

Michigan Medicaid Quality Assessment and Improvement strategy 2008
Michigan Department of Community Health, Bureau of Medicaid Program Operations 
Introduction

As required by the Code of Federal Regulations (CFR) 438.202(d), each State that enters into one or more managed care organization (MCO) or Pre-paid Inpatient Health Plan (PIHP) contracts must develop a Quality Assessment and Improvement Strategy (QAIS).  This strategy addresses:  

How the State will assess the quality of care delivered through the MCO contracts, and how the State, based on its assessment, will improve the quality of care delivered through the MCO contracts.

This document provides a detailed description of Michigan’s Medicaid QAIS and is organized into the following areas:

· Prologue

· Introduction/Overview

· Assessment

· Improvement
Results of improvement efforts and analyses are performed on an annual basis and are summarized in the Michigan Medicaid Quality Strategy Annual Review.  
Prologue 

Michigan’s Quality Assessment and Improvement Strategy (QAIS) represents a coordinated, comprehensive, and continuous effort to monitor, assess, and improve the performance of all care and services provided through Medicaid contracted health plans. The QAIS includes a detailed description of the quality improvement program and an annual work plan and incorporates ongoing quality improvement processes to improve the delivery of care and services to Medicaid beneficiaries.  

Development of Michigan’s Quality Assessment and Improvement Strategy

The Michigan Medicaid Managed Care QAIS is developed collaboratively with input from health care providers, stakeholders, advocates and multiple state agencies with an interest in improving access, clinical quality, and service quality received by Medicaid enrollees.  Key stakeholders include health plans, physicians, the Michigan Association of Health Plans, MDCH (Maternal and Child Health, Mental Health, Chronic Disease), Michigan Enrolls (Medicaid’s enrollment vendor), Medicaid recipients, and other community representatives. 
After stakeholder input is obtained, the proposed QAIS is submitted to CMS for final approval. The document is reviewed, evaluated, and updated annually (and more frequently, if needed).  The State provides annual updates to CMS and also provides CMS with written revisions whenever significant modifications are made.
MDCH utilizes the QAIS to establish a framework for quality improvement activities and to identify, prioritize, and assess progress toward established clinical quality and service goals.  

Goals of Michigan’s Quality Assessment and Improvement Strategy 

The goals of the QAIS are to:

· Apply evidence-based, professionally recognized standards of care 

· Improve the health status of Medicaid enrollees

· Improve quality of care and service delivery to Medicaid enrollees

· Improve access to care and services to Medicaid enrollees

· Improve Medicaid enrollee satisfaction

Purpose of Michigan’s Quality Assessment and Improvement Strategy 

The purpose of the QAIS is to:

· Identify and prioritize opportunities for: 

· Improving the health status of the enrolled population through preventive care services, chronic disease and special needs management, and health promotion.

· Identifying, reviewing, monitoring, and resolving quality of care, service, and access issues that directly or indirectly impact enrollees

· Implementing improvement strategies. 

· Developing strategic partnerships with public health entities, mental health and substance abuse agencies, and other stakeholders, and integrating common goals into the QAIS. 

· Implementing a systematic, collaborative approach to improve the health of enrollees, involving providers, advocates, and other stakeholders.

· Define and implement methods for assessing and improving the quality of managed care services provided by the health plans. 

· Provide guidance for activities related to the special health care needs populations.

· Provide guidance to identify areas of potential disparity including race/ethnicity and primary languages spoken. 

· Assure that information technology (IT) systems and data support Medicaid program goals and objectives. 

· Establish and maintain standards for quality of care and services, accessibility and availability.

· Verify that services provided to the enrollees conform to professionally recognized, evidence-based standards of practice. 

· Provide enrollees with a means to resolve quality or service complaints and grievances.  

· Establish, maintain, and enforce a policy regarding public review, input, and feedback on QAIS activities.

· Establish, maintain, and enforce a confidentiality policy for protection of confidential enrollee and provider information.

Scope of Michigan’s Quality Assessment and Improvement Strategy 

The scope of the QAIS applies to the following:  

· All Medicaid health plan enrollees.

· All aspects of care, including but not limited to access, availability, clinical effectiveness, continuity and coordination, appropriateness of services, timeliness of services, health plan network contracting and credentialing, environmental safety and health, health management, and health promotion.

· All providers and any other delegated or subcontracted provider type. 

· All Medicaid covered services, including ambulatory; in-patient; outpatient; FQHC;  laboratory; x-ray; short-term restorative; Early and Periodic Screening, Diagnosis and Treatment (EPSDT); family planning; maternal and infant health services; outpatient behavioral health; home health; and emergency. 

· All aspects of health plan internal administrative processes related to quality of care and service, including customer and enrollment services, provider relations, confidentiality, medical records, case management, utilization review, information technology, and quality improvement. 

The scope of the QAIS is amended to reflect program needs and priorities, as needed. Significant changes that may indicate the need to amend the QAIS include:  
· Changes resulting from legislated, state, federal, or other regulatory authority. 

· Statistically significant changes in member demographics 

· Statistically significant changes in provider network 

· Statistically significant changes in measurement outcome and trends

· Litigated mandates

   Application of Michigan’s Quality Improvement and Assessment Strategy  

MDCH uses the QAIS to identify and prioritize activities for ongoing, systematic monitoring.  These activities are related to both quality of care and service delivery.  Examples include but are not limited to: 

· Measuring provider and plan performance against established standards for quality of care and service delivery, access, availability, and appropriateness of clinical care through the use of performance monitors, member satisfaction reports, performance improvement projects and studies, and analysis of administrative data.

· Addressing all functional areas of delivery systems that impact quality of care, access, availability, and service, including but not limited to utilization review, case management, medical management, marketing, member services, preventive services, pharmacy, mental health, credentialing, health education, provider development, and information technology. The Assessment Section of this QAIS document discusses the relevant contract provisions that are assessed for compliance during annual on-site reviews conducted by MDCH.

· Prioritizing activities for each of these areas based on the population, monitoring data, legislative mandates, CMS priorities, or stakeholder input. 

· Assuring compliance with regulatory requirements of other appropriate state and federal agencies with respect to quality improvement requirements. 

· Assuring adequate numbers of qualified practitioners are included in health plan networks through the monitoring of plan provider network, contracting, credentialing and recredentialing policies, procedures, and processes. 
· Assuring contracts between the plans and the contracted entities within their delivery networks meet minimum requirements and compliance for benefit delivery and operations. 

Introduction

History of Managed Care in Michigan

Michigan was one of the first states to sponsor a primary care case management (PCCM) program, the Physician Sponsor Plan, which was initiated in 1982 and was a precursor to Medicaid managed care.  In the Physician Sponsor Plan, contracted primary care physicians were paid a per member per month case management fee per enrolled patient, with other services reimbursed at fee-for-service rates.  In 1983, the state implemented the Clinic Plan; in this arrangement, Medicaid beneficiaries were encouraged to join contracted staff model (or clinic) health maintenance organizations, which were reimbursed on a capitated basis for ambulatory services, with hospital services reimbursed at fee-for-service rates.  Neither the Physician Sponsor Plan nor the Clinic Plan successfully curtailed state Medicaid spending.    

In 1996, Michigan conducted an analysis and confirmed that increasing Medicaid expenditures were outpacing available state revenue.  In addition, there was a lack of provider accountability for both health care delivery and medical utilization, coupled with an absence of reliable data to measure program impact on health care quality and access.  Coinciding with this trend, managed care was steadily increasing in the commercial arena from the late 1980s throughout the 1990s.  

In an effort to contain rising costs and enrollment and to increase Medicaid program accountability, in 1996 the Michigan Department of Management and Budget recommended and the Governor agreed to adopt full-risk capitated managed care for the majority of Medicaid beneficiaries.  In September 1996, under the authority of Section 1915(b), “Freedom of Choice Waivers,” of the Social Security Act, the State of Michigan applied for and received a 1915(b) waiver from the Centers for Medicare and Medicaid Services (CMS) to permit the full implementation of the Comprehensive Health Care Program (Medicaid managed care).  Under the waiver, Michigan sought to direct Medicaid beneficiaries to obtain Medicaid services from contracted Medicaid health plans (MHPs) in counties with at least two participating health plans.  Under the terms of the waiver, plans would assume risk and be paid monthly on a capitated basis.  The proposal was approved, and the Comprehensive Health Care Program (CHCP) was implemented in July 1997. 

