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III.
SERVICE UTILIZATION EXPERIENCE
HealthChoice is designed to provide comprehensive, prevention-oriented care through a patient-focused system with a medical home for all beneficiaries. The Department continually evaluates service utilization through annual reports and special studies. Complete, valid encounter data are essential to these monitoring efforts.  This chapter builds on annual analyses by looking at five specific areas of utilization.  They are: 1) General Utilization, 2) Utilization of Preventive Services, 3) Appropriateness of Care, 4) Specific Services, and 5) Special Populations.  This approach combines encounter data measures with nationally recognized HEDIS measures.  HEDIS is a standardized, nationally-used set of measures that allows for comparison across states.  The use of HEDIS allows the Department to compare HealthChoice performance to national Medicaid performance
.  
A) Measures of General Utilization

1. 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 utilization as an indicator of access to care, measuring the percentage of the population that had any contact with an ambulatory health care provider. 

The HealthChoice program has increased utilization of ambulatory care for enrollees, particularly for children and adolescents. Since CY 2002, the overall percentage of individuals receiving an ambulatory visit has increased among all age groups under age 19. Access for adults improved from CY 2002 through CY 2006 as well. Access for enrollees age 19 through 20 increased from CY 2002 to CY 2004, but then dropped to CY 2002 levels in CY 2006. The overall HealthChoice rate rose from 66.7 percent in CY 2002 to 72.3 percent in CY 2006 (Figure III-1). 
Figure III-1:
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The percentage of individuals receiving an ambulatory service has increased in every region of the state over the five-year period, with the greatest improvements occurring in the Washington Suburban region and Eastern Shore (Figure III-2). 

Figure III-2:
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Utilization of ambulatory services has increased for all HealthChoice coverage groups, although improvements in recent years for enrollees with disabilities have been small and have not followed a consistent upward trend.
 The SOBRA (pregnant women and children in families with incomes higher than TANF and lower than MCHP), family and children, and MCHP coverage groups realized improvements of greater than five percentage points between CY 2002 and CY 2006, surpassing the slight percentage increase for enrollees with disabilities(Figure III-3). 

Figure III-3:
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2. Adult Preventive and Ambulatory Care Utilization
In addition to measuring utilization by age as shown in Figure III-1, the Department also uses HEDIS measures to report adults’ utilization of preventive or ambulatory health services.  HEDIS has the benefit of allowing the Department to compare HealthChoice to Medicaid programs nationwide.  The HEDIS measure of adult access to care presented in Figure III-4 below differs from the measure in Figure III-1 above in that HEDIS looks at utilization only for individuals who were continuously enrolled during the calendar year, as opposed to individuals with any period of enrollment.  Utilization rates are lower when analyzed for any period of enrollment.  This is because the population in the analysis includes individuals who 1) are in the MCO for only a short period of time due to turnover in eligibility or enrollment, and 2) are new to the MCO, and the MCO has not yet had a chance to link the individual to care.  MCOs have less opportunity to manage the care of these populations.  HEDIS also uses slightly different age breaks.  
Between 2002 and 2006, the percent of enrollees age 20 through 44 receiving a preventive or ambulatory service increased from 65 percent to 75 percent, although increases were not steady throughout this time period.  In 2005, the year for which the most current national Medicaid data are available, HealthChoice enrollees age 20 through 44 had a slightly lower utilization rate compared to national Medicaid HEDIS results (73 versus 76 percent).  
Utilization of preventive or ambulatory services by enrollees age 45 through 64 increased a small amount between 2002 and 2006 (from 82 to 84 percent).  As for the younger population, this increase was not steady.  HealthChoice enrollees age 45 through 64 utilize services at a higher rate than the national Medicaid population (83 versus 81 percent in 2005). 
Figure III-4: HealthChoice HEDIS Measure: Adult Access to Care, Maryland Compared to the United States, 2002-2006

**Add figure
3. Ambulatory Care Utilization by Enrollees with Disabilities

Figure III-3 above shows ambulatory care utilization for individuals with disabilities.  The Department also assesses utilization for individuals with disabilities by age.  This measure looks at individuals who are continuously enrolled in one MCO for 320 days.  As noted above, utilization rates are lower when analyzed for any period of enrollment versus a period of continuous enrollment.  This is because MCOs have less opportunity to manage the care of these populations.
Figure III-** below shows that in 2006, 71.4 percent of individuals with disabilities, age zero through 20 years, received at least one ambulatory visit.  This increased from 65.8 percent in 2002.  A higher percentage of adults with disabilities receive at least one ambulatory visit.  Figure III** below shows that in 2006, 78.6 percent of adults age 21 through 64 received an ambulatory visit.  This is an increase from 76.9 percent in 2002, but there were decreases from 2004 to 2006.

