STATEWIDE MEDICAL TRADING AREA BOUNDARIES

The Michigan Department of Community Health (MDCH) Warehouse was accessed in November 2006 an effort to determine where Medicaid enrolled beneficiaries are receiving medical services.  This data is to be used to preliminarily identify possible boundaries for future Medical Trading Areas (MTAs).

In this initial analysis, the beneficiary’s county of residence was determined using the Medicaid Eligible Months table.  The county in which the provider rendered the service was determined using the Medicaid Provider Location table.

The following criteria were used to pull claims data:

· The review period is calendar year 2005;

· Only FFS claims were accessed;

· Pharmacy, Dental, Elderly and Disabled Waiver payments, and Health Plan capitation payments are excluded;

· Beneficiaries residing in a Long Term Care facility (nursing home) are excluded;

A total count of services was obtained for Medicaid beneficiaries residing in each of the 83 counties in Michigan.  Total counts of services were also subsequently obtained based on the location of the provider rendering the service.

Thus, two analyses are performed:

1) Where do beneficiaries go to receive their medical care and;

2) Where do the providers who render these services draw their patients from.

U.S. Census population estimates were also obtained for each of Michigan’s 83 counties.  An initial guiding principle was to attempt to construct MTAs with populations totaling at least 500,000 persons.

ANALYSIS BASED ON COUNTY RESIDENCE OF BENEFICIARY
Initially nine (9) MTAs were constructed based on the degree to which services rendered to a county resident were likely to be performed in or near a metropolitan area.  The starting point was somewhat subjective in that certain assumptions were made as to what might be considered a “natural” trading area.  For example, Wayne, Oakland, and Macomb counties were preliminarily grouped into a single MTA even though each county met the 500,000 population threshold.  Similarly, the Upper Peninsula (U P) was treated as an MTA even though its population of 315,000 did not meet that minimum threshold.

A second aggregation of data was performed treating Wayne, Oakland, and Macomb counties as three distinct MTAs.  Treating these counties separately permits better tracking of how these three counties interact amongst themselves, as well as with the rest of the State.

As each county was analyzed it became clear that natural MTAs existed.  The largest counties, anchored by a metropolitan area, revealed limited “interplay” with other large counties.  In fact, these counties were, to varying degrees, largely self-contained in that their residents received few services even in adjacent counties.

Residents of the following “hub” counties received a large percentage of their services within their own county: Ingham (90%), Kent (88%), Genesee (82%), Kalamazoo (80%), Saginaw (72%), Washtenaw (69%), Wayne (81%), and Oakland (72%).  Macomb County residents, on the other hand, received only 53% of their services from providers located in Macomb County.

The last MTA, almost by default, is essentially all of lower northern Michigan.  No one county dominates, rather, the counties of Grand Traverse, Alpena, and Emmett appear to act as regional hubs drawing from the surrounding, more rural counties.

There are a limited number of counties where the services are split between these natural MTAs including Sanilac, Barry, Shiawassee, Arenac, Lapeer, and Livingston counties.  Further analysis may suggest splitting these counties between MTAs using zip codes.

For a very few counties, a sizeable percentage of services were rendered by providers in Wisconsin or Ohio.  These counties include Menominee (37% of services to Wisconsin), Monroe (11% to Ohio), and Gogebic (5% - 9% to Wisconsin).

ANALYSIS BASED ON COUNTY LOCATION OF PROVIDER
In comparing the MTAs (or regions) we see that Oakland County is a net “importer” of services.  That is, the providers located in Oakland County render a significant volume of services to beneficiaries residing outside of Oakland County. This same pattern of “in-migration” of services is seen to a lesser extent in the Washtenaw Region.  At least part of the reason for these patterns, respectively, is the location of a large reference lab in Oakland County and the location of the U of M hospital in the Washtenaw Region.

When looking at the remainder of the MTAs we see, for the most part, a moderate “out-migration” of services. That is, slightly more services go to providers located outside the region than are rendered by providers located within the region. 

Michigan Medicaid beneficiaries received a little over 1.3% of their total services from providers not grouped into any of our proposed regions.  The large majority of such services were rendered by “border” providers located in Ohio and Wisconsin.

LIMITATIONS OF METHODOLOGY USED
Pharmacy data was excluded from this review as the county location field in the Provider Location table is incompletely populated for pharmacy providers.  Also, as pharmacy services are frequently rendered near the beneficiary’s residence it is unlikely that these services would alter the MTAs as suggested in this review.

Adult foster care services (Elderly and Disabled Waiver - Provider Type 70) are also excluded as services rendered throughout Michigan are identified as being rendered solely in Ingham County.

In a very limited number of instances the county code value was blank, invalid, or listed as Detroit.  These instances are so infrequent as to have no impact on our analyses.

Specific types of medical services were not aggregated.  It is expected that certain services (hospital, laboratory, and consults) will show greater “exchanges” among regions than other services which are likely to be rendered locally (office visits, pharmacy).

 Managed Care data will be pulled in the near future.  It is very likely that this data will be somewhat incomplete due to the Health Plans’ freedom to use a variety of ways to identify the providers rendering services to their enrollees. 
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