The program adopted a value purchasing approach driven by accountability.  Implementation activities included the development of Medicaid policies to comply with Federal rules, developing a competitive bidding process and contracting with Medicaid managed care plans and designating a beneficiary enrollment agency, and developing processes for oversight and reporting.  Under the waiver program, Michigan restricts Medicaid managed care enrollees’ choice of providers, and requires them to obtain Medicaid services only from specified MHPs. Payment to health plans is made monthly on a capitated basis. Medicaid managed care is mandatory in counties in which the enrollee has a choice of at least two health plans.  The program was phased in over time and currently operates statewide, in all but one (1) county. In 10 counties, the State offers managed care on a voluntary basis. 
As of July 2008, MDCH holds contracts with 14 health plans in a targeted geographical service area comprised of 83 counties divided into 10 regions. These 14 plans provide managed care to more than 980,000 beneficiaries under the CHCP waiver.  
Targeted eligibility groups for mandatory health plan enrollment include the following: TANF Related; Supplemental Security Income (SSI); SSI-Related; and Aged, Blind and Disabled (ABAD).  Beneficiaries in LTC-custodial care, incarcerated, and with both Medicare and Medicaid are exempt from mandatory managed care enrollment and may obtain their services through the fee-for-service system.

Health plans are required to cover most Medicaid ambulatory and inpatient services. The Assessment Section of this QAIS provides a more detailed listing of CHCP covered services. The exceptions to plan services are dental, substance abuse, behavioral health with the exception of 20 outpatient mental health visits, school based services provided by a school district, custodial care in a nursing facility, and certain classes of psychotropic and HIV/AIDS drugs. 
The State uses a 12-month lock-in in the mandatory counties.  MAXIMUS, Inc. (dba MI Enrolls) provides enrollment and counseling services to beneficiaries during time of enrollment in the Medicaid program. 

In adopting managed care, Michigan anticipated and has realized improved quality of care and service, as well as cost savings associated with increased oversight and accountability of health plans, practitioners, and providers serving Medicaid beneficiaries.  

Maximizing Michigan’s Medicaid Managed Care Program Performance

Michigan Medicaid managed care plans have a collaborative relationship with the Michigan Department of Community Health and participate in the development of quantifiable, performance-driven objectives and performance goals addressing quality improvement priorities, including maternal and child health, chronic disease management, health disparities, and access to care.  MDCH and the plans work together on an ongoing basis to address common areas of clinical and service delivery through statewide committees (i.e., health plan quality improvement directors, medical directors, and government affairs liaisons).  MDCH representatives attend these meetings to ensure ongoing communication and interaction around Medicaid quality improvement priorities.   MDCH has also established the Clinical Advisory Committee (CAC), which meets on a quarterly basis and includes senior leadership from both MDCH and each plan.  The CAC oversees the development and implementation of the Medicaid quality improvement program and serves as the primary point of prioritization and integration of quality improvement activities (e.g., HEDIS, CAHPS, EQR, performance bonus, performance improvement projects, and monitoring standards).   MDCH also conducts annual site visits to assess plan compliance with contractual requirements.  The site visit process includes a pre-site document review, which serves as a basis for an on-site visit by MDCH staff.  Upon completion of the site visit, the plan receives a report and request for corrective action to resolve any identified deficiencies.  Corrective action plans are monitored on an ongoing basis by MDCH Medicaid staff until issues are resolved.  


The State of Michigan has been recognized for its business intelligence system, which includes advanced analytics, data mining, data warehousing, and decision support capabilities and contains more than 2.5 billion records. The warehouse plays a key role in Michigan’s ability to analyze, identify and prioritize activities across state agencies and to measure, evaluate, and report Medicaid quality improvement program outcomes.  

As a result of ongoing data analysis, legislative mandates, health plan priorities, and public health issues, Michigan Medicaid quality improvement efforts focus primarily on: (1) maternal and child health (including EPSDT/lead), (2) access to care, (3) member satisfaction, (4) chronic disease management, and (5) behavioral health.
PERFORMANCE OBJECTIVES
MDCH determines measurable goals based on available data, including Medicaid HEDIS national percentiles, Michigan Medicaid HEDIS weighted averages, historic trends, other national or statewide data, literature searches, and research conducted by academic partners.  Priorities are based on clinical and service importance identified by MDCH, health plans, CMS, legislative, and executive mandates and laws. 
Frequency of Reporting

MDCH produces various reports daily, weekly, monthly, quarterly, and annually.  Frequency of reporting is dependent on the report content, intent, priority, and data availability.  

The Medicaid Managed Care Performance Monitoring Report, which includes analysis of aggregate and plan-specific performance against monitoring standards, is produced and analyzed monthly and is then shared with the health plans.  Data are used to assess plan compliance, implement plan-specific or statewide quality improvement initiatives and, when indicated, develop corrective action plans.  
Lead testing, encounter data, provider file reporting, and claims processing are also analyzed and reported monthly.  

MDCH produces quarterly reports to measure performance in the areas of well child visits and member complaints.  Again, MDCH performs cross-plan analysis for each of the performance measures and uses these data to assess plan performance, drive quality improvement initiatives, or implement corrective action. 

MDCH mandates that health plans submit audited HEDIS data on an annual basis.  A subset of HEDIS results are analyzed extensively and provide a basis for quality improvement initiatives, particularly when measures overlap CMS mandates or legislative priorities.  Measures may be included in Performance Monitoring Standards and/or the Performance Bonus and may change from year to year based on plan performance.  
MDCH also requires health plans to submit an annual survey of their adult enrollee population using the Consumer Assessment of Health Plan Survey instrument (CAHPS).  CAHPS is used to capture a number of consumer-reported measures (e.g., access to care, satisfaction with provider and plan, advising smokers to quit).  MDCH conducts a child (non-CCC) CAHPS every other year (e.g., access to care, satisfaction with provider and plan).  CAHPS measures are also analyzed for potential inclusion in the Performance Bonus, Performance Monitoring Standards, and/or other quality improvement initiatives. 

HEDIS, CAHPS, and EQR measures, whether included in the formal Monitoring Standards, Bonus, or consumer guide (Quality Checkup) are analyzed and trended by the Bureau of Medicaid Program Operations and Quality Assurance.  Findings and analyses are reported annually and made available on the MDCH web site.  
Based on these areas of focus, the following performance goals have been established: 
Women’s Health Performance Goals
· Increase the percent of pregnant women receiving an initial prenatal care visit in the first trimester or within 42 days of enrollment to > 78%. 
· Increase the percent of women delivering a live birth who receive a postpartum visit on or between 21 and 56 days after delivery to > 54%.
· Increase the percent of women receiving breast cancer screening to > 54%. 
· Increase the percent of women receiving cervical cancer screening to > 63%.  
· Increase the percent of women screened for Chlamydia (combined rate) to > 50%. 

Children’s Health Performance Goals
· Increase the percent of three year old children receiving at least one blood lead test on or before their third birthday to > 65%.
· Increase the percent of children fully immunized (HEDIS combination 2) by two years of age during the calendar year to > 72%.
· Increase the percent of children fully immunized (combination 3) by two years of age to > 39%. 
· Increase the percent of children 0-15 months of age who receive six or more well child visits in the first 15 months of life to > 43%.
· Decrease the percent of children 0-15 months of age who receive no well child visits in the first 15 months of life to < 3%.

· Increase the percent of children ages 3-6 years who receive one or more well child visits during the measurement year to > 59%.

· Increase the percent of adolescent’s ages 12-21 who had at least one annual well care visit with a PCP or OB/GYN to > 34%.  
· Increase the percent of children 3 months through 18 years who received appropriate treatment for an upper respiratory tract infection to >53%. 

· Increase the percent of children ages 12-18 with a diagnosis of pharyngitis who were prescribed an antibiotic who received a Group A strep test for the episode to >42%.  

Access to Care Performance Goals
The following Access to Care measures are assessed on an annual basis: 

· Increase the percent of members ages 12 to 24 months who had at least one visit with a primary care provider to >92%.   

· Increase the percent of members ages 25 months to 6 years who had at least one visit with a primary care provider to > 78%.   

· Increase the percent of members ages 7 to 11 years who had at least one visit with a primary care provider to > 78%.   

· Increase the percent of members ages 12 to 19 years who had at least one visit with a primary care provider to >77%. 
· Increase the percent of members ages 20 to 44 years who had at least one visit with a primary care provider to > 77%.   

· Increase the percent of members ages 45 to 64 years who had at least one visit with a primary care provider to > 83%.   

Member Satisfaction Performance Goals
The following Adult Member Satisfaction measures assessed on an annual basis: 

· Increase the percent of adult respondents who report getting needed care was not a problem to > 75%.  

· Increase the percent of adult respondents who report getting needed care quickly was not a problem to > 74%. 

· Increase the percent of adult respondents who report doctors usually or always communicate well to > 87%

· Increase the percent of adult respondents who rate their health plan an 8, 9, or 10 on a 0-10 point scale to > 73%

· Increase the percent of adult respondents who rate their personal doctor or nurse an 8, 9, or 10 on a 0-10 point scale to >78%

· Increase the percent of adult respondents who rate their medical specialist an 8, 9, or 10 on a 0-10 point scale to > 76%
The following Child Satisfaction measures are assessed every other year: 

· Increase the percent of child respondents who report receiving needed care to >75%.  