**Add figure

**Add figure

4. Children’s and Adolescents’ Access to PCPs
HEDIS assesses children’s and adolescents’ access to primary care providers according to four age breaks:  12 through 24 months, 25 months through six years, seven through 11 years, and 12 through 19 years.  HealthChoice performance has increased across each age group between 2002 and 2006 (2003 was the first year of available data for the oldest age group).  The highest rate in 2006 was 94 percent, for the youngest age group.  The lowest rate in 2006 was 87 percent, for the oldest age group.  In addition, HealthChoice has outperformed national Medicaid HEDIS scores each year across all age groups.  
**Add figure  
5. Maternity ALOS
The average length of stay for maternity care (total deliveries) has remained stable over the period of 2002 through 2006, between 2.8 and 2.9 days.  This has been consistently slightly higher than the national Medicaid average.  

**Add figure  
6. Births ALOS
The average length of stay for newborns (total deliveries) had only a slight increase from 3.8 days in 2002 to 3.9 days in 2006.  In 2003 there was a low of 3.5 days.  This remains slightly higher than the national Medicaid average. 
**Add figure  
B) Preventive Services 
HealthChoice was designed to provide comprehensive, prevention-orientated care.  Therefore, the assessment of preventive service delivery is central to evaluating HealthChoice.  Preventive service measures are a subset of general utilization measures and include an array of services provided to both children and adults.  Children’s utilization of preventive care is measured through well-child visits, immunizations, and lead testing.  Adult preventive care is measured through breast and cervical cancer screening and access to prenatal care.  All three adult preventive measures are for services delivered to women.  Over 70 percent of adult HealthChoice enrollees are female.  Other measures in this evaluation are inclusive of males and females.  
1. Well-Child Visits
Well-child visits are defined by EPSDT (Early and Periodic Screening, Diagnostic, and Treatment) standards. Well-child visits are a subset of ambulatory visits.  Like the ambulatory visit measure, the well-child visit measure includes children with any period of enrollment.  Well-child visits are unique because they are provided according to a prescribed periodicity schedule. HealthChoice regulations stipulate that MCOs must notify parents or guardians of pending well-child visits and make efforts to ensure that scheduled visits occur.  
Analysis of well-child visits addresses some of the challenges of comparability that complicate the examination of all ambulatory visits.  Individuals with poorer health status can be expected to utilize ambulatory services at higher rates.  In contrast, well-child services should be provided to all children according to the periodicity schedule and should not be affected by the child’s health status. 

The data show that HealthChoice has been successful in increasing the percentage of children who receive such services. The percentage of the population receiving a well-child service increased across all age groups between CY 2002 and CY 2006. Overall, the utilization rate increased from 48.0 percent in CY 2002 to 55.2 percent in CY 2006. Each age group experienced an increase of greater than five percentage points, except the zero to under one age group, which already had the highest access rate. The largest increase of greater than ten percentage points occurred for ages 10 through 14 (Figure III-5).  

Figure III-5:
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All regions experienced increases in the percentage of well-child visits by more than five percentage points over the five-year period. The Washington Suburban, Western Maryland, Southern Maryland, and Eastern Shore regions had the highest increases, of more than 8.5 percentage points (Figure III-6).

Figure III-6:
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In addition to measuring well-child visits by age as shown in Figure III-5, the Department also uses HEDIS measures to report children’s utilization of well-child visits.  As mentioned above, the use of HEDIS allows the Department to compare HealthChoice to Medicaid programs nationwide.  However, criteria for HEDIS measures differ from the Department’s criteria for other measures.  HEDIS looks at utilization only for individuals with continuous enrollment, as opposed to any period of enrollment.  Utilization rates are lower when analyzed for any period of enrollment, because the MCOs have less opportunity to manage the care of these populations.  HEDIS also uses different age breaks.   
The Department reports the HEDIS measure for well-child visits for children ages zero through 15 months.  The American Academy of Pediatrics recommends six well-child visits for this age group.  The percentage of infants receiving five or more well-child visits steadily increased between 2002 and 2006 (from 75 to 85 percent).  HealthChoice performance remains well above national Medicaid HEDIS results (82 versus 68 percent in 2005).  Only two percent of infants did not receive well-child visits in 2006.  This is lower than the most recently available national Medicaid HEDIS results (Figure III-7).
Figure III-7: HealthChoice HEDIS Measure: Well Child Visits First 15 Months, Maryland Compared to the United States, 2002-2006

**Add figure  
The Department reports HEDIS for well-child visits for three through six year-olds.  The percentage of three through six year-olds who received a well-child visit during the year increased from 68 to 77 percent between 2002 and 2005.  HealthChoice average has exceeded the national Medicaid HEDIS rate consistently (Figure III-8).
Figure III-8: HealthChoice HEDIS Measures: Well Child 3rd, 4th, 5th, 6th Year of Life, Maryland Compared to the United States, 2002-2006

