastern Shore (Figure 3). 
Figure 3: Percentage of the Population Receiving Ambulatory Care Service by Region
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Access to ambulatory services has improved for all HealthChoice coverage groups. The SOBRA (pregnant women and children in families with incomes higher than TANF and lower than MCHP), Family and Children, and MCHP groups realized improvements of greater than five percentage points between CY 2002 and CY 2005 (Figure 4). 
Figure 4: Percentage of the Population Receiving Ambulatory Care Service by Coverage Group 
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Well-Child Visits

Well-child visits are defined by one comprehensive measure, inclusive of well-child visits, EPSDT (Early and Periodic Screening, Diagnostic, and Treatment) services, and preventive services. Although they are a subset of ambulatory visits, well-child visits are unique because they are provided according to a prescribed periodic schedule. HealthChoice regulations stipulate that MCOs must notify parents/guardians of pending well-child visits and make efforts to ensure that scheduled visits occur. 
Well-child services are essential to the provision of comprehensive, prevention-oriented care, and the data suggest that HealthChoice has been successful in increasing the percentage of children who receive such services. The percentage of the population (with any period of enrollment) receiving a well-child service increased across all age groups between CY 2002 and CY 2005. Overall, the access rate increased from 44.8 percent in CY 2002 to 51.7 percent in CY 2005 (Figure 5).  Increases were seen for all age groups. The most substantial increase was noticed for children under age one; the percentage of visits for this group increased from 80 percent in 2004 to 86.3 percent in 2005.  
Figure 5: Percentage of Children Receiving a Well-Child Visit by Age
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Dental Services

Dental care is a mandated health benefit for children up to age 21 under Medicaid EPSDT requirements. Though rates of access to dental services have been low for a number of years, access has steadily improved under HealthChoice. While the increase in access has been positive, the Department recognizes there continues to be an access problem for dental services.    The Department closely monitors access to dental services through a variety of measures. A detailed description of dental access under HealthChoice is available at www.dhmh.state.md.us/mma/html/reppubs.html. 
The Department is working with HealthChoice MCOs, advocates, and other stakeholders to address the adequacy of the dental benefit under HealthChoice. In doing so, the Department continues to explore ways to monitor and enhance preventive care access and benefits. In addition, the Department is undertaking efforts to study the adequacy of reimbursement rates, improve enrollees’ understanding of how to use the HealthChoice system, and increase outreach to the dental provider community to achieve stronger dental provider networks.  
Between CY 2002 and CY 2005, the overall rate of access to dental services increased from 34.5 percent to 45.8 percent (Figure 6). The 45.8 percent access rate for CY 2005 was more than double the access rate under the fee-for-service program in FY 1997 (19.9 percent). Although access rates remained static during CY 2003 and CY 2004, they increased noticeably in CY 2005 (45.8 percent) when compared to CY 2002 (34.5 percent). Increases were registered across all age groups and across all regions within the state (Figures 6 and 7).

Figure 6: Percentage of Children Receiving a Dental Visit by Age
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Figure 7: Percentage of Children Receiving a Dental Visit by Region
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Lead Testing
Maryland has developed a Plan to Eliminate Childhood Lead Poisoning by 2010. One goal of the state plan is to ensure that young children receive appropriate lead risk screening and blood lead testing. 

Figure 8: HealthChoice Children Receiving Lead Testing by Age (Statewide)

[image: image8.emf]44.2%

38.2%

46.8%

41.2%

49.2%

45.8%

50.1%

45.3%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

12-23 Months 24-35 Months

Lead Testing Rate (Percentage)

CY 2002 CY 2003 CY 2004 CY 2005


Figure 8 above shows that in HealthChoice, nearly 50 percent of children between the ages of 12 and 23 months received lead testing in CY 2005, an increase of six percentage points since CY 2002.
 For children aged 24 to 35 months, the CY 2005 lead testing rate was 45 percent, an increase of more than seven percentage points since CY 2002.  However, there was a slight decline between CY 2004 and CY 2005.
Figure 9: HealthChoice Children Receiving Lead Testing by Age (Baltimore City)
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In Baltimore City, an identified high-risk area, the HealthChoice lead testing rate for CY 2005 is above 60 percent (Figure 9) and has increased since CY 2002.