· Increase the percent of child respondents who report receiving needed care quickly to > 77%.  
· Increase the percent of child respondents who report doctors usually or always communicate well to > 89%. 

· Increase the percent of child respondents who rate their health plan as an 8, 9, or 10 on a 0-10 point scale to > 76%. 

· Increase the percent of child respondents who rate their personal doctor or nurse an 8, 9, or 10 on a 0-10 point scale to > 82%

· Increase the percent of child respondents who rate their medical specialist an 8, 9, or 10 on a 0-10 point scale to > 78%
· Increase the percent of child respondents who rate all doctors and other health providers overall an 8, 9, or 10 on a 0-10 point scale to > 80%.  

Living with Illness Performance Goals
The following living with illness measures are assessed on an annual basis: 

· Increase the percent of enrollees ages 5-56 with persistent asthma receiving appropriate asthma medications (combined rate) to > 68%. 
· Increase the percent of enrollees ages 5-9 with persistent asthma receiving appropriate asthma medications to > 65%. 

· Increase the percent of enrollees ages 10-17 with persistent asthma receiving appropriate asthma medications to > 64%.
· Increase the percent of enrollees ages 18-56 with persistent asthma receiving appropriate asthma medications to > 72%. 
· Increase the percent of hemoglobin A1c testing for members ages 18-75 years with diabetes to > 80%.
· Decrease the percent of enrollees ages 18-75 with diabetes who have had a hemoglobin A1c test with a level greater than 9.0 (or no documented hemoglobin A1c test) in the measurement year to < 45%. 

· Increase the percent of members with diabetes receiving LDL-C screening in the measurement year to > 82%.
· Increase the percent of enrollees receiving medical attention for nephropathy to > 80.0%

· Increase the percent of enrollees with diabetes receiving eye exams to > 54%.  
· Increase the percent of members, 18-85, diagnosed with hypertension with blood pressure under control to > 56%.
· Increase the percent of members who smoke and who were advised to quit to > 70%.  
· Increase the percent of members who smoke, was seen by a practitioner and whom smoking cessation medications were recommended or discussed to > 39%.  

· Increase the percent of members who smoke, was seen by a practitioner and whom smoking cessation methods or strategies were recommended or discussed to > 38%.  
Assessment
MDCH places a strong emphasis on beneficiary satisfaction and working collaboratively with the contracted health plans and external agencies to improve access, care, and service.  MDCH systematically assesses health plan compliance with standards for:

· Access, availability, and capacity of services
· Coordination and continuity of care
· Structure and operations, and

· Quality measurement and improvement
· Health information technology.  
Health plans must also address identification and needs assessment of and access to specialists for persons with special care needs.  The following is a discussion of the standards that the State has established in the health plan contract and the process by which plans are assessed.  

Access, Availability, and Capacity of Services 

Access and Availability

MDCH has established standards to assess and ensure that enrollees’ access to care is not restricted, including access for persons with special health care needs.  Health plans are contractually required to ensure that primary care physicians provide or arrange for coverage of services 24 hours a day, seven days a week.  The health plan contract also requires that primary care and hospital services must be available to enrollees within 30 minutes of travel time or 30 miles, unless the enrollee chooses otherwise.  Hospitals and pharmacies are also required to be within 30 minutes travel time or 30 miles. Exceptions to this standard may be granted if the health plan documents that no other network or non-network provider is accessible within the 30-minute or 30-mile travel time.   MDCH assesses plan adherence to established policies and standards as a component of the annual on-site visit.  Section II-L 7(a) of the Medicaid health plan contract stipulates that health plans must meet the following requirements: 
	Category
	Contractual Requirement

	Access
	Emergency services are available 24 hours per day, 7 days per week 

	
	Primary care and hospital services are available to enrollees within 30 minutes or 30 miles travel

	
	Pharmacy services are available within 30 minutes travel time; services are available during evenings and on weekends 

	
	PCP services provide or arrange for coverage of services 24 hours per day, 7 days per week 

	
	PCPs must be available to see patients a minimum of 20 hours (per practice location) per week 

	
	Provide adequate access to ancillary services

	Availability 
	Allow for the provision of out-of-network second opinions at no cost to enrollees 

	
	Provide laboratory services through CLIA-certified laboratories 

	
	Respond to cultural, racial, and linguistic needs (including interpretive services, as needed) 

	Capacity 
	At least 1 full-time PCP for every 750 members

	
	Sufficient numbers of accessible facilities, locations, and personnel for the provision of services within the plan’s service area 

	
	Provides sufficient numbers of specialists within the plan service area to meet enrollee needs  


Services may be authorized out of the plan’s service area or out of the plan’s network of providers. Unless otherwise noted in the contract, the contracted health plan is responsible for coverage and payment of all emergency and authorized care provided outside of the established network. Out-of-network claims must be paid at established Medicaid fees according to current Medicaid policy.   MDCH assesses compliance with claims payment standards and requirements through monthly claims reports and as a component of on-site visits.   
To ensure adequate appointment access, contracted health plans are required to develop and comply with established standards for appointment availability and appointment wait time.  Providers are also required to provide or arrange for coverage of services 24 hours per day, 7 days per week and be present a minimum of 20 hours at each practice location.  MDCH monitors compliance with these requirements during annual on-site visits.  MDCH uses CAHPS® adult and child surveys to monitor beneficiary satisfaction with appointment wait times.  In-office wait time and availability of transportation are also evaluated using this mechanism.

Capacity

The State Office of Financial and Insurance Regulations (OFIR) is responsible for the initial review and approval of health plan service area and capacity.  OFIR review and approval requires the health plan to demonstrate that adequate capacity is available through both contracted and out-of-network arrangements. MDCH accepts the OFIR determination and subsequently monitors network adequacy to assure that any changes in the network arrangements do not affect the ability of an enrollee to obtain needed care. 

Contracted health plans are required to submit provider files to the State's Enrollment Services Contractor (MI Enrolls) that provide a description of the plan’s service network, including the specialty and hospital network and other arrangements for provision of medically necessary non-contracted specialty care.  Providers included in the initial OFIR Service Area Assessment and Approval comprise each plan’s provider file maintained by MI Enrolls. The provider file is updated by MI Enrolls on a monthly basis. MDCH receives a capacity report every two weeks from Michigan ENROLLS.  The capacity report illustrates overall network capacity for the State as well as network capacity by county, region, and health plan.  The Plan Management Section utilizes the capacity report to identify “critical” counties in which network changes may create access issues.  The network capacity reported on the capacity report is also a component of the quarterly algorithm scoring.  
MDCH has established provider capacity requirements for contracted health plans. At a minimum, health plans must provide one full-time PCP per 750 members. MDCH assesses health plans against this ratio to determine maximum enrollment capacity for the health plan in an approved service area.

MDCH requires that health plans provide access to appropriate providers, including qualified specialists, for all medically necessary covered services.  The health plans are required to establish and maintain coordination of care agreements with the local behavioral health and developmental disability agencies (CMHSPs) for behavioral health and developmental disabilities. In addition, section II-L(1)(7)(a) of the Medicaid health plan contract requires plans to provide access to specialists based on the availability and distribution within specialty.  MDCH allows a physician specialist to function as a PCP in cases where the enrollee’s medical condition warrants this arrangement.  Examples of medical conditions warranting a specialist acting as a PCP include, but are not limited to, uncontrolled or complicated diabetes, end stage renal disease, or other chronic disease or disability. Physician specialist management is determined on a case-by-case basis.   

MDCH also requires health plans to ensure adequate capacity of ancillary services, such as durable medical equipment services, home health services, and maternal and infant health services.

MDCH assesses access, availability and capacity during the annual on-site visit.  Access and availability of services are components of the mandatory health plan accreditation process; plans must meet or exceed established standards to maintain accreditation status.  
Coordination and Continuity of Care
Michigan provides comprehensive, continuous and coordinated care to Medicaid beneficiaries.  Medicaid health plans are contractually responsible for coordinating and collaborating with local health departments to make a wider range of essential health care and support services available to enrollees.  Plans are also contractually responsible for the coordination and continuity of care provided to enrollees who require integration of medical, behavioral health and/or substance abuse services.  