**Add figure  
The Department reports HEDIS for adolescent (ages 12 through 21) well-child visits. In 2002, 48 percent of adolescents received a well-child visit.  By 2006, 59 percent of adolescents received well-child care, an increase of 11 percentage points.  In contrast, the national average hovers around 40 percent and has only grown four percentage points since 2002 (Figure III-9).
Figure III-9:  HealthChoice HEDIS Measure: Adolescent Well Child Visit, Maryland Compared to the United States, 2002-2006 
**Add figure  
2. Lead Testing
Maryland’s Plan to Eliminate Childhood Lead Poisoning by 2010 includes a goal of ensuring that young children receive appropriate lead risk screening and blood lead testing.  The Department reports lead testing for children continuously enrolled in the same MCO for 90 days.  Figure III-10 shows that in HealthChoice, approximately 51 percent of children ages 12 through 23 months received lead testing in CY 2006, an increase of over six percentage points since CY 2002.  For children aged 24 through 35 months, the CY 2006 lead testing rate was approximately 47 percent, an increase of more than eight percentage points since CY 2002.  Increases have been small and unsteady in recent years.  

Figure III-10: HealthChoice Children Receiving Lead Testing by Age (Statewide)
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In Baltimore City, the HealthChoice lead testing rate for CY 2005 is just above 62 percent (Figure III-11) for children aged 12 through 23 months, and has increased by 5 percentage points since CY 2002.  After progress for children aged 24 through 35 months between 2002 and 2005, the rate decreased between CY 2005 and CY 2006, to almost 59 percent (4 percentage points above the 2002 rate).  (Figure III-11)  
Figure III-11: HealthChoice Children Receiving Lead Testing by Age (Baltimore City)
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3. Childhood Immunizations 
Figure ** below shows rates of childhood immunizations as measured according to HEDIS for immunization combination two.  The HealthChoice rate has continuously improved, from 56 percent in 2002 to 78 percent in 2006, and has remained substantially higher than national Medicaid HEDIS performance.  
**Add figure
4. Adolescent Immunizations 
Immunization rates for adolescents have improved for adolescents as well as children.  The HEDIS adolescent immunization measure for immunization combination two shows that the rate under HealthChoice improved 38 percentage points, from 25 percent in 2002 to 63 percent in 2006.  The rate under HealthChoice is higher than the rate for national Medicaid HEDIS.
**Add figure  
5. Breast Cancer Screening
Mammograms are an effective means of detecting breast cancer early.  The Department reports this HEDIS measure for women age 52 through 69 who were continuously enrolled during the calendar year and the preceding year who had a mammogram during the reporting year or the prior year.

The percentage of women receiving mammograms increased three percentage points between 2002 and 2005.  HEDIS methodology in 2005 changed to accept administrative data only.  Previous years allowed administrative data to be supplemented by medical record review.   There was a significant decrease in 2006.  This is most likely due to a significant change in HEDIS methodology that year.  For 2006, the age group was expanded to include women 42 through 69.  Previously the measure included women 52 through 69 (Figure III-12).  
Figure III-12: HealthChoice HEDIS Measure: Breast Cancer Screening, Maryland Compared to the United States, 2002-2006

**Add figure  
6. Cervical Cancer Screening

Cervical cancer detected in its early stages is highly curable, and Pap tests are an effective means of detecting cervical cancer early.  The Department reports the HEDIS measure of cervical cancer screening for women age 21 through 64 who were continuously enrolled and who received a Pap test during the reporting year or the two prior years.

While still lower than the national Medicaid HEDIS average, HealthChoice has seen an eight percentage point increase between 2002 and 2006.  This has been a larger increase than experienced nationally (Figure III-13).  

Figure III-13: HealthChoice HEDIS Measure: Cervical Cancer Screening, Maryland Compared to the United States, 2002-2006
**Add figure  
7. Frequency of ongoing prenatal care
HEDIS assesses the frequency of ongoing prenatal care by examining the percent of expected prenatal visits received, taking into account time of enrollment and gestational age.  Figure ** shows that under HealthChoice frequency of ongoing prenatal care has increased.  In 2002, 52 percent of women received greater than 80 percent of expected visits.  By 2006, this increased to 73 percent of women.  Rates were stable between 2005 and 2006.  The rate of women who receive less than 21 percent of expected visits has also improved, decreasing from 10 percent in 2002 to 5 percent in 2006.  HealthChoice performance has consistently been better than national Medicaid, and greater improvements have been experienced in HealthChoice than nationwide.  
**Add figure
8. Timeliness of prenatal and postpartum care