Emergency Department Visits 
There has been a slight increase in overall emergency department (ED) visit
 rates from CY 2002 to CY 2005 (from 25.5 percent to 26.8 percent). ED Utilization increased in four out of the six regions of the state, as shown in Figure 10. Utilization rates are greatest in Baltimore City and Western Maryland and lowest in the Washington Suburban region. 
Children aged one to two years experienced the highest ED rate in all four years studied (Figure 11) and those in the six to 14 year age range had the lowest ED rate. This finding appears to be consistent with national data on ED use by these age groups.
 

Figure 10: Percentage of Population Receiving an Emergency Department Service by Region
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Figure 11: Percentage of Population Receiving an Emergency Department Service by Age
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Figure 12 shows that enrollees with disabilities in the SSI coverage group are more likely to receive an ED visit than enrollees in other coverage groups and that ED use by those in the SOBRA eligibility category has been increasing.
Figure 12: Percentage of Population Receiving an Emergency Department Visit by Coverage Group
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Classification of the Appropriateness and Urgency of Emergency Department Care
In recent years, there has been increased focus on emergency department (ED) use among health care consumers nationally, including Medicaid enrollees.  One widely used methodology is based on the classifications developed by researchers at the New York University Center for Health and Public Service Research (NYU) in collaboration with the United Fund of New York.  This methodology classifies emergency visits as follows:

1) non-emergent
 - immediate care not required within 12 hours based on patient’s presenting symptoms, medical history, and vital signs;
2) emergent but primary care treatable - treatment was required within 12 hours but it could have been provided effectively in a primary setting; e.g., CAT scan or certain lab tests; 

3) emergent but preventable/avoidable - emergency care was required, but the condition was potentially preventable/avoidable if timely and effective ambulatory care had been received during the episode of illness, like flare-ups of asthma;
4) emergent, ED care needed, not preventable/avoidable - ambulatory care could not have prevented the condition; e.g., trauma or appendicitis, and 

5) other - e.g., substance abuse, injuries, and other unclassified diagnoses. 

Analysis of the HealthChoice population using the NYU methodology shows that a small proportion of the population accounts for all non-emergency care.  Of the overall HealthChoice population, only about six percent of HealthChoice enrollees (approximately 37,300 individuals in CY 2005) used an ED for non-emergency ED care.  Visits by this six percent of people accounted for twenty-five percent of ED visits in CY 2005 (just over 77,000 out of 303,000 total visits).  Forty-two percent of all ED visits were for various types of emergency care.  
One weakness of the NYU methodology is the inability to draw conclusions about the “other” category.  Over 30 percent of all ED visits fell into the “other” category, which included visits related to injury, mental health, substance abuse, or conditions that could not be classified due to insufficient sample sizes available to the expert panel.

Asthma, Diabetes, and Ambulatory Care Sensitive Hospitalizations (ACSHs): A Marker of Access to Care for HealthChoice Enrollees 
Ambulatory care sensitive hospitalizations, also called preventable or avoidable hospital hospitalizations, refer to admissions that could have been prevented if ambulatory care was provided in a timely and effective manner. High numbers of avoidable hospitalizations may be indicative of problems with access to primary care services or deficiencies in outpatient management and follow-up. The number of avoidable hospitalizations may also be affected by a patient’s lack of compliance to prescribed treatment regimens. 
Asthma and diabetes are two chronic conditions that can be managed through the outpatient setting. Hospital admissions for these conditions can be avoided through effective outpatient management. The Department measured avoidable asthma and diabetes inpatient admission rates for CY 2003 through CY 2005. The rates of diabetes- and asthma-related avoidable admissions were lower in CY 2005 relative to CY 2003 (Tables 1 and 2, respectively). 
Table 1: Diabetes Admissions per Thousand Members per Year (Enrollees Aged 21-64)

	
	CY 2003
	CY 2004
	CY 2005

	Number of Diabetes-Related Avoidable Hospital Admissions
	216
	178
	199

	Rate per 1,000 HEDIS Eligible Diabetic Adults

	30
	24
	25


Table 2: Asthma Admissions per Thousand Members per Year (Enrollees Aged 5-20)