Behavioral Health and Disability Services

Section II-L(7)(d) of the Medicaid health plan contract requires plans to coordinate care for enrollees eligible for behavioral health services and services for persons with disabilities.  While contracted health plans are not responsible for the direct delivery of specified behavioral health and developmental disability services (as delineated in Medicaid policy), the plans must establish and maintain agreements with MDCH-contracted local behavioral health and developmental disability agencies or organizations.  In Michigan, mental health and developmental disability services are delivered through county-based Community Mental Health Services Programs (CMHSPs).  Agreements between health plans and the Local Behavioral Health and Development Disability managed care providers must address the following: emergency services, pharmacy and laboratory service coordination, medical coordination, data and reporting requirements, quality assurance coordination, grievance and appeal resolution, and dispute resolution.  These agreements must be available for review upon request. 
MDCH determines health plan compliance with coordination of care agreement requirements and continuity and coordination of medical and behavioral health services during the annual on-site survey.  In addition, continuity and coordination of care is examined as a significant component of the mandatory health plan accreditation process. 
Pregnancy and Postpartum Care

The health plans must ensure that a maternity care provider is designated for all enrolled pregnant women for the duration of the pregnancy and postpartum care. An individual provider must be named as the maternity care provider and is responsible for continuity of care; this individual must meet the health plan’s credentialing requirements. An OB/GYN clinic or practice cannot be designated as a PCP or maternity care provider; however, designation of individual providers within a clinic or practice is appropriate.  

Primary Care 

The primary care provider is responsible for supervising, coordinating, and providing all primary care to each assigned enrollee. In addition, the PCP is responsible for initiating referrals for specialty care, maintaining continuity of each enrollee’s health care, and maintaining the enrollee’s medical record, which includes documentation of all services provided by the PCP as well as any specialty or referral services. A PCP may be any of the following: family practice physician, general practice physician, internal medicine physician, OB/GYN specialist, or pediatric physician; or, when appropriate (based on the enrollee’s health condition) a physician specialist, nurse practitioner or physician assistant.  The health plan is responsible for the continuity of treatment if a provider’s participation in the plan is terminated during the course of a member’s treatment by that provider (e.g., authorizing out of network referrals).
The health plan is required to submit a request for disenrollment to MDCH for beneficiaries who are candidates for custodial care in a nursing facility.  The purpose of this provision is to assure that all appropriate arrangements, including coordination of care, are in place for enrollees transitioning to long-term care settings.  

Upon request, plans must submit evidence of care coordination to MDCH.  Continuity and coordination of care and case management processes are assessed during the annual on-site visit.  In addition, continuity and coordination of care are components of the mandatory health plan accreditation process; plans must meet or exceed established standards to maintain accreditation status.   
Coverage and Authorization of Services

MDCH health plan contracts describe both covered and carve-out services.  The following are covered services:  inpatient and outpatient hospital; Federally Qualified Health Clinic (FQHC); laboratory and x-ray; short-term and long-term restorative; Early and Periodic Screening, Diagnosis and Treatment (EPSDT); family planning; Maternal Infant Health Program (maternal and infant support services); outpatient mental health visits (20 visits); physician services; home health services; vision; hearing aids; and emergency services.  Carve-out services include mental health services (inpatient and outpatient exceeding the 20-visit threshold) and substance abuse; dental, and custodial in LTC beyond 45 days.   

All health plan policies, procedures, and clinical guidelines supporting coverage, medical necessity, and authorization determinations must be in writing and available to MDCH and/or CMS upon request. The plan’s medical director or physician designee must be actively involved in all heath plan medical necessity determinations.  These policies and procedures are reviewed extensively during the health plan accreditation process, where cases are reviewed to ensure adherence to policies, procedures, and timelines.  MDCH assesses plan compliance with requirements for coverage and authorization during the annual on-site visit.   

Persons with Special Health Care Needs
MDCH defines Persons with Special Health Care Needs as enrollees who lose eligibility for the Children’s Special Health Care Services (CSHCS) program due to the program’s age requirements. The goal is to provide quality and continuity in the health care of Persons with Special Health Care Needs by transitioning their care from the CSHCS program to the Medicaid managed care program.  To ensure continuity, MDCH identifies CSHCS enrollees and provides contact information to the local health departments.  The LHD conducts outreach and education with the CSHCS family to explain Medicaid health plan choices, assists the family in evaluating the health plan provider network and access to PCPs, and helps the enrollee make an informed decision regarding the selection of a plan.  The plan then receives notification of member enrollment for the CSHCS beneficiary.  The health plan is required to contact the enrollee/family and establish care management procedures and referrals to specialists.  MDCH assesses plan compliance with CSHCS enrollment procedures during the plan’s annual on-site visit.  MDCH also receives monthly reports from MI Enrolls regarding plan enrollment activity.
Structure and Operations 

This section outlines the assessment of contractual requirements for health plans related to structure and operations, including organizational requirements, provider network, enrollee materials/information, confidentiality, enrollment/disenrollment, grievances and appeals, and subcontractor relationships and delegation.  

Organizational Requirements

Sections II-K(1) and II-L(1) of the health plan contract requires health plans to be in compliance with the following operational requirements, which MDCH assesses prior to contracting and during annual on-site reviews: 

· Certificate of Authority to operate as a health maintenance organization in Michigan

· Organizational structure with key specified personnel
· Management information systems capable of collecting, processing, reporting and maintaining information as required
· Governing body that meets contract specifications
· Administrative requirements (i.e., quality improvement, utilization management, provider network, reporting, member services, provider services and staffing
Provider Network
Section II-L of the contract requires health plans to have policies and procedures in place to credential and recredential all providers prior to contracting, review and authorize all network provider contracts, and comply with all federal and state business requirements.  Health plans must also ensure that network providers residing and providing services in bordering states meet all applicable licensure and certification requirements within their state. Health plans must also have written policies and procedures for monitoring contracted providers and for sanctioning providers who are out of compliance with the health plan’s quality and utilization management requirements.   Health plans may not discriminate against any provider with respect to participation, reimbursement, or indemnification if the provider is acting within the scope of his or her license or certification under applicable state law, solely on the basis of such license or certification.  Federal regulations and state law preclude reimbursement for any services ordered, prescribed, or rendered by a provider who is currently suspended or terminated from direct and indirect participation in the Michigan Medicaid program or federal Medicare program. Section II-L of the Medicaid health plan contract requires plans to ensure that debarred providers are excluded from participation in their networks and identify and act upon potential fraud and abuse by members, providers, or plan employees. MDCH assesses compliance with credentialing, recredentialing, contracting, and fraud and abuse monitoring during the annual on-site visit.  Provider credentialing, recredentialing, and contracting are also components of the mandatory health plan accreditation process; plans must meet or exceed established standards to maintain accreditation status.   
Enrollee Materials and Information
Section II-S(3) of the contract requires health plan member handbooks to be current, clear, and understandable.  Health plans are required to maintain documentation verifying that the information in the member handbook is reviewed for accuracy at least annually. The readability level of the member handbook must be written at no higher than a 6.9 grade reading level and must be available in languages other than English when more than five percent of the health plan’s enrollees speak another language.   Member handbooks and marketing/educational materials are assessed on an ongoing basis by MDCH health plan contract managers and during the annual on-site visit. 

The provider directory is published separate from the member handbook.  Section II-S(3) specifies that the provider directory must list providers by county including provider name, address, telephone numbers and any hospital affiliation; day and hours of operation; and languages spoken at the primary care sites.  A list of all hospitals, pharmacies, medical suppliers, and other ancillary health providers must also be included. Health plans are required to submit a copy of their Medicaid provider directory to MDCH as a component of their Annual Report, and MDCH must approve the both the member handbook and the provider directory prior to distribution.  MDCH also assesses provider directories during the annual on-site visit. 

Confidentiality
Sections II-I(6) and II-J of the Contract requires health plans to protect all enrollee information, medical records, data and data elements collected, maintained, or used in the administration of the Contract from unauthorized disclosure. The health plan must provide safeguards that restrict the use or disclosure of information concerning enrollees in accordance with HIPAA privacy regulations. The health plan must have written policies and procedures for maintaining the confidentiality of data.  MDCH monitors plan adherence during the annual on-site visit.  

Enrollment and Disenrollment   

Section II-F(3) of the Contract specifies enrollment and lock-in processes.  Health plan enrollment (in non-exempt counties) is for a period of 12 months, with exceptions noted in the contractual provisions.  Enrollees may also disenroll for cause, including but not limited to poor quality of care or lack of access to necessary specialty covered services.  A beneficiary may request a medical exception to enrollment in a health plan within 30 days of Medicaid enrollment if s/he has a serious medical condition and is undergoing active treatment for that condition with a physician that does not participate with the health plan at the time of enrollment. The beneficiary must submit a medical exception request to MDCH.  MDCH tracks disenrollments and transfers between health plans through a monthly report produced by MI Enrolls.  MDCH uses this report to monitor and assess for fluctuations, trends, and reasons for disenrollment or transfer and takes action, as appropriate. 

Grievances and Appeals
Section II-T of the Contract requires health plans to establish a detailed process for the management of grievances and appeals.  The health plan is required to have staff to coordinate, manage, and adjudicate member and provider grievances. The process must provide for prompt resolution of issues and must assure participation of appropriate health plan leadership.  MDCH specifies timeframes for grievance and appeal resolution, including timeframes for non-expedited and expedited appeals:

· Non-expedited appeals: 35 days (with possible 10-day toll)

· Expedited appeals:  72 hours

Grievances and appeals may be submitted telephonically to the health plan or the MDCH Medicaid Helpline. Complaint calls received by the Medicaid Helpline are transferred to appropriate MDCH personnel, who then contact the health plan or provider to resolve the complaint.  