Utilization of early prenatal and postpartum care has increased between 2002 and 2006 under HealthChoice, as measured by HEDIS methodology.  For both of these measures there was a decrease from 2004 to 2005, followed by an increase in 2006.  Rates of utilization for timely prenatal care increased by seven percentage points, from 82 percent in 2002 to 89 percent in 2006.  The increase in utilization of timely postpartum care was similar, at eight percentage points, although the overall rate is lower than for prenatal care.  Timely postpartum care increased from 56 percent in 2002 to 64 percent in 2006.  For both of these measures, HealthChoice consistently outperformed national Medicaid HEDIS.
**Add figure

C) Appropriateness of Care
The HealthChoice evaluation is a tool to help determine if enrollees have access to high-quality care.  Previous sections of this evaluation looked at HealthChoice enrollees’ rates of utilization, and more specifically at rates of preventive care utilization.  Increased utilization shows that the delivery system is serving enrollees, and increases in preventive utilization show that enrollees are able to get the types of services that can help keep them well.  This indicates that the system is increasingly accessible.  This section of the evaluation assesses the appropriateness of the services being utilized, as an indicator that enrollees are receiving the right kind of care.  

1. Comprehensive Diabetes Care
Diabetes is associated with long-term complications that affect almost every major part of the body. Effectively managing diabetes reduces the risk of complications.  HEDIS looks at several parameters of diabetes management in order to determine the comprehensiveness of diabetes care.  

The percent of individuals with diabetes who received appropriate HbA1c (blood glucose level) screening increased from 76 percent in 2002 to 78 percent in 2006, and continues to be above the national average (Figure III-14).  However, the 2006 rate of 78 percent is a decrease from the high in 2003 of 81 percent.
Figure III-14:  HealthChoice HEDIS Measure: HbA1c Screening, Maryland Compared to the United States, 2002-2006

**Add figure
Eye exams for individuals with diabetes are critical to maintaining eye health and avoiding blindness.  Figure III-15 below shows that since 2002, the percent of HealthChoice enrollees with diabetes who had an eye exam increased 12 percentage points, from 47 to 59 percent in 2006.  HealthChoice performance has consistently been above national Medicaid performance.  
Figure III-15: HealthChoice HEDIS Measure: Eye Exam, Maryland Compared to the United States, 2002-2006

**Add figure
The percent of individuals with diabetes who had low-density lipoprotein cholesterol (LDL-C) screening has decreased between 2002 and 2006, from 78 percent to 74 percent.  The percent of people screened peaked in 2004 at 87 percent.  HealthChoice has consistently surpassed the national Medicaid average (Figure III-16). 
Figure III-16: HealthChoice HEDIS Measure: LDL-C Screening, Maryland Compared to the United States, 2002-2006

**Add figure
Figure III-17 below shows the increase in diabetic nephropathy monitoring between 2002 and 2006.  This was a dramatic increase, from 49 percent to 79 percent.  During the same time frame, HealthChoice outperformed the national Medicaid average.  
Figure III-17: HealthChoice HEDIS Measure: Diabetic Nephropathy Monitoring, Maryland Compared to the United States, 2002-2006

**Add figure
2. Appropriate Medications for Asthma 

HealthChoice began reporting the HEDIS measure of the use of appropriate medications for people with asthma in 2004.  For all ages analyzed, performance improved from 69 percent of enrollees with asthma using appropriate medications to 87 percent.  Performance does not vary greatly across age groups.  The percent of enrollees in HealthChoice using appropriate medications is slightly better than for national Medicaid HEDIS.
**Add figure
3. Ambulatory Care Sensitive Hospitalizations
Ambulatory care sensitive hospitalizations (ACSHs), also called preventable or avoidable hospitalizations, refer to admissions that could have been prevented if ambulatory care had been 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 adherence to prescribed treatment regimens. 

As described above above, 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 admission rates and avoidable diabetes
 admission rates for CY 2003 through CY 2006. The avoidable admissions rate for asthma has consistently decreased each year from CY 2003 to CY 2006, and the avoidable admissions rate for diabetes decreased from a high of 30 admissions per thousand members in CY 2003 to a low of 24 admissions per thousand members in CY 2004 (Figures III-22 and 23). The diabetes rate has held constant at 25 admissions per thousand member months for the past two calendar years. 