	
	CY 2003
	CY 2004
	CY 2005

	Number of Asthma-Related Avoidable Hospital Admissions
	306
	279
	257

	Rate per 1,000 HEDIS Eligible Asthma Children 
	66
	55
	26


The Institute of Medicine’s 1993 report, Access to Health Care in America,
 recommended the use of avoidable hospitalizations as an objective measure of access to health care services. Ambulatory care sensitive hospitalizations have been used extensively as an indicator of the accessibility and overall effectiveness of primary health care. 
The Agency for Healthcare Research and Quality (AHRQ) has identified a list of Preventive Quality Indicators (PQIs)
 that identify hospital admissions that could have been avoided, at least in part, through high quality outpatient care. Figure 13 uses PQIs to measure the admission rate for ambulatory care sensitive hospitalizations per 100,000 HealthChoice adults.  This is similar to the analysis of avoidable asthma and diabetes inpatient admission rates above, but extends the analysis to a broader set of chronic conditions.
Figure 13: Admission Rate for Ambulatory Care Sensitive Hospitalizations 
per 100,000 HealthChoice Adult Enrollees
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The admission rate for potentially preventable hospitalizations for adults with any period of enrollment decreased in CY 2005 compared to the two prior years. A decrease in the rate of avoidable hospital admissions is an accepted indicator of improving access or quality of care provided. 
Within the market for medical care, the highest growth rate in expenditures has consistently been associated with inpatient hospital services, making avoidable admissions particularly important from a cost-containment perspective.
 In this regard, the value of prevention, continuity of care, and disease management is increasingly recognized. The Department will continue to evaluate asthma and diabetes care as part of its HealthChoice quality strategy.
Access to Care under HealthChoice for Children from Racial or Ethnic Minority Groups
HealthChoice covers a large proportion of children from population groups that have historically experienced health disparities. Nearly three-quarters of HealthChoice enrollees are racial or ethnic minorities, compared to more than one-third of all state residents. This analysis focuses on children given that over 70 percent of HealthChoice enrollees are aged 18 or below.
 
Access to well-child services for Hispanic children aged three to six years increased by 10 percentage points to 62 percent in 2005. The rates for African-American children increased by almost seven percentage points to 55 percent in 2005, and rates for Asian children increased by over eight percentage points (Table 3). Adolescents from ethnic and racial minority groups experienced similar increases between 2002 and 2005 (Table 4). Tables 3 and 4 repeat the findings shown in Figure 5: access to preventive services increased among children regardless of ethnic or racial background between 2002 and 2005. 
Table 3: Well-Child Access Rates for Children Aged 3-6 Years: 2002-2005

	
	2002
	2003
	2004
	2005

	Asian
	48.9%
	53.5%
	56.1%
	57.3%

	African-American
	48.3%
	52.1%
	53.9%
	55.0%

	Hispanic
	51.8%
	56.6%
	60.3%
	62.0%

	White
	45.2%
	48.3%
	50.9%
	52.4%


Table 4: Well-Child Access Rates for Adolescents Aged 12-21 Years: 2002-2005

	
	2002
	2003
	2004
	2005

	Asian
	24.8%
	30.8%
	33.0%
	34.2%

	African-American
	29.4%
	32.4%
	33.5%
	34.4%

	Hispanic
	31.4%
	33.5%
	36.8%
	38.9%

	White
	24.5%
	26.2%
	27.6%
	28.3%


Access to Care for Children in Foster Care

The state continues to monitor service delivery to children in foster care, given their special needs. An analysis of enrollment data for CY 2005 showed that 90 percent of children in foster care were enrolled in only one MCO during that year, virtually identical to the rate of other HealthChoice children. This indicates that children in foster care have stable MCO enrollment and HealthChoice provides them with a medical home. 

An examination of CY 2005 HealthChoice utilization data shows that children in foster care tend to use health services at a high rate.  For most age groups, children in foster care access ambulatory care at higher rates than the general HealthChoice population (Figure 14). Across all ages, children in foster care access well-child care at higher rates than the HealthChoice population (Figure 15).  
Figure 14: Percentage of Children Receiving an Ambulatory Service by Age (Foster Care and HealthChoice)
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Figure 15: Percentage of Children Receiving a Well-Child Service by Age (Foster Care and HealthChoice)
[image: image15.emf]79.2%