MDCH has expanded the contract with MI Enrolls to act as the Ombudsmen for beneficiaries; in this capacity, MI Enrolls provides beneficiaries with assistance in completing forms, filing complaints or grievances, or addressing issues during complaint or grievance resolution.  An additional protection afforded to Medicaid enrollees is the right to request a MDCH administrative hearing at any time during the complaint and grievance process. This hearing may occur simultaneously with the health plan’s internal complaint and grievance process.

MDCH assesses compliance with complaint and grievance requirements during the annual on-site visit, which includes review of grievance and appeal logs.  Grievance and appeals processes and compliance with timeframes is also a required component of the health plan accreditation process. 

Subcontractor Relationships and Delegation  

Section I-F of the Contract specifies that plans are responsible for subcontractor adherence to all provisions of the health plan contract. The health plan is required to furnish information to the State regarding cost of the subcontract, procedures for oversight and monitoring of subcontractor performance, and any other data that may be required by the State.  Section I-W of the contract indicates that the health plan shall not delegate any duties or obligations to a Health Benefits Manager not named in the bid unless MDCH is notified 30 days prior to the effective date of the contract. Delegation is also monitored by the Office of Financial and Insurance Regulations (OFIR) as part of the OFIR annual review of licensed Michigan health maintenance organizations.  
Quality Measurement and Improvement 
Section II-O(1) of the Medicaid Health Plan Contract requires contracted health plans to have a Quality Assessment and Performance Improvement (QAPI) program. The QAPI program is a written plan including a statement of goals and objectives, lines of authority and accountability including data responsibilities, evaluation tools, and performance improvement activities.  This section of the contract also specifies that each health plan is required to maintain a Quality Improvement Committee (QIC). The QIC is responsible for reviewing, monitoring, making recommendations, and approving the QAPI program (including quality improvement activities and outcomes) on an annual basis.  The QIC must be chaired by a medical director and is comprised of health plan staff, including a quality improvement director and other healthcare professionals. Michigan’s QIC, the Clinical Advisory Committee, is chaired by the Chief Medical Consultant, Medical Services Administration and is comprised of medical or quality improvement directors for each of the contracted health plans.  Health plans are obligated to conduct an annual effectiveness review of its QAPI program. The effectiveness review must include analysis of whether improvements in the quality of health care and services for enrollees have occurred as a result of quality assessment and improvement activities and interventions carried out by the health plan. 

MDCH continually assesses the quality of care and services delivered by contracted health plans.  Mechanisms for assessment include accreditation, clinical practice guidelines, on-site reviews, HEDIS, CAHPS, CMS mandates (e.g., EPSDT, External Quality Review (EQR), and annual performance improvement projects), performance against legislative mandates, and performance against monitoring standards.  If remedial action or improvement plans are not appropriate or successful, contract remedies are implemented including, but not limited to, enrollment freezes, capitation withholding, or other financial penalties.  MDCH provides race and ethnicity data to health plans on a monthly basis as a component of enrollment files and considers incorporation of race, ethnicity, and primary language in Medicaid quality improvement activities.  
Accreditation and Clinical Practice Guidelines

Section II-K(1) of the Medicaid health plan contract requires all plans to hold and maintain accreditation as a managed care organization by the National Committee for Quality Assurance (NCQA) or URAC (within 24 months of beginning Medicaid operations).  Accreditation evaluates core health plan systems and processes; structure, process and outcomes of plan quality improvement programs and activities related to care and service; integration of these outcomes in plan quality improvement programs; credentialing and recredentialing; utilization management and care coordination; member services; and member rights and responsibilities.  NCQA health plan accreditation is public information, providing another opportunity for consumers to distinguish between higher- and lower-performing health plans.  

Section II-O of the Contract requires Medicaid health plans to develop and/or adopt clinically appropriate practice parameters and protocols/guidelines and give their providers enough information about the protocols to enable them to meet the established standards. MDCH and all contracted Medicaid health plans endorse the Michigan Quality Improvement Consortium (MQIC) guidelines. MQIC is a statewide collaborative body comprised of health plans, physicians, researchers, and others that develops, implements, and disseminates preventive and chronic disease clinical practices guidelines to Michigan physicians.  In clinical areas where no MQIC guideline has been developed, MDCH and Medicaid health plans adopt nationally recognized, evidence-based guidelines for care.  

On-Site Reviews

Section II-U of the Medicaid health plan contract requires plans to participate in on-site reviews conducted by MDCH during the contract period.  On-site reviews include a pre-site assessment and document review and focused on-site review examining two to three areas of health plan performance.  These focused areas include, but are not limited to, the following: 

· Administrative capabilities

· Governing body 

· Subcontracts 

· Provider network capacity and services

· Provider appeals 

· Member services 

· Primary care provider assignments and changes 

· Enrollee grievances and appeals

· Health education and promotion

· Quality assurance 

· Utilization review

· Data reporting

· Coordination of care with CMHSP and PIHP providers 

· Claims processing 

· Fraud and abuse 

HEDIS 

Section II-W(1) of the Medicaid health plan contract requires health plans to submit annual audited Health Plan Employer Data and Information Set (HEDIS) Medicaid data. MDCH requires that Medicaid health plans support health care claims systems, membership and provider files, and hardware/software management tools that facilitate accurate and reliable reporting of HEDIS data.  MDCH reviews, analyzes, trends, and reports HEDIS rates internally, as well as publicly and to the health plans.  MDCH has established a process for the annual analysis of contracted HEDIS data; these analyses drive the identification and prioritization of many quality improvement activities.  

MDCH currently contracts with an EQRO to objectively analyze health plan HEDIS results and evaluate each plan’s current performance level relative to national Medicaid performance. MDCH uses HEDIS rates for the annual Medicaid consumer guide, as well as for the annual performance assessment.  Performance levels have been set at specific, attainable rates and are based on national percentiles or Michigan Medicaid weighted averages. This standardization allows for comparison to the performance levels. Health plans meeting the high performance level (national Medicaid HEDIS 90th percentile) exhibit rates among the top in the nation. The low performance level (national Medicaid HEDIS 25th percentile) has been set to identify health plans in the greatest need of improvement.  Key measures are examined along four different dimensions of care: (1) Women’s Health, (2) Children’s Health, (3) Living with Illness, and (4) Access to Care. 

Michigan Medicaid HEDIS results are analyzed utilizing:  

· Weighted average comparison of Michigan Medicaid 2007 results relative to the 2006 Michigan Medicaid weighted averages and the national HEDIS 2006 Medicaid 50th percentiles.

· Performance profile analysis discussing the overall Michigan Medicaid 2007 results and presenting a summary of health plan performance relative to the Michigan Medicaid performance levels.

· A health plan ranking analysis providing a more detailed comparison, showing results relative to the Michigan Medicaid performance levels.

· A data collection analysis evaluating the potential impact of data collection methodology on reported rates.

Results of HEDIS measurements for FY2007 are discussed in the Improvement Section of this document.   

Consumer Assessment of Health Plan Survey (CAHPS)

Section II-O(6) of the Medicaid health plan contract requires plans to conduct an annual consumer satisfaction survey of their adult enrollees using the Consumer Assessment of Health Plan Survey (CAHPS) instrument. The plans provide the survey summary and member-level data to MDCH annually.  This information is analyzed and findings are included in the EQR technical report.  In addition, the Department contracts with a vendor to conduct surveys of the Medicaid managed care child population every other year.  Topics covered by the CAHPS® survey include: Personal Doctor, Specialist Seen Most Often, Health Care, Health Plan, Getting Needed Care, Getting Care Quickly, How Well Doctors Communicate, Courteous and Helpful Office Staff, and Customer Service. Survey results are used to identify quality improvement activities related to member satisfaction with the plan and contracted physicians.  The CAHPS survey is also used to promote informed consumer choice through publication in Michigan’s annual "Quality Checkup.”  
Results of selected CAHPS measurements for FY2007 are discussed in the Improvement Section of this document. 
Centers for Medicare & Medicaid Services (CMS) Mandates

EPSDT

The Centers for Medicare and Medicaid Services (CMS) mandates Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) services, defined by law as part the Omnibus Budget Reconciliation Act of 1989 (OBRA '89).  EPSDT includes periodic screening, vision, dental, and hearing services. In addition, Section 1905(r)(5) of the Social Security Act (the Act) requires that any medically necessary health care service listed at Section 1905(a) of the Act be provided to an EPSDT recipient even if the service is not available under the State's Medicaid plan to the rest of the Medicaid population. The EPSDT program consists of two mutually supportive, operational components: (1) assuring the availability and accessibility of required health care resources; and (2) helping Medicaid recipients and their parents or guardians effectively use these resources. These components enable Medicaid agencies to manage a comprehensive child health program of prevention and treatment; to seek out eligible beneficiaries and inform them of the benefits of prevention and the health services and assistance available; and to help beneficiaries and their families use health resources efficiently and effectively.  The EPSDT program also enables providers to assess the child's health needs through initial and periodic examinations and evaluations, and also to assure that the health problems found are diagnosed and treated early, before they become more complex and their treatment more costly.