Figure III-22:  Avoidable Asthma Admissions per Thousand Members per Year (Enrollees Aged 21-64)
	 
	CY 2003
	CY 2004
	CY 2005
	CY 2006

	Rate per 1,000 HEDIS Eligible Asthma Children
	66
	55
	46
	44


Figure III-23:  Avoidable Diabetes Admissions for Short-Term Complications per Thousand Members per Year (Enrollees Aged 21-64)
	 
	CY 2003
	CY 2004
	CY 2005
	CY 2006

	Rate per 1,000 HEDIS Eligible Diabetic Adults
	30
	24
	25
	25


4. Emergency Department Utilization  
The primary role of the emergency department (ED) is the treatment of seriously ill and injured patients. ED visits should not occur for conditions that can be treated in an ambulatory care setting.  HealthChoice was expected to lower ED use based on the premise that a managed care system is capable of promoting ambulatory care, thereby reducing the need for emergency services.  MCOs provide enrollees with a medical home and implement disease management programs that encourage enrollees to access preventive care.  These initiatives help enrollees manage their chronic conditions.  However, during the first few years of HealthChoice, ED visit rates unexpectedly increased. 
   The 2002 evaluation found that by 2001, ED use among HealthChoice enrollees had leveled off.  
In Maryland, and across the United States, the past decade has seen substantial increases in the utilization of ED services in both the public and private sectors. In line with this trend, Maryland’s HealthChoice program has experienced an increase in the volume of services provided by hospital EDs in recent years.  This experience is not limited to HealthChoice.  The Maryland Medicaid population served outside of HealthChoice by the fee-for-service system also has increasing rates of ED use.  This trend has raised concerns about access to care and the use of the ED for problems that are non-emergent or potentially preventable with access to primary care.  In October 2007 the Department completed a report to the General Assembly on ED use by all Medicaid enrollees, including both HealthChoice and fee-for-service populations.  The report outlines the most common diagnoses for frequent ED users, reports rates of use by different demographic groups, and provides recommendations to reduce inappropriate ED use.  The report is included as Attachment 1.  
Figure III-18 indicates an increase in overall HealthChoice ED visit rates between CY 2002 and CY 2006 (from 25.7 percent to 27.6 percent). Enrollees with disabilities in the SSI coverage group are more likely to receive an ED visit than enrollees in any other HealthChoice coverage group.  ED use by enrollees in the SOBRA eligibility category (pregnant women and children in families with incomes higher than TANF and lower than MCHP) increased steadily over the five year period. 

Figure III-18:
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Children in the one through two years age range experienced the highest ED visit rate in each of the five years studied, while children in the six through 14 age range had the lowest rate. This finding appears to be consistent with national data on ED use by these age groups.
 

Figure III-19:
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A regional analysis shows that the use of the ED increased in five out of the six regions across the state, as shown in Figure III-20. Utilization rates are greatest in Baltimore City and Western Maryland and lowest in the Washington Suburban region. 

Figure III-20:
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5. Appropriateness of Emergency Department Care
In recent years, there has been increased national focus on ED use among health care consumers in both the public and private sectors. A fundamental goal of managed care programs such as HealthChoice has always been the delivery of the right care at the right time in the right setting. One widely used methodology to evaluate this goal 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 the patient’s vital signs, presenting symptoms, medical history, and age

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 ED care needed, 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, e.g., 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

5) injury –injury principal diagnosis

6) mental health –mental health principal diagnosis

7) alcohol-related –alcohol-related principal diagnosis

8) drug-related –drug-related principal diagnosis 

9) unclassified –conditions that could not be classified due to insufficient sample sizes available to the expert panel.

ED visits falling into categories one through three may serve as an indicator of problems with access to primary care. Overall, 59.2 percent of all ED visits among HealthChoice enrollees were for a form of non-emergent ED care which could have been avoided or prevented with timely and quality primary care (combining non-emergent, emergent but primary care treatable, and emergent, ED care needed, preventable/avoidable). 
The HealthChoice rate of 59.2 percent is higher than the rate of 47.3 percent for the overall Medicaid population.  This is most likely due to differences in the populations.  The fee-for-service population has poorer health status.  It is comprised of individuals in nursing facilities, individuals eligible for Medicaid because of high medical expenditures (the “spend-down” coverage groups), individuals dually eligible for Medicare and Medicaid, and individuals in the Rare and Expensive Case Management (REM) program.  Given their poorer health status, individuals outside of HealthChoice are more likely to present at the ED with truly emergent needs.    

ED visits falling in categories four and five are the least likely to be prevented with access to primary care or other medical interventions. These two categories- injury and emergent, ED care needed, non-preventable/avoidable ED visits accounted for about 29.7 percent of all ED visits by HealthChoice enrollees.  Figure III-21 below shows the analysis of ER visits for the HealthChoice population in CY 2006. This distribution has held fairly constant for the past five years.