61.8%

56.1%

60.5%

54.0%

59.3%

78.5%

59.4%

42.4%

40.7%

34.5%

49.3%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

1-2 3-5 6-9 10-14 15-18 ALL

Foster Care HealthChoice


These findings suggest that the current delivery model continues to facilitate access to care for children in foster care, and that their case workers get them into care. 
Assuring Quality of Care 
Each year the Department conducts a variety of quality assurance activities. Annual updates are published each fall. Quality activities include the External Quality Review Organization (EQRO) annual report, the Consumer Assessment of Health Plans Survey of Consumer Satisfaction (CAHPS), and measures of access and quality from the Health Employer Data and Information Set (HEDIS).  In addition, the Department reviews a sample of medical records from all MCOs as part of the EQRO to ensure that Healthy Kids EPSDT preventive care standards are met. 
Select quality measures from HEDIS, CAHPS, and encounter data analysis are rolled up into a consumer report card and a Value-Based Purchasing (VBP) program. Eleven quality measures were included in the CY 2005 VBP Initiative. MCOs’ performance on nine of these measures (administrative measures are excluded) are compared to compliance levels (or targets) set by the Department for each measure. MCO performance continues to show improvement. Reports on the 2005 HealthChoice quality assurance activities are available by request and are posted online at http://www.dhmh.state.md.us/mma/healthchoice/html/CY2005.htm
Conclusion

The Department has worked closely with the MCOs to improve access to quality care and create a prevention-oriented delivery system. Overall, the percentage of HealthChoice enrollees who receive these services has steadily increased over the past four years. Access to dental services and lead screening continues to improve. Although ED utilization has not decreased under HealthChoice as expected, there is no evidence that access to care is declining elsewhere. The use of the emergency room for non-emergent care has remained relatively stable. This update shows that HealthChoice continues to improve access to care for special populations, including children from racial and ethnic minority groups, children in foster care, and individuals with diabetes and asthma. 
Multiple quality assurance activities will continue in the HealthChoice program and the Department will monitor access to care for HealthChoice enrollees, including trends in ED utilization and asthma- and diabetes-related avoidable admissions. The Department anticipates that HealthChoice will continue to demonstrate overall improvements in access to services for enrollees. 



































































































































































































































































































































































































































































































� HealthChoice Evaluation (January 2002) and subsequent updates are available online at www.dhmh.state.md.us/mma/healthchoice/hcevalpres.html.


� Enrollment data as of December 31, 2002 compared to enrollment as of December 31, 2005.


� This eligibility category includes temporary assistance to needy families (TANF) and foster care children.


� Enrollment data as of December 31 of the measurement year.


� Preliminary enrollment counts indicate that there may be a decrease in enrollment in CY 2006. 


� The ambulatory care, well-child, and ED measures are based on a population of HealthChoice enrollees with any period of enrollment.


� Lead testing rates are reported for those children enrolled continuously in the same MCO for at least 90 days. 


� Sources: MDE Childhood Lead Registry/Maryland MMIS II. Age shown as of 12/31.


� ibid


� Emergency department (ED) visits are defined as hospital emergency department visits that do not lead to hospitalizations.


� McCaig, L., & Nawar, E. (2006, June 23). National Hospital Ambulatory Medical Care Survey: 2004 emergency department summary. Advance Data from Vital and Health Statistics, no. 372. Hyattsville, MD: National Center for Health Statistics.  


� HEDIS criteria ensure that each member of the cohort meets stringent clinical and enrollment criteria to ensure that they have the condition under study and they have been enrolled in an MCO for an adequate amount of time. 


� Institute of Medicine. (1993). Access to health care in America (M. Millman, Ed.). Washington, DC: National Academy Press.


� This measure is composed of select chronic and acute conditions. The chronic conditions are diabetes, including uncontrolled diabetes without complications, short-term and long-term diabetes complications, and diabetes-related lower-extremity amputations; circulatory diseases, such as congestive heart failure, hypertension, and angina without a procedure; and respiratory diseases, such as adult asthma and chronic obstructive pulmonary disease. Acute conditions include bacterial pneumonia, dehydration, urinary tract infection, and perforated appendix. 


� Gadomski, A., Jenkins, P., & Nichols, M. (1998). Impact of a Medicaid primary care provider and preventive care on pediatric hospitalization. Pediatrics 101 (3): 1–10.


� United States by State: Table TM-P019. Percent of Persons Under 18 Years: 2000. U.S. Census Bureau, Census 2000 Summary File 1, Matrices P1, and P29. 