Consistent with Federal regulations, Section II-H of the Medicaid health plan contract and Michigan Medicaid policy stipulate that health plans are required to provide mandated EPSDT services and to report performance indicators related to immunizations and well child visits.  Objective testing for developmental behavior, hearing, and vision must be performed in accordance with the Medicaid periodicity schedule and the specified laboratory services must be provided.  Similarly, other health care, diagnostic services, treatment, or services covered under the State Medicaid Plan deemed necessary to correct or ameliorate defects, physical or mental illnesses, and conditions discovered during a screening must be provided.  

Both MDCH and the plans provide or arrange for outreach services to Medicaid beneficiaries who are due or overdue for well child visits. Outreach contacts may be by phone, home visit, or mail to ensure that the members receive the required services.  

External Quality Review (EQR)

MDCH arranges for an annual, external independent review of the quality and outcomes, timeliness of, and access to covered services provided by the health plans.  Section II-0(5) of the Michigan Medicaid health plan contract requires plans to develop and implement performance improvement goals, objectives, and activities in response to the EQR findings as part of their Quality Assurance and Performance Improvement (QAPI) program. MDCH may also require separate submission of an improvement plan specifically related to the EQR findings.  The 2006-2007 EQR included three mandatory activities: validation of performance measures, validation of the performance improvement projects (PIP), and onsite compliance monitoring. The 2006-2007 EQR also included a validation of plan CAHPS results. 

Performance Improvement Projects (PIP)
Section II-O(3) of the Michigan Medicaid health plan contract requires health plans to conduct annual performance improvement projects that focus on clinical and non-clinical areas.  MDCH identifies priority areas for statewide PIPs through the analysis of HEDIS and CAHPS data, population needs, legislative priorities and mandates, and topics based on the state and national health care agenda.  These priority areas may vary from year to year, and MDCH may require specific PIPs for a subset of plans based on individual plan performance, plan demographics (race, ethnicity, and other population characteristics), or prevalent conditions.  PIPs are included in the plan’s QAPI program and must include use of objective indicators, system interventions, evaluation of interventions for effectiveness, and continuation of activities to sustain improvement. Recent examples of topics covered in PIPs include, blood lead testing, access to care for children/adults, and disparity in breast or cervical cancer screening.   

Race, Ethnicity and Primary Language

CMS has a broad disparity strategy to reduce racial and ethnic health disparities in Medicaid which focuses on the following objectives:

· Disseminating information about promising/best practices in health disparities in Medicaid and SCHIP.

· Identifying vulnerabilities and areas of opportunity in Medicaid and SCHIP for quality improvement and reducing health disparities in Medicaid beneficiaries.

· Identifying and collaborating with States and external organizations/resources to develop partnerships to reduce health disparities in Medicaid and SCHIP.

 

In keeping with the CMS disparity strategy, MDCH has established policies and procedures for the collection and use of race, ethnicity and primary language data.  Information systems are used to collect, store, and identify race, ethnicity, and primary language spoken for each Medicaid enrollee. These data, which are collected at the time of Medicaid enrollment (MI Enrolls), are included in the enrollment files and provided to the Medicaid health plans on a monthly basis.  Medicaid reviews the methodology for enrollment and enrollee rights to assure that disclosure of this information is not used in potentially adverse ways and provides guidance to the plans on the appropriate use of race, ethnicity, and language data.
Since 2004, the Medicaid plans have been required to utilize race and ethnicity data to identify disparities in care among plan enrollees. Examples of data include immunizations, lead testing, diabetes, and prenatal care.  In 2003, three of Michigan’s Medicaid plans participated in a Health Resources and Services Administration (HRSA) project to identify disparities in care using HEDIS measures and implement quality improvement activities.  The Department, in collaboration with Michigan State University’s Institute for Health Care Studies, has also conducted annual Disparities Workshops for Michigan health plans from 2004-2006.  Topics addressed to date include an overview of disparities, national quality improvement activities addressing disparities among racial and ethnic groups, and health literacy.  The 2006 disparities workshop focused on geographic information systems (GIS) and how GIS mapping capabilities can be used to analyze data, conduct needs assessments, and target intervention efforts to improve outcomes and reduce costs related to disparities and quality of care.  The session focused on lead testing and included mapping examples specific to Michigan from a public health plan perspective.  2007 to current, MDCH has focused on collaborative and performance improvement projects to address disparities.
Michigan Legislative Mandates

Blood Lead - PA 55 of 2004:

PA 55 of 2004 states, “The department of community health shall determine the statewide average of lead screening being performed on children who are enrolled in Medicaid on October 1, 2007 and shall determine whether the rate of children who are enrolled in Medicaid receiving a lead screening is substantially in compliance with the federal standards for lead screening for children enrolled in Medicaid.”  The Act further mandates a blood lead testing rate of 80% by October 1, 2007.  Over the past three years, MDCH has established incremental increases in performance standards for lead testing rates to achieve the mandated 80% goal. 

MDCH performance expectations for the plans were developed using an aggressive approach to ensure Medicaid meets the October 1, 2007 legislative requirement. By providing this schedule, health plans were given the necessary time and opportunity to adjust their outreach efforts to prepare for future standards. 
The following table details a schedule for modifying the standard for both total and continuous enrollment:

	Timeframe
	Children Tested < 3rd Birthday

	
	% of Total Enrolled Children

Tested
	% of Continuously Enrolled Children Tested

	October 2004
	45%
	50%

	October 2005
	55%
	60%

	October 2006
	65%
	70%

	October 2007
	80%
	80%


Prevalent Ailments:  PA 330, SB 1083

Section 1739 of the FY2006-07 MDCH Appropriations Bill requires MDCH to identify the ten most prevalent and costly ailments affecting Medicaid recipients and to establish medical outcome targets for each of these ailments.  The selected prevalent and/or preventable conditions identified are:  asthma, diabetes, hypertension, and tobacco cessation.  

In addition to the established medical outcome targets, MDCH is assessing plan performance in the areas of chronic disease management and care coordination, enrollee adherence to treatment plans, and provider compliance with established best practices/evidence-based guidelines. MDCH will continue to assess health plan programs and performance against increasingly rigorous disease and case management criteria.  Findings will be incorporated quality improvement standards and the health plan Performance Bonus model.   

Performance Monitoring Standards

To evaluate performance levels for the quality and appropriateness of care and services delivered to enrollees and determine whether State goals and objectives were being met, MDCH implemented a system to comparatively review health plan quality of care outcomes and performance measures on an objective basis. MDCH selects certain effectiveness of care, access/availability of care and use of services measures from the annual Medicaid HEDIS Report as key measures for the evaluation of performance of the Medicaid health plans. This selection process is dynamic and reflects state and national issues of importance.  The Performance Monitoring Standards are established on an annual basis as an explicit process for the ongoing monitoring of health plan performance in key areas of quality, access, and member services.  Section II-0(4) of the Medicaid health plan contract requires plans to incorporate the statewide performance monitoring standards into their required written quality improvement plans.  MDCH continuously monitors plan performance against these standards and shares data with health plans during the fiscal year.  Data are also used comparatively to assess between-plan performance and also to compare collective and individual health plan performance against state and national benchmarks.  In addition, Medicaid auto-assigns beneficiaries to health plans based, in part, on performance monitoring standards. 

Performance monitoring standards address the following performance areas:  quality of care, access to care, member services, data submission and integrity (encounters, provider files, claims reporting and processing).  For each area, the following are identified:  measure, performance goal, data source, minimum standard, and monitoring interval.  The minimum standard for performance measures derived from HEDIS reports are set at the HEDIS 50th percentile or Michigan weighted average, whichever is higher.  Failure to meet the minimum performance expectation for any standard may result in the implementation of remedial action, such as an improvement plan, as outlined in the contract.