Figure III-21:
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D) Services-Specific analysis
1. Dental Services
In an effort to increase oral health access and utilization, the Secretary of DHMH convened the Dental Action Committee (DAC) in June 2007.  The DAC was comprised of a broad-based group of stakeholders concerned about children’s access to oral health services.  The DAC focused its efforts and recommendations on four topic areas: (1) Medicaid reimbursement and alternative models; (2) provider participation, capacity, and scope of practice; (3) public health strategies; and, (4) oral health education and outreach.  The DAC reviewed dental reports and data to develop a comprehensive series of recommendations, building on past dental initiatives, lessons learned, and best practices from other states.  The DAC’s final report was presented to the Secretary on September 11, 2007.  
The DAC recommends several changes to the Medicaid program.  In order to streamline the Medicaid process for providers and recipients, the DAC recommends a single statewide dental vendor, an Administrative Services Only (ASO) provider.  The DAC further recommends increasing dental reimbursement rates to the 50th percentile of the American Dental Association’s South Atlantic region charges for all dental codes.  The Department is committed to fully and carefully reviewing the DAC’s recommendations and working with the DAC on recommended strategies to make access to dental care a reality for all Marylanders.  
Additional information is also included in the Department’s October 2007 annual report to the General Assembly on access to dental care under HealthChoice.  This report is available at ** website.
Children

Dental care is a mandated health benefit for children up to age 21 under Medicaid EPSDT requirements.  Utilization of oral health services has remained low, despite significant improvements under the HealthChoice Medicaid managed care program.  Like many other states, Maryland continues to face numerous barriers in providing comprehensive oral health services to Medicaid enrollees.  Barriers include low provider participation due in part to low reimbursement rates, missed appointments, and lack of awareness among enrollees about the benefits of basic oral health care.  As Medicaid’s population continues to increase year over year, these barriers become more pronounced.

To assess the performance of individual HealthChoice MCOs, the Department uses a measure closely modeled on the National Committee for Quality Assurance (NCQA) Health Employer Data Information Set (HEDIS) measure for Medicaid children’s dental services utilization.  The counted number of individuals is based on two criteria: an age range from 4 through 21 years and enrollment of 320 days.  The Department modified its ages to reflect 4 through 20 years because the Maryland Medicaid program only requires dental coverage through age 20.  Since the inception of HealthChoice, the percent of children receiving dental services increased from 19.9% in 1997 to 46.2% in 2006 (Table ** below).  As a comparison, the HEDIS national average for Medicaid was 41% in CY 2006.
  

	Table **: Number of Children Receiving Dental Services

Children ages 4-20, Enrolled for at least 320 days

	Year
	Total Number of Enrollees
	Enrollees Receiving one or more dental service
	Percent receiving service

	FY 1997
	88,638
	17,637
	19.9%

	CY 1999
	122,756
	31,742
	25.9%

	CY 2000
	132,399
	38,056
	28.7%

	CY 2001

	142,988
	48,066
	33.6%

	CY 2002
	194,351
	67,029
	34.5%

	CY 2003
	203,826
	88,110
	43.2%

	CY 2004
	213,234
	93,154
	43.7%

	CY 2005
	227,572
	104,188
	45.8%

	CY 2006
	223,936
	103,561
	46.2%


This year the Department also reported utilization rates of children with any period of enrollment.  Utilization rates are lower when analyzed for any period of enrollment.  This is because the population in the analysis includes children who 1) are in the MCO for only a short period of time due to turnover in eligibility or enrollment, and 2) are new to the MCO, and the MCO has not yet had a chance to link the child to care.  MCOs have less opportunity to manage the care of these populations.  Of the 491,646 children enrolled in HealthChoice for any period of time during CY 2006, 29.3% of these children received one or more dental service (Table **), which is similar to the percentage of children receiving a dental service in CY 2005 (Table **).    

	Table **:  Percentage of Children Enrolled in HealthChoice who had at Least One Dental Encounter by Age Group, Enrolled for Any Period (CY 2006)

	Age Group
	Total Number of Eligible Enrollees
	Enrollees Receiving one or more dental service
	Percent receiving service

	0-3

	128,599
	10,109
	7.9%

	4-5
	54,058
	20,096
	37.2%

	6-9
	96,235
	40,743
	42.3%

	10-14
	107,233
	42,340
	39.5%

	15-18
	82,028
	26,458
	32.3%

	19-20
	23,493
	4,318
	18.4%

	Total
	491,646
	144,064
	29.3%


	Table **:  Percentage of Children Enrolled in HealthChoice who had at Least One Dental Encounter by Age Group, Enrolled for Any Period (CY 2005)

	Age Group
	Total Number of Eligible Enrollees
	Enrollees Receiving one or more dental service
	Percent receiving service

	0-36
	124,358
	9,759
	7.8%

	4-5
	54,297
	20,487
	37.7%

	6-9
	93,728
	39,808
	42.5%

	10-14
	109,822
	43,308
	39.4%

	15-18
	87,913
	25,532
	32.4%

	19-20
	22,186
	4,220
	19.0%

	Total
	483,304
	143,114
	29.6%


Type of Services

In response to the concern that while access to dental care may have increased, the level of restorative services or treatment may not be adequate, the Department examined the types of dental services that children in HealthChoice receive, including diagnostic, preventive and restorative services.  Diagnostic services include evaluation services and oral exams; preventive care includes cleanings, sealants, x-rays, and fluoride treatments; and restorative care includes fillings and crowns.  