The following are Michigan Medicaid health plan FY 2007-08 performance monitoring standards:   

	Performance Area
	Goal
	Minimum Standard
	Data Source
	Monitoring Intervals

	Quality of Care

	Childhood Immunization 
	Fully immunize children who turn two years old during the calendar year
	> 80
(combo 2)
	HEDIS 
	Annual

	Prenatal Care


	Pregnant women receive an initial prenatal care visit in the 1st trimester or within 42 days of enrollment
	> 83%
	HEDIS 
	Annual


	Postpartum Care


	Women delivering a live birth received a postpartum visit on or between 21 days and 56 days after delivery
	> 62%
	HEDIS 
	Annual

	Blood Lead Testing
	Children at the age of 3 years old receive at least one blood lead test on/before the 3rd birthday
	> 80% total enrollment; 

> 80% continuous enrollment
	MDCH Data Warehouse
	Monthly

	Access to Care

	Well-Child Visits in the First 15 Months of Life
	Children 15 months of age receive six or more well child visits during the 1st 15 months of life 
	> 60%
	Encounter Data
	Quarterly

	Well-Child Visits in the 3rd, 4th, 5th, & 6th Years of Life
	Children three, four, five, and six years old receive one or more well child visits during a 12-month period
	> 64%
	Encounter Data
	Quarterly

	Customer Service

	Enrollee Complaints
	Plan will have minimal enrollee contacts through the Medicaid Helpline for issues determined to be complaints
	Complaint rate < 0.25 per 1000/member months
	Beneficiary/Provider contacts tracking (BPCT)
	Quarterly

	Data Reporting and Integrity

	Claims Reporting and Processing 
	Health plan submits timely and complete report, and processes claims in accordance with minimum standard
	Timely, > 95% of clean claims paid w/in 30 days; < 1.85% of ending inventory > 45 days old 
	Claims report submitted by health plan
	Monthly

	Encounter Data Reporting 
(Institutional and Professional)
	Timely and complete encounter data submission by the 15th of the month while meeting minimum volume requirements
	Timely and complete submission
	MDCH Data Exchange Gateway (DEG) & Data Warehouse 
	Monthly

	Encounter Data Reporting 
(Pharmacy)
	Timely and complete encounter data submission by the 15th of the month while meeting minimum volume requirements
	Timely and complete submission
	MDCH Data Exchange Gateway (DEG) & Data Warehouse 
	Monthly

	Provider File Reporting
	Timely and accurate provider file update/submission before the last Friday of the month
	Timely and complete submission
	MI Enrolls
	Monthly 


Health Plan Performance Bonus Model

During each contract year, MDCH withholds a specified amount of the of the approved capitation for each contracted Medicaid health plan in a performance bonus pool utilized for awarding health plan performance bonuses. The 2007 bonus withhold generated a pool of approximately $3 million to be distributed among the plans that reach the performance standards established by MDCH, while the 2008 bonus pool will be approximately $5 million.   The bonus award is based on each plan’s clinical and access scores as report in the most current HEDIS performance, member satisfaction utilizing the most recent CAHPS scores, legislative incentives, and accreditation status as of December 31 of the previous year. Bonus funds are awarded based on cumulative points in each category of performance and proportion of Medicaid managed care population (for the clinical, access and legislative areas). 

Under this incentive system, all plans have the opportunity to receive award funds in direct proportion to their performance on each of the measures, including the provision of early prenatal care, EPSDT services, well child visits, immunizations, and lead testing. The performance bonus award provides health plans with funds to initiate financial incentives targeting providers with a goal of achieving improved clinical care and beneficiary access.

Clinical scores comprise 42% of the bonus award, based on the health plans most recently submitted HEDIS data and compared to the most recent national Medicaid HEDIS data as published by NCQA. The 50th, 75th, and 90th percentiles are used for scoring purposes.  The clinical measures include: 

· Breast cancer screening

· Cervical cancer screening

· Chlamydia combined rate

· Prenatal care

· Postpartum care 
· Controlling high blood pressure
· Diabetes care (HgA1C testing, LDL-C screening, eye exam)

· Appropriate asthma medications – combined rate
· Medical assistance with smoking cessation: Discussing smoking cessation strategies

· Medical assistance with smoking cessation: Advising smokers to quit (rolling 2-year average)

· Well child visits: 1st 15 months of live (0 visits); 1st 15 months of life (6+ visits); 3-6 years; adolescent well care

· Immunizations: childhood – combo 2
· Blood lead
· Appropriate treatment for children with upper respirator infection 

Access to care scores are based on the plan’s most recently submitted HEDIS data and compared to the most recent national Medicaid HEDIS data as published by NCQA. The 50th, 75th, and 90th percentiles are used for scoring purposes.  The access to care measures, which comprise 15% of the award, include:
· Children:  12-24 months; 25 months-6 years; 7-11 years; 12-19 years

· Adults: 20-44 years; 45-64 years

Member satisfaction scores are based on the plan’s most recent Adult and Child CAHPS results.  Scoring is based on the plan score (statistically significant difference) compared with the all plan average. Member satisfaction measures, which comprise 13% of the award include: 

· Getting Needed Care: adult and child

· Getting Care Quickly: adult and child 

· Health Plan Rating: adult and child 

Legislative mandates are worth 24% of the total performance amount. The Legislative incentive for FY 2008 is an adjunct activity to the prevalent ailments legislation that focused on the evaluation of contracted health plans’ population management programs.  Michigan’s Medicaid health plans are required to have population management programs to improve the status of Medicaid beneficiaries.  The purpose of this project was to objectively assess plans’ unifying infrastructure of disease and case management and to assess and understand linkages between disease and case management programs. 

MDCH, in collaboration with the Michigan State University Institute for Health Care Studies (IHCS), conducted a comprehensive assessment of Medicaid health plan disease and case management programs, focusing on:

· Staffing

· Registries

· Risk stratification

· Disease/case management integration

· Evaluation/reporting  

The additional bonus dollars are applied to promoting healthy behavior through member incentives, health information technology, and increasing physician access.
Impact of Health Information Technology

Medicaid Data Warehouse

The State of Michigan has been on the forefront of technology innovation with one of the most sophisticated Business Intelligence (BI) systems in state governments.  The system includes advanced analytics, data mining, data warehousing, and decision support capabilities, and contains more than 2.5 billion records. The Michigan data warehouse was first implemented as a Medicaid solution and has since expanded to incorporate all of Michigan’s health care functions, as well as human services agencies (e.g., justice, treasury, and education).  Data warehouse capabilities include interdepartmental sharing of data by allowing individual department data to be linked to combine data. 

It is estimated that the Michigan BI system generates an estimated annual savings of between $75 and $100 million through health care analysis and a 25% reduction in Medicaid administrative costs associated with rapid response to queries, combined resources, and streamlining operations. The BI system has also doubled MDCH’s identification of fraudulent Medicaid activity. 

WIC Link

Michigan’s data warehouse is being leveraged for broader, more complex studies and initiatives involving multiple agencies.  WIC data are housed in the warehouse and can be linked with Medicaid data for various uses, including program evaluation and outcome studies.  The linkage with WIC is being enhanced to include maternal and infant screening assessment data.  This will further facilitate outcome studies and longitudinal analysis around maternal and infant health status and outcomes.  

Michigan Care Improvement Registry (MCIR) 

Michigan first introduced MCIR (formerly the Michigan Childhood Immunization Registry) in 1998.  MCIR has greatly benefited health care organizations, schools, and Michigan citizens by consolidating immunization information from multiple providers, preventing over-immunization, and allowing providers to access immunization histories.  Eighty-nine percent of children age 6 or younger have 2 or more immunizations recorded in MCIR; the national average for registries is 49%.  As of January 2007, more than 3.8 million persons are currently included in MCIR and more than 48 million doses have been entered by immunization providers.  Michigan’s immunization rates have increased from a low of 29% in March of 2001 to 74% in October, 2007 for children 19-35 Months of Age for 4:3:1:3:3:0 series, based on MCIR Data. 

In response to MCIR’s success, the Michigan Legislature approved the expansion of MCIR in July 2006 to extend records into adulthood.  The newly named Michigan Care Improvement Registry (MCIR) is now a birth to death registry that will also support pandemic flu preparedness activities and track vaccines and medications during a public health emergency and allows schools and child care centers to obtain and report their immunization levels.  

MCIR is a web-based database coordinated across six regions in the state. MCIR users are able to create computerized confidential records of immunization information; rosters of children; and generate reports, reminders letters, and labels from the registry. Recent updates include a blood lead flag for children determined to be at high risk including those receiving Medicaid benefits.  Providers and local health departments have the ability to do population-based immunization level assessments and target their outreach efforts to areas where the need is greatest.  MCIR has been approved by NCQA as an administrative data source and being used by Michigan health plans to supplement their administrative data measures for annual HEDIS measurements. 