The findings of the analysis indicate that access to any dental service, as well as access to restorative services, has improved significantly since 1997.  Access to any dental service increased from 19.9% in FY 1997 to 46.2% in CY 2006 (Table **) and access to restorative services increased from 6.6% of all children receiving a restorative service in FY 1997 to 16.4% in CY 2006 (Table **).  The percentage of children receiving a restorative service remains below the anticipated need for low-income children
, but is similar to the percentage of low-income children nationally that actually receive a restorative service.
  There has been a slight increase in restorative dental utilization since a significant 2004 fee increase on twelve restorative dental procedure codes.     

	Table**: Percentage of Children Receiving Dental Services by Type of Service

Children ages 4-20, Enrolled for at least 320 days 

	Year
	Diagnostic
	Preventive
	Restorative

	FY 1997
	19.6%
	18.1%
	6.6%

	CY 2000
	27.3%
	24.6%
	9.3%

	CY 2001
	31.7%
	29.1%
	10.8%

	CY 2002
	31.7%
	29.1%
	10.3%

	CY 2003
	40.8%
	37.9%
	13.6%

	CY 2004
	41.0%
	38.0%
	13.8%

	CY 2005
	42.7%
	39.7%
	15.8%

	CY 2006
	43.7%
	40.5%
	16.4%


As noted above, utilization rates are lower when analyzed for any period of enrollment versus a period of continuous enrollment.  This is because MCOs have less opportunity to manage the care of these populations.  Table ** below shows that for children enrolled for any period, 28% received a preventative or diagnostic visit in 2006.  Of those receiving a preventative or diagnostic visit, 26.6% received a follow-up restorative visit.  The CY 2006 rates are similar to those in CY 2005.

	Table **:  Preventive/Diagnostic Visits followed by a Restorative Visit by HealthChoice Children Enrolled for Any Period (Age 0-20)

	Year
	Total Enrollees
	Preventative / Diagnostic Visit
	Preventive / Diagnostic Visit followed by Restorative Visit

	CY 2005
	483,304
	136,183 (28.2%)
	36,001 (26.4%)

	CY 2006
	491,646
	137,826 (28.0%)
	36,675 (26.6%)


Although there has been a modest utilization increase in restorative visits since the implementation of the fee increase in 2004, barriers to receiving restorative care remain.  Children not receiving needed restorative care may ultimately seek care in an emergency room.  In CY 2006, 1,809 children with any period of enrollment visited the emergency room with a dental diagnosis, not including accidents, injury or poison (Table **).  For this measure, a dental diagnosis is included regardless of whether the diagnosis appeared in the primary or secondary field.  Dental services provided in the ER exclude accidents, injury and poison.
	Table **:  Emergency Room Visits with a Dental Diagnosis by HealthChoice Children Enrolled for Any Period (Age 0-20)

	Year
	Total Enrollees
	Enrollees who had an ER visit with a Dental Diagnosis
	Number of Encounters for ER Visits with a Dental Diagnosis

	CY 2005
	483,304
	1,685
	1,872

	CY 2006
	491,646
	1,809
	2,117


.

Pregnant Women

Prior to the implementation of HealthChoice in 1997, adult dental care was not covered under Medicaid.  Starting in 1998, however, MCOs must provide dental services to pregnant women.  The proportion of pregnant women 21 and over enrolled for at least 90 days receiving dental services was 15.4% in CY 2006 (Table 9).  The percentage of pregnant women 21 and over enrolled for any period receiving a dental service in 2006 was 13.6% (Table 10).  There is no comparable HEDIS measure for dental services for pregnant women.
	Table 9: Percentage of Pregnant Women 21+ Receiving Dental Services

Enrolled for at least 90 days

	Year
	Total Number of Enrollees
	Enrollees Receiving one or more dental service
	Percent receiving service

	CY 1999
	17,914
	2,474
	13.8%

	CY 2000
	18,514
	2,843
	15.4%

	CY 2001
	19,644
	3,109
	15.8%

	CY 2002
	21,112
	3,063
	14.5%

	CY 2003
	21,819
	4,140
	19.0%

	CY 2004
	21,412
	3,102
	14.5%

	CY 2005
	23,088
	3,354
	14.5%

	CY 2006
	20,756
	3,187
	15.4%


	Table 10: Percentage of Pregnant Women 21+ Receiving Dental Services

Enrolled for Any Period

	Year
	Total Number of Enrollees
	Enrollees Receiving one or more dental service
	Percent receiving service

	CY 2005
	37,559
	5,010
	13.3%

	CY 2006
	38,868
	5,268
	13.6%


Adults

Apart from those dental services covered for pregnant women, adult dental services are not  required to be covered under HealthChoice and therefore, are not included in the MCO capitation rates.  In 2005, five MCOs spent approximately XXX million
 to provide adult dental services, which is not included in the capitation rate paid by the State to the MCOs.  An analysis shows that 10.2% of adults enrolled for at least 90 days received at least one dental service in CY 2006, when five MCOs provided an adult dental benefit.  As of July 2007, all seven MCOs have opted to provide an adult dental benefit.  If the State decides to contract with an ASO provider, adults may lose these basic benefits unless additional State funding is allocated for adult dental services.    

	Table 11: Percentage of Adults 21+Receiving Dental Services

Enrolled for at least 90 days

	Year
	Total Number of Enrollees
	Enrollees Receiving one or more dental service
	Percent receiving service

	CY 1999
	111,753
	16,139
	14.4%

	CY 2000
	114,223
	16,986
	14.9%

	CY 2001
	111,694
	16,795
	15.0%

	CY 2002
	117,885
	16,800
	14.3%

	CY 2003
	116,880
	21,288
	18.2%

	CY 2004
	115,441
	12,457
	10.8%

	CY 2005
	116,266
	11,093
	9.5%

	CY 2006
	114,844
	11,747
	10.2%


2. Mental Illness
Specialty mental health services are carved out of the MCO benefit package, and are administered by the DHMH Mental Hygiene Administration’s administrative service organization (ASO).  Specialty mental health services are defined as any mental health services other than those provided by a primary care provider.  MCOs are not accountable for specialty mental health service delivery, and therefore annual MCO reports do not assess these services.  However, it is still important for the Department to ensure that HealthChoice enrollees have access to high quality specialty mental health care.  

The Department used HEDIS-like criteria to assess two indicators of mental health care:  follow-up after hospitalization for mental illness, and appropriate medication management for adults diagnosed with depression.  
Figure ** below shows 

Figure ** shows 
3. Substance Abuse
4. Co-Occurring Mental Illness and Substance Abuse 
E) Special Populations

1. Foster Care
Children in foster care are a vulnerable population that tends to have higher physical and mental health needs than the general population of children eligible for Medicaid.  In recognition of this, HealthChoice includes some special provisions for children in foster care.  The Department monitors rates of utilization for children in foster care, and shares findings with its sister agencies that serve foster children.  
Insert Foster Care Data

2. HIV/AIDS
The Department monitors utilization for individuals with HIV/AIDS in order to ensure that individuals receive necessary services.  

Insert Data on HIV/AIDS--preventive care and maintenance drugs
3. Racial and Ethnic Health Disparities
Health disparities in access to care and treatment are nationally recognized issues.  The Department looks at the percentage of Caucasians and African Americans enrolled in HealthChoice that utilize health services.  Although the gap in utilization has remained relatively stable over the past three years, the percentage of African Americans receiving services increased from 62 percent to 69.5 percent between Calendar Year 2002 and Calendar Year 2006 (Figure III-24).  
The Department transmits race and ethnicity data to the MCOs through the enrollment transaction, enabling the MCOs to address disparities.  Through continued focus in these areas, the Department aims to decrease the gap in utilization between Caucasians and African Americans over the upcoming years.

Figure III-24: Percent of African Americans and Caucasian HealthChoice Enrollees that Utilize Care
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� National averages for HEDIS are not available for 2006 and will be updated upon final submission.


� In FY 1997, pre-HealthChoice, the overall rate of utilization of ambulatory services was 57.8% and the rate of utilization for individuals with disabilities was 60.5%.


� The measure for diabetes included only short-term complications.


� 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.  


� National Committee for Quality Assurance.


� Starting with data for CY 2001, DHMH revised its methodology to include children enrolled in the same MCO for at least 320 days, consistent with HEDIS methodology.  Prior to CY 2001, these data included individuals enrolled in any MCO for at least 320 days.


� Most newborns and infants are not expected to use dental services.  As a result, the dental service rate for the 0-3 age group should be interpreted with caution.


� Vargas, et al.  “Oral Status of Preschool Children Attending HeadStart in Maryland, 2000” in Pediatric Dentistry, June 2002.


� Macek, et al.  “An Analysis of Dental Visits in US Children, by Category of Service and Sociodemographic Factors, 1996,” in Pediatric Dentistry, May 2001.


� This number may differ from other reported adult dental costs.  Previous estimates were based on “shadow pricing” which estimated the costs based on Medicaid fee-for-service costs not actual expenditures.
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