State Lead Database

In an effort to assist Medicaid health plans in targeting children required to be blood lead tested, MDCH provides plans with a quarterly data extract with children ages one through three and their blood lead testing status.  The data extract provides information regarding presence or absence of lead screening, date(s) of service, and blood lead level.  The electronic linkage of these data has allowed plans to target member and provider outreach.  There has been a 7 percentage point improvement in lead screening from December 2006 to September 2007 for continuously enrolled children who had at least one blood lead test on or before their third birthday.  Blood lead testing and the electronic linking of data is an important example of Michigan’s data-driven approach to quality improvement.  
Health Plan Health Information Systems 
MDCH contractually requires Medicaid health plans to maintain a health information system that collects, analyzes, integrates, and reports data and can achieve the objectives of the Medicaid Program. Plans must meet the HIPAA and MDCH guidelines and requirements for electronic billing capacity (Section II-M(1)) and must have a management information system sufficient to support provider payments and data reporting between the health plan and MDCH. The health plan must also collect service-specific procedure and diagnosis data and maintain detailed records of remittances to providers.  Health plan information systems are reviewed as a component of the on-site review process.      
Improvement
Michigan’s Improvement Approach

The Medicaid health plan contract serves as a basis for improvement activities related to quality of care and service delivered to Medicaid beneficiaries.  As previously discussed, these requirements include accreditation, quality improvement activities (e.g., HEDIS, CAHPS, EQR, Performance Improvement Projects), and mandatory data submission.  Based on these requirements and health plan performance, MDCH establishes quality monitoring and improvement interventions on an annual basis.  All interventions are reviewed with the plans at the Clinical Advisory Committee, which meets quarterly and is chaired by the Chief Medical Consultant, Medical Services Administration.  MDCH examines health plan performance against clinical, access, and service measures annually, or more frequently depending on the measure.  Each year, numeric targets are established for performance monitoring standards in specific areas of focus, while performance on other measures is evaluated based on a comparison to national benchmarks (e.g., HEDIS percentiles) and Michigan health plan weighted averages.   In FY 2007-08, MDCH established numeric targets for these additional measures, enabling the department to more easily trend health plan performance over time.  This will enable MDCH to identify additional areas for potential performance improvement projects and initiatives.        

The following table summarizes Michigan’s comprehensive use of multiple data sources to assess the quality of care and service delivered to Medicaid beneficiaries:    

	
	HEDIS
	CAHPS
	P4P Bonus
	PIP
	Collaboration
	EHR
	EQR

	Women’s screening (breast, cancer, Chlamydia)
	(
	
	(
	(
	(
	
	(

	Prenatal/postpartum care
	(
	
	(
	
	(
	
	(

	Child lead 
	(
	
	(
	
	(
	(
	(

	Child immunizations 
	(
	
	(
	
	(
	(
	(

	Child and adolescent well care visits
	(
	
	(
	
	(
	
	(

	Child and adolescent access
	(
	(
	(
	
	(
	
	(

	Adult access
	(
	(
	(
	
	(
	
	(

	Member satisfaction
	
	(
	(
	
	(
	
	(

	Chronic disease
	(
	
	(
	
	(
	
	(


Establishing Performance Goals

As discussed in the Assessment Section of this document, Michigan establishes specific numeric performance goals for performance monitoring standards; for all other measures, Michigan utilizes the Medicaid HEDIS 50th national percentile or Michigan Medicaid HEDIS weighted average, whichever is higher, as the performance target.  Beginning in FY 2007-08, Michigan will establish numeric targets for all measures, which will enable the program to more readily identify trends and implement improvement strategies.

The following table summarizes performance monitoring standards, additional measures, and corresponding performance targets.  Results of improvement efforts, analyses, and whether the numeric goal or performance target was met are summarized in the Michigan Medicaid Quality Strategy Annual Review.  
	MEASURES
	2007-08 Goals
	2006-07 Goals

	WOMENS HEALTH
	

	Prenatal Care
	>78.0%
	>78.0%

	Postpartum Care
	>54.0%
	>54.0%

	Breast CA Screening (Total, 40-69)
	>54.0%
	>54.0%

	Cervical CA Screening 
	>63.0%
	>63.0%

	Chlamydia Screening (combined)
	>50.0%
	>50.0%

	CHILD & ADOLESCENT HEALTH
	

	Childhood Immunizations Combo 2
	>72.0%
	>72.0%

	Childhood Immunizations Combo 3
	>39.0%
	>39.0%

	Blood Lead (total)
	>80.0%
	>80.0%

	Well Child 1st 15 mos. 6+
	>43.0%
	>43.0%

	Well Child 3-6 yrs. 1 or more
	>59.0%
	>59.0%

	Well Child 0 Visits 
	<3.0%
	<3.0%

	Adolescent Well Care
	>34.0%
	>34.0%

	Appropriate Treatment of Children with URI
	>53.0%
	>53.0%

	Appropriate Testing for Children with Pharyngitis
	>42.0%
	>42.0%

	ACCESS TO CARE
	

	12-24 mos. 1 PCP visit
	>92.0%
	>92.0%

	25 mos. – 6 yrs. 1 PCP visit
	>78.0%
	>78.0%

	7-11 yrs. 1 PCP visit
	>78.0%
	>78.0%

	12-19 yrs. 1 PCP visit
	>77.0%
	>77.0%

	20-44 yrs. 1 PCP visit
	>77.0%
	>77.0%

	45-64 yrs. 1 PCP visit
	>83.0%
	>83.0%

	MEMBER SATISFACTION-Adult
	

	Adults getting needed care
	>75.0%
	>75.0%

	Adults getting care quickly 
	>74.0%
	>74.0%

	Adults health plan rating 
	>73.0%
	>73.0%

	Adults personal doctor or nurse rating
	>78.0%
	>78.0%

	Adults Medical specialist rating
	>76.0%
	>76.0%

	
	
	

	Adults How well Drs. Communicate
	>87.0%
	>87.0%

	MEMBER SATISFACTION-Child
	

	Children getting needed care
	>75.0%
	>75.0%

	Children getting care quickly 
	>77.0%
	>77.0%

	Children health plan rating 
	>76.0%
	>76.0%

	Children personal doctor or nurse rating
	>82.0%
	>82.0%

	Child Medical specialist rating
	>78.0%
	>78.0%

	
	
	

	Children How well Drs. Communicate
	>89.0%
	>89.0%

	LIVING WITH ILLNESS
	

	Appropriate Asthma Meds (combined)
	>68.0%
	>68.0%

	Appropriate Asthma Meds 5-9
	>65.0%
	>65.0%

	Appropriate Asthma Meds 10-17
	>64.0%
	>64.0%

	Appropriate Asthma Meds 18-56
	>72.0%
	>72.0%

	Diabetes HbA1c testing
	>80.0%
	>80.0%

	Diabetes HbA1c poor control
	>45.0%
	>45.0%

	Diabetes LDL-C screening
	>82.0%
	>82.0%

	Diabetes LDL-C control (<100mg/dL)
	>43.0%
	>43.0%

	Diabetes care for nephropathy
	>84.0%
	>84.0%

	Diabetes eye exam
	>64.0%
	>64.0%

	Controlling High Blood pressure (Total)
	>58.0%
	>58.0%

	Advising smokers to quit
	>77.0%
	>77.0%

	Smoking cessation medication
	>45.0%
	>45.0%

	Smoking cessation Strategies
	>44.0%
	>44.0%

	ADMINISTRATIVE 
	

	Complaint Rate 
	<0.25/1000MM
	<0.35/1000MM

	Claims submission and inventory 
	>95% paid w/in 30 days; <1.85% ending inventory > 45 days
	>90% paid w/in 30 days; <2.0% ending inventory > 45 days

	Encounter data reporting
	Timely/complete
	Timely/complete

	Pharmacy Encounter data
	Timely/complete
	Timely/complete

	Provider file reporting
	Timely/complete
	Timely/complete


Quality Assessment and Improvement Strategy Review
QAIS Frequency of Review

MDCH reviews, revises, and formally approves the Quality Assessment and Improvement Strategy at least annually and submits the document to CMS.  Development of the QAIS is based on an analysis and assessment of quality improvement program activities (i.e., HEDIS, CAHPS, EQR, performance monitoring standards, PIP, and mandated or additional projects).  Based on this analysis, the document is disseminated for internal review, prior to seeking input from the public and external stakeholders (health plans, physicians, health care providers, the Michigan Association of Health Plans, MDCH (Maternal and Child Health, Mental Health, Chronic Disease), Michigan Enrolls (Medicaid’s enrollment vendor), and the Clinical Advisory Committee.  
Results of improvement efforts, analyses, and whether the numeric goal or performance target was met are summarized in the Michigan Medicaid Quality Strategy Annual Review.  The Quality Improvement Work Plan, an integral component of the QAIS, is derived from the Annual Review and includes interventions planned for the upcoming fiscal year.  The Work Plan delineates the objectives, scope, methodology, and responsibility for planned activities to be undertaken during the year; plans for monitoring and trending previously identified issues; and timeframes for completing all quality improvement activities.  Both the Annual Review and Work Plan are submitted to the CAC for review and comment.    
The QAIS is dynamic and reflects quality improvement priorities that may change throughout the year.  The Medical Services Administration staff reviews the QAIS quarterly to assess progress toward meeting established goals, document opportunities and successes resulting from the QAIS, and identify necessary revisions and additional opportunities for improvement.  The Work Plan is also reviewed continually and is updated based on quality improvement data reports generated and analyzed throughout the year. 